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It is not intended here to present a report on the in¬ 
finite varieties of congenital anomalies of the urinary 
tract, but rather to outline a plan of management of two 
large groups of patients, namely, those with congenital 
obstructive lesions and those with exstrophy of the blad¬ 
der, hypospadias or epispadias. 

CONGENITAL OBSTRUCTIVE LESIONS 
• Congenital lesions producing obstruction to the out- 
:flow of urine may be found at any point in the urinary 
tract from the ureteropelvic junction to the urethral 
meatus. Since they are frequently multiple, it is of ut¬ 
most importance for one to study all parts of the tract 
thoroughly before instituting a plan of therapy. Surgical 
relief of obstruction in the upper urinary tract may well 
be nullified by a comparatively innocent-looking lesion 
t a lower level. Most commonly, obstructing lesions 
.■ 'ill be found at or near the ureteropelvic or ureterovesi- 
d junction and at the vesical neck. 

Congenital obstructions at the ureteropelvic junction 
if three general types, althc. °h anv combination of 
thes may be found in a single patient. They are as fol¬ 
lows: (1) high insertion of the ureter above the most 
dependent portion of the pelvs, (2) intrinsic narrowing 
of the ureteropelvic junction and (3) -aberrant vessels, 
fibrous bands or both, compressing the ureter at or just 
below the ureteropelvic junction. Here again, the possi¬ 
bility of multiple lesions derm: s careful evaluation o! 
the entire urinary tract. 

Obstructions at the urcicropetvm junction may occa¬ 
sionally reach clinical proportions i t childhood. Most pa¬ 
tients, however, will tolerate the. L .lon until young adult¬ 
hood when pain, recurrent pyelonephritis or a mass in 
; the flank will precipitate investigation. Adequate uro- 
logic examination should reveal the site of the lesion, 
w ether it is unilateral or bilamml and important clues 
as to its inherent nature. If it is unilateral, estimation of. 
tie unction of the involved kidney is necessary before a 
ecision for or against a conservative surgical procedure 
-an e made. As a rule, if the affected kidney possesses 


less than one fourth of its function, the other kidney will 
usually have undergone compensatory hypertrophy, and 
nephrectomy will be required. In borderline cases, ulti¬ 
mate evaluation should be deferred until the kidney is ex¬ 
posed at the operating table. Young persons in whom 
evaluation is equivocal should be given the advantage of 
a conservative operative trial. Secondary nephrectomy, 
if necessary, is preferable to primary removal of a poten¬ 
tially useful kidney. The various operative techniques 
by which plastic repair of,the ureteropelvic junction is 
accomplished are well known. In selection of a technique 
to be employed it is extremely important to remember 
that no single operative procedure is applicable to all 
cases. It is often necessary to combine two or more 
methods to obtain a successful functional result. The 
obvious clinical importance of bilateral obstructions at 
the ureteropelvic junA-cm cannot be .overemphasized.- 
Most patients who have come under our care have al¬ 
ready suffered considerable loss of renal function, and 
the condition has usually been complicated by infection. 
In the treatment of such patients the side with the greater 
renal damage should be operated on first and the other 
side operated on without unusual delay, preferably 
within three months. The reason for this is that once 
the obstruction on one side is relieved, the function of 
the opposite kidney fails at a more rapid rate. If it is left 
untreated, it will soon become a functionless hydro- 
nephrotic or pyonephrotic sac. 

Congenital obstructive lesions at the ureterovesical 
junction fall into two categories: those involving only the 
mucosa and those involving all the layers of the ureteral 
wall. In the first group, the pressure of urine retained be¬ 
hind the tiny ureteral orifice causes a ballooning of the 
mucosa into the bladder so that the classical intravesical 
cyst or ureterocele is produced. Typically, when viewed 
cystoscopically, the cystic masses appear and disappear 
in response to ureteral peristaltic pressure, except when 
the mucosa has been thickened and fixed by chronic in¬ 
fection, in which case the cysts are maintained in their 
distended state. Roughly, the amount of associated ure- 
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teral dilatation is proportional to the degree of stenosis 
of the orifice. Occasionally, the cyst may be of such pro¬ 
portions as to produce acute retention by obstruction of 
the vesical outlet. In women it may be extruded through 
the urethra. As a rule these patients, particularly adults, 
require simple transurethral resection of the cyst. In chil- 



Fig. —Transvesical meatotomy for bilateral ureterovesical stricture. 


dren, however, because of the small caliber of their 
urethras and the large size of the ureterocele, suprapubic 
excision is frequently required. 

The second group of obstructive lesions at the uretero¬ 
vesical junction, those that involve the entire wall, have 
in our experience been encountered entirely in children. 
More commonly, they are bilateral and are associated 
with pronounced dilatation of the upper urinary tract. 
There are three methods by which these obstructions may 
be relieved. The first is by cystoscopic ureteral dilatation, 
which, in our hands, has been unsatisfactory. The child’s 
urethra frequently will not accommodate instruments of 
sufficient caliber to make any real impression on the ob¬ 
struction; general anesthesia is necessary, and dilations 
must be carried out too frequently to be practical. In 
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no better than those produced by simpler methods Ure 
teral meatotomy, the third method, may be performed 
transurethrally if the urethra will accommodate an oper¬ 
ating type of child’s cystoscope. If there is any question 
as to the feasibility of this procedure, the'operation 
should be performed suprapubically as depicted in figure 
1. The stenosed orifice is incised through the entire area 
of stricture and the ureteral mucosa is sutured to the vesi¬ 
cal mucosa. Ureteral catheters are left indwelling for five 
to seven days. This method has proved successful in our 
hands. • 

The simple fact that congenital obstructive lesions are 
often multiple cannot be overemphasized. Not infre¬ 
quently obstruction at the vesical neck is associated with 
obtruction at the ureterovesical junction. Preoperative 
evaluation must include careful examination for residual 
urine as well as endoscopic examination of the vesical 
neck. Any obstructive tissue in this area must‘be re¬ 
moved. It is a common observation that a grossly dilated 
upper urinary tract in these patients rarely returns to 
normal after the obstruction has been removed. How¬ 
ever, the urine can usually be rendered sterile and further 



Fig. 3.—Prostalic urethra opened -widely from just proximal to the 
verumontanum to the vesical trigone. 


loss of renal function prevented, provided all obstructive 
lesions have been removed. 

Congemni! ■ obstructions to the vesical outlet vary 
widely hut generally fall into one of three large groups. 
The two commonest types are (1) elevation of the pos¬ 
terior internal sphiiicferic area simulating the median 
bar in adults and (2) contracture of the internal vesical 
oiitice. These can occur in both males and females. The 
third and least common type is congenital prostatic ure¬ 
thral valves. Whatever the immediate lesion, the syn¬ 
drome of uncomplicated obstruction of the vesical neck 
is fundamentally the same in each patient, namely, fre¬ 
quency, difficulty, straining and finally acute retention of 
urine or paradoxical incontinence. The svndrome and 
the phytopathology associated with it are essentially the 
same as ffiose observed in men with prostatism. One of 
the unfortunate aspects of this condition is that frequent . 
vommgs or instances of overflow incontinence are all too 
often interpreted merely as poor training. This lack of 
understanding of the problem is all the more tragic, fot 
apparently earlier and more rapidly progressive dilata¬ 
tion of the urinary tract is observed in children than tn 
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adults The residual urine predisposes to infection, 
which, when present, is persistent and increases the 
rapidity of destruction of renal function. Early recogni¬ 
tion of this syndrome and prompt relief of the obstruc¬ 
tion offer a good prognosis, but failure to diagnose the 
condition only leads to irreversible renal damage. 

We employ two methods for removal of obstructing 
tissue at the vesicle neck. The first, transurethral resec¬ 
tion, although adequate in some instances, does not pro¬ 
vide a satisfactory solution to the problem in all cases. 
Owing to the inherent technical difficulties in the per¬ 
formance of transurethral resection in children and the 
frequent necessity for repeated operation because of 
inadequate removal of tissue, we have been reluctant to 
use it on any but the simplest cases. 

The second method, which we have employed in an 
‘increasing number of cases, is a modified retropubic ap¬ 
proach (figs. 2 and 3). After exposure of the vesical 
neck’in the classic fashion,, a longitudinal incision is 
■made through the vesical heck to expose the vesicoure¬ 
thral junction. The incision may be carried as high in the 
-anterior vesical wall as is necessary for adequate ex¬ 
posure. Similarly, it may be carried down through the 
anterior wall of the urethra. Such an incision at once pro¬ 
vides a wide area for inspection. In males the entire pros¬ 
tatic urethra is visualized from the verumontanum to the 



Fig. 4.- First three stages of Denis Browne technic for repair of hvpo- 
spadias. 


trigone. In those patients in whom obstruction is due to 
a bar of tissue at the posterior vesical lip the offending 
tissue is removed by simple excision. Enough tissue is cut 
away to provide a wide outlet that is soft and pliable. 
Similar excision of tissue is carried out if the lesion is 
simple contracture of the vesical neck. In •: veil instance 
the cut margins of the mucosa are approximated with a 
few hemostatic sutures of fine atraumatic chromic catgut. 
Prostatic valves, which are usuary simple mucosal folds, 
may be removed by electrocoagulation. If the upper 
urinary tract is not decompensated, the incision may be 
sutured primarily with simple sutures of fine atraumatic 
mtgut over a small indwelling urethral catheter. If de¬ 
compensation of the upper tract has aiready occurred, 
suprapubic drainage is employed over a period of months 
in order to permit maximum return of function. 

uring the past two years we have operated on 12 
patients by this method. There have been no instances of 
postoperative incontinence, nor have there been any 
o ier postoperative complications of any importance, 
ostoperative infections of the urinary tract have'been 
ea t \vith according to established principles. The dura- 
i°n 0 postoperative hospitalization has been eight to 12 
u>s. Results to date have been excellent in all patients 
so treated. 


EXSTROPHY OF THE BLADDER 
Exstrophy of the bladder is an obvious lesion. The an¬ 
terior wall of the bladder and overlying abdominal wall 
are absent; this allows the trigone and whatever remains 
of the posterior wall of the bladder to bulge forward and 
rest on the surface just above the level of the symphysis. 


.IcicLsion. 



Fig. 5.—Fourth stage of Denis Browne technic. 


The lower ends of the rectus muscles with their sheaths 
are widely separated; this leaves only the peritoneum 
and a thin layer of intervening fascia between the blad¬ 
der and the peritoneal cavity. 

Treatment of exstrophy of the bladder involves (1) 
transplantation of the ureters into the rectosigmoid, (2) 
removal of the bladder and repair of the associated ven¬ 
tral hernia and (3) plastic repair of the associated epi¬ 
spadias in males. In females, if the vagina is rudimentary, 
the third step is creation of an artificial vagina. 

The method by which the ureterosigmoid anastomo¬ 
sis is carried out is a matter of individual choice. Our 
own preference is a minor modification of the Coffey I 
technique, which, in our hands, has proved simple and 
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months old. As a rule, the earlier treatment is begun, the 
better; for stenosis of the ureteral orifices develops in a 
surprising number of these patients. The ureters in such 
cases undergo early dilatation and lend themselves less 
favorably to ureterointestinal anastomosis. A few pa¬ 
tients seen later in life will show greatly dilated and tor¬ 
tuous ureters. This group will require ureterocutaneous 
anastomosis. 

Excision of the bladder and repair of the ventral her¬ 
nia should be deferred until the patient has completely 
recovered from the operation for diversion of the urinary 
stream. The normal transitional epithelium of the blad¬ 
der has been converted into a mucous-secreting epi¬ 
thelium in all exstrophic bladders. This epithelium must 
be removed entirely if success is to be attained in this 
phase. By removal of the bladder and repair of the her¬ 
nia, the original defect is converted into another classic 
lesion, epispadias, and the patient has been prepared for 
the third and final operation. In females the urethra is of 
no importance at this stage. However, in many of the 
males at the time of puberty the ejaculatory ducts will be 
seen to open onto the surface at the penoabdominal angle 
with the resultant discharge of semen onto the surface. 
Plastic reconstruction of the penis and urethra should 
then be carried out to provide a coital organ. A wide 
variety of techniques has been employed to accomplish 
this third phase. We have recently employed with success 
a simple technique first introduced by Denis Browne 
(figs. 4, 5 and 6).' 

HYPOSPADIAS 

Hypospadias is a congenital defect in the urethra in 
which a variable portion of the urethra is absent, the ec¬ 
topic meatus being situated proximal to the normally 
placed orifice. There is usually a ventral deformity of the 
penis produced by a band of fibrous tissue occupying the 
position of the absent corpus spongiosum. This condition 
may be divided into three anatomic groups: (1) glandu¬ 
lar in which the orifice is located near the frenum, (2) 
penile in which the orifice is located in the shaft of the 
penis anywhere between the frenum and the penoscrotal 
angle and (3) scrotoperineal. 

Glandular hypospadias is of little clinical importance 
unless the orifice becomes stenosed to the point of inter¬ 
fering with micturition, or unless the associated chordee is 
severe. In the first type, simple meatal dilatation or 
meatotomy frequently is all that is required. In the penile 
type the chordee is corrected, and the orifice is displaced 
proximally on the shaft, a penile hypospadias being 
thereby created. 

In patients with penile and scrotoperineal hypospa¬ 
dias, treatment is surgical, consisting of two phases. The 
first, relief of the chordee, is accomplished by a trans¬ 
verse incision in the ventral surface of the penis and re¬ 
moval of all restricting bands of tissue. The incision is 
then closed longitudinally. Attention to detail in this 
simple procedure cannot be overemphasized. Inadequate 
performance of this step will seriously jeopardize the 
outcome of the entire operation. 

The second phase is construction of the new urethra. 
Many techniques have been introduced through the 
years in an effort to produce as simply as possible a nor- 
—— .. ... 

I. Bthns. E.: The Deris Browne Opera'.'-- ~. ‘for Hypospadias, J. Urol. 
r, l: 3S2 (Aug.) 1950. 
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mally functioning urethra. In search of an ideal solution 
to this problem we have found that the principle em¬ 
bodied in the Denis Browne technique (figs. 4, 5 and 6) 
seems to lend itself to a simple adaptable method that 
provides an excellent functioning result. This procedure 
possesses several advantages over more complicated 
techniques. After the straightening operation—common 
to all techniques—has been performed, it is a one stage 
procedure. It is easily performed and may be completed 
before the child reaches school age. The average dura¬ 
tion of hospitalization is 10 to 14 days, a factor of tre¬ 
mendous economic importance. 

The technique of the Denis Browne operation em¬ 
ploys a novel method for creating a fully epithelized, 
soft, pliable urethra. Parallel longitudinal incisions about 
0.5 cm. on either side of the median raphe of the penis 
are carried from the glans to about 0.5 cm. proximal to 
the urethral meatus and joined in an arcuate fashion. 
With these incisions as starting points, full thickness skin 
flaps are produced by lateral dissection until they may 
be brought together in the midline and sutured without 
tension. This is accomplished by placement of inter¬ 
rupted silkworm gut sutures as shown in figure 6 A. The 
skin edges are then sutured with fine chromic catgut. 
The central island of epithelium, undisturbed, is thus 
covered completely with a full thickness of penile skin. 
The distal extremities of the lateral flaps are sutured to 
previously scarified areas on the ventral surface of the 
glans, while the proximal extremities of the flaps are 
brought together and closed to incorporate the hypospa- 
diac meatus in the newly created channel. No catheters 
or foreign bodies of any kind are left indwelling in the 
new channel, the urinary stream having been previously 
diverted by means of perineal urethrostomy. A dorsal 
longitudinal incision is made over the entire length of 
the penis in order to reduce all possible tension on the 
ventral suture line. This incision is allowed to heal sec¬ 
ondarily. Only the simplest of gauze dressings is applied 
for the first few days. 

EPISPADIAS 

This rare congenital anomaly is seen oftener in males. 
It is included here because the technique for correction 
of hypospadias described in the preceding paragraph is 
also adaptable to correction of the epispadiac deformity. 
The lesion may be balanotic, penile or “complete.” The 
balanotic type may be mild and require only the simplest 
methods, as does its hypospadiac counterpart. Similarly, 
the penile type lends itself to correction by the method 
already described. However, in the third or “complete 
type in which the sphincter is incompetent, the primary 
requisite is reestablishment of the competency of the 
sphincteric mechanism. In such cases one may attempt 
to reestablish the sphincteric mechanism and construct 
the anterior urethra simultaneously. Failing to secure 
a competent sphincter, one has no choice save diversion 
of the urinary stream, preferably to the sigmoid. 

SUMMARY 

Congenital obstructive lesions of the urinary tract are 
usually encountered at or near the ureteropelvic or ure¬ 
terovesical junction and at the vesical neck. Because they 
are frequently multiple, thorough evaluation of the uri¬ 
nary tract is imperative before institution of therapy. 
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No single operative procedure is applicable to all cases 
of obstruction at the ureteropelvic junction. One may 
find it necessary to combine two or more methods in 
order to obtain a good functional result. If the obstruc¬ 
tion is bilateral, the side with the greater renal- damage 
should be operated on first and the other side within three 
months, if possible. 

For obstruction at the ureterovesical junction involv¬ 
ing only the mucosa, transurethral resection of the re¬ 
sulting intravesical cyst is usually sufficient, although in 
children suprapubic excision is frequently required. For 
obstructions involving the entire wall, which, in our ex¬ 
perience, have been encountered only in children, ure¬ 
teral meatotomy has proved successful in our hands. 

Obstructions at the vesical neck must be relieved 
promptly before irreversible damage takes place. We 
prefer the modified retropubic approach for removal of 
these obstructions, although the transurethral approach 


may be employed. Exstrophy of the bladder is an obvious 
lesion which is treated by transplantation of the ureters 
into the rectosigmoid, removal of the bladder and cor¬ 
rection of the associated hernia, and plastic repair of 
the penis. 

Of the three types of hypospadias, glandular hypo¬ 
spadias, when the orifice becomes stenosed, requires 
simple meatal dilatation or meatotomy unless severe 
chordee is present, in which case it is necessary to con¬ 
vert it to a penile hypospadias, which is treated accord¬ 
ingly. For penile and scrotoperineal hypospadias, treat¬ 
ment consists of surgical correction of the chordee fol¬ 
lowed by construction of the new urethra. We prefer the 
Denis Browne technique for this purpose, because it is 
simple and easy to perform, is capable of completion in 
the preschool age and has a relatively short postoperative 
course. Epispadias can be corrected by this same 
technique. 


ADVISABILITY OF SURGICAL REVERSAL OF SEX IN 
FEMALE PSEUDOHERMAPHRODITISM 

Frank Hinman Jr., M.D., San Francisco ' 


Most children with intersexual external genitalia can 
be converted into acceptable boys or into acceptable 
girls by appropriate surgical measures. If progressive 
endocrinologic abnormality is absent, such surgical 
change will be made to agree with the gonadal sex, un¬ 
less of course it would have to be made after the attitudes 
and inclinations of the contrary sex had been established. 
These generally accepted opinions are the basis for 
advocacy of early operative exploration of pseudoher¬ 
maphrodites, so that surgical and psychologic treatment 
in conformity with the true sex of the gonads can be 
started before the contrary psychologic pattern is set. 1 

I have no quarrel with the use of gonadal sex as the 
basis for treatment of male pseudohermaphrodites, 
although the problem of the genetic female with adenoma 
tubulare masquerading as a testis has yet to be solved. 
But the female pseudohermaphrodite, in a high propor¬ 
tion of cases, is the result of progressive androgenic 
overactivity of the adrenal gland during and after fetal 
life. This is the significant differentiating fact. This influ¬ 
ence, in contrast to the genetic or developmental or 
maternal influences in the case of other forms of pseudo¬ 
hermaphroditism (table), will continue to act after the 
period of fetal development. Progressive masculinization 
after birth can, therefore, be expected in these patients. 
Of course, a female pseudohermaphrodite can be surgi¬ 
cally and psychologically treated in infancy or childhood 
so that she will react as a female. But she will have the 
secondary sex characteristics of a boy. She will have a 
deep voice, a somewhat masculine physique, a beard and 
hairy body and a receding hair line. Because of these 
progressive changes, which at present are irreversible by 
surgical or hormonal means, she will be accepted neither 
as a male nor as a female. 

For this reason of progression of masculinization, the 
stand that all pseudohermaphrodites be treated accord¬ 


ing to their gonadal sex must be questioned. The pur¬ 
pose of this paper is to prevent needless phallic sacri¬ 
fice. The decision must be made from consideration of 
five aspects: surgical, endocrinologic, psychologic, moral 
and legal, each of which will be discussed in the light of 
past experience and present knowledge. 

CLINICAL MATERIAL 

I have two sources for data bearing on the problem of sex 
reversal in female pseudohermaphroditism due to adrenal hyper¬ 
plasia: the experience of previous students and my own ex¬ 
perience. This material has been assayed for its surgical, 
endocrinologic, psychologic, moral and legal values. 

The records of the past concerning 149 patients reported on 
in the literature will be reviewed in detail in a separate com¬ 
munication. 

Of interest is the finding that, among 53 patients reported on 
after they were 15 years of age, 16 were raised as males (four 
being changed to females just after puberty) and 37 were raised 
as females (two being changed from males). Five of those raised 
as boys later married women. There were two who committed 
suicide because they were prevented from marrying women, as 
their birth certificates stated they were female. A third of those 
raised as females were subjected to clitoridectomy. 

I have personally observed five children. Two are being sur¬ 
gically altered to live as boys, and three have been operated 
on by others to become more anatomically feminine. 

REPORT OF CASES 

Case 1.-— W. K. is now V /2 years old. One sibling with sim¬ 
ilar genitalia and adrenal insufficiency, died at the age of 4 
months. A second sibling, aged 15 months, is a normal girl. The 
present child was born with a vagina, large clitoris and labia 
resembling a scrotum. It was felt to be a boy and was so 
christened. Five days after birth he was discharged from the 
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United States Naval Hospital, Oakland, Caiif., and was returned 
15 days later because of persistent vomiting. He was treated 
with salt and adrenal cortex extract, and his difficulty was 
cleared. 

At the age of 6 weeks he was admitted to the University of 
California Hospital, at which time he was noted to have a large 
clitoris and atresia of the vaginal orifice, with the urethra enter¬ 



ing the vagina, which was very large (fig. 1). There was a flat 
cervix with a patent orifice. The urethra was normal except for 
its point of entry, and there were folds about the meatus. No 
verumontanum, ejaculatory ducts or prostate could be found. 
The bladder was slightly trabeculated. No gonads or adrenal 
glands were palpated. On rectal examination a prostate could 
not be felt. Vaginograms were made (fig. 2/1). The impression 
was that this was a female pseudohermaphrodite with adrenal 
hyperplasia. The bone age was normal, and the 17-ketosteroid 
excretion was 4.1 mg. in 24 hours (ketonic). 

Treatment with an extract of adrenal cortex (eschatin®) alone, 
salt alone or desoxycorticosterone acetate alone caused 'per- 



Fig, 2,—Vaginogram with air cystogram, lateral view. A, case 1. B t 
case 2. 


sistence of the vomiting. The administration of a combination 
of desoxycorticosterone acetate, given sublingually, salt and 
sodium bicarbonate, however, was effective in controlling the 
adrenal insufficiency. 

At the age of 6 months a pellet of-cesoxycorticosterone acetate 
(percorten®) wgs implanted, and at that time the bone age 
measured 1 year. 


The child was readmitted at the age of 116 years for study 
with pituitary adrenocorticotropic hormone administration 
Treatment with this compound failed to cause the normal 
eosinophil drop, indicating decreased 11-oxysteroids The 17 
ketosteroid excretion was 4.8 mg. per 24 hours. It was noticed 
that there'were increased erections and masturbation. The par¬ 
ents were advised at this time to raise the child as a boy. A year 
later psychologic evaluation showed a mental age of 2 years* 8 
months, an intelligence quotient of 107 and a normal social 
quotient. His bone age was then 7 years. 

The child was readmitted at the age of 3 years (fig. 3 A), and 
a first stage repair of the hypospadias, swinging the prepuce 
ventrad, was performed with the child under general anesthesia. 
During the procedure there was carpal spasm, followed by 
twitching and partial convulsions. A hyperventilation syndrome 
was considered the most likely cause, and the patient was treated 
accordingly. However, immediately after operation there was a 
severe Addisonian crisis, which was treated intensively with salt 
and adrenal cortex extract. After these difficulties, it was sug¬ 
gested that the second stage operation be performed when the 
child reached an age at which spinal or caudal anesthesia could 
be used. The bone age as measured recently (at the chronologic 
age of 316 years) was 12 years. Photographs taken postopera- 
tively (figs. 3 B and 4 A) show a very well developed phallus 
and masculine physique. 


Tentative Classification oj lntersexuality 


Gonad Characteristics 

Male 

A Feminine habitus and genitalia 

except testes and small penis; 
usually raised as girls 
B Intcrscxual genitalia with other 

anomalies without feminization 
0 Varying degrees of hypospndias 


Female 

A Intcrscxual genitalia without 

progressive mnsculinization 
B Intcrscxual genitalia with other 

nnomnlies without progressive 
mnsculinization 

C Intersexunl genitalia with 

progressive mnsculinization 

Both Male and Female 

A Intersexunl internal and ex¬ 

ternal genitalia without 
progression 


Possible * Etiologic 
Mechanism 


Sex reversal from genetic 
female (adenoma 
tubulare) 

Developmental arrest 

Excess or abnormal ma¬ 
ternal (? adrenal) hor¬ 
mones 

Genic disturbance 

Developmental arrest 


Excess androgenic func¬ 
tion of fetal adrenal 
gland 

Developmental arrest or 
genic disturbance of 
gonad 


* The respective roles of mutation, developmental arrest and mater¬ 
nal hormones cannot be discussed here. However, such factors may not 
be mutually exclusive. 


Summary .—A 316 year old female pseudohermaphrodite had 
i sibling with a similar deformity. The patient’s mascuiinization 
vas progressive, so that al the age of 316 years he had profuse 
’enital hair, a large phallus, advanced bone age (12 years) and 
lightly elevated 17-ketosteroids. He had, in addition, moderate 
idrenal cortex insufficiency controlled by subcutaneous lm- 
ilantation of pellets of desoxycorticosterone acetate. The hypo- 
padias was corrected surgically, with the intention of continuing 
o raise the child as a boy. 

C ASE 2 _A B. is also now 316 years old. An older brother, 

r enitalia*not described, died at the age of 3 months of dehydra- 
ion and vomiting ascribed to “pylorospasm.” An older sister is 
lormal At birth it was noticed that the labia were swollen and 
hat the patient had a very large clitoris, which grew rapid y 
ifter birth. The child was admitted to the University of Cali- 
ornia Hospital at the age of 3 weeks with adrenal cortex in- 
ufficiency. Treatment was with saline solution, desoxycorti- 
os?erone acetate and an extract of adrenal cortex. Panendos- 
opy showed that the urethra and vagina opened into a short 
ommon passage exactly similar to that in case 1. Vaginograms 
,hh air cystogram showed the relationship between the vagina 
ind the bladder (fig. ZB). 17 -Ketosteroid excretion_ was 15.9 
ng. per 24 hours (ketonic), S per cent of which was dehydro 
ndrosterone. The patient was discharged^with the diagnosis of 
drenogenital syndrome in a female mfantpuringthciirst >ca^ 
if life, in Oklahoma, peritoneoscopy was done, which was not 
liagnostic. 
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Readmission occurred at the age of 2 years, at which time 
pellets of desoxycorticosterone acetate were implanted to com¬ 
bat the chronic adrenal insufficiency, oral treatment for which 
was begun in Oklahoma. Exploratory laparotomy (Dr. H. F. 
Traut) revealed bilateral cystic ovaries, normal uterus and tubes 
and questionably normal adrenal glands. Sections were read as 
showing normal infant ovarian tissue. The bone age at this time 
was 5 to 5V4 years. The crines were well developed, and the 
general body form already appeared somewhat masculine (fig. 
5 A). The child was discharged to be raised as a boy, named 
Allen rather than Anita. 

Dr. Lawson Wilkins, in a letter at this time (Jan. 31, 1949) 
suggested, on the one hand, raising the child as a girl if she 
were older and had already been raised that way, but that in 
this case raising her as a boy would present fewer problems in 
later life. He suggested that the ovaries and uterus might later 
be removed. Consequently, the birth certificate was changed by 
affidavit without difficulty. 

A first stage hypospadias repair was done at the age of 2 3 A 
years. Considerable oozing occurred during the operation so 
that transfusion was necessary, but no signs of adrenal insuffi¬ 
ciency were encountered. The child was readmitted at the age 
of 314 years for control of the adrenal insufficiency. His par¬ 
ents noted that he was making a much better adjustment as a 
boy than he had as a girl. His bone age was 12 years at this 
time, and the 17-ketosteroid excretion was 25.9 mg. per 24 hours. 
At present he is maintained on 2 to 4 drops of desoxycorticos¬ 
terone in oil (cortate®) a day and has a 75 mg. pellet of desoxy- 



coiticosterone acetate implanted subcutaneously. Photographs 
(figs. 4B and 5 B) show his present genital and bodily status. 

Summary .—A female pseudohermaphrodite, with a sibling 
who had adrenal insufficiency, and with progressive masculini- 
zation (increased 17-ketosteroid excretion, increased bone age, 
gross genital hair, large phallus and masculinized physique), was 
subjected to a first stage repair of hypospadias in order better 
to raise the child as a boy. 

Case 3. S. F. C. is now 18 years old. She was first admitted 
to the University of California Hospital at the age of 5 Vz years, 
with the history that at birth abnormal genitalia and at 3 years 
a normally rapid growth had been noted. There had been no 
ce<hng problem, however. On examination she was observed 
° have moderate hirsutism, a common passageway for the 
ure oral and vaginal openings and, on rectal examination, a 
u crus. Her bone age at that time was 10 years. Perirenal air 
msu ation showed possibly enlarged adrenal glands. At this 
ime adrenal exploration was carried out through the bilateral 
um ar approach of Voung. The left gland was twice normal 
size, and two thirds of it was removed. The right gland appeared 
normal, but a small adenoma was resected from its surface. 

xp oratory laparotomy revealed normal uterus and tubes; 
tnerctorc, a plastic operation was done to remove the clitoris 
an expose the vagina. The child was readmitted at the age of 
t>/5 years, even more masculinized than before. She was having 
considerable difficulty adjusting socially, since her voice was 


deep and she had acne and masculine breasts. Air insufflation 
was again done, which showed a right adrenal shadow the same 
size as before, with some calcification. X-ray therapy was given 
to this adrenal gland (3,127 tissue r) with questionable improve¬ 
ment thereafter. 17-Ketosteroids at this time were 13.9 mg. per 
24 hours (ketonic). The following year ethinyl estradiol, 0.05 mg. 
twice a day, was given. The 17-ketosteroids were then 23.7 mg. 



Fig. 4.— A, VV. K. (case 1), 3 Vz years of age. B, A. B. (case 2), 3 Vz 
years of age. C, S. F. C. (case 3), 18 years of age. 


per 24 hours (ketonic). It is noted that the only clearcut improve¬ 
ment was a reduction in the severity of the acne. The child was 
admitted at the age of 9 Vi for removal of the remaining third 
of the left adrenal gland. There was no postoperative Addisonian 
difficulty. The 17-ketosteroid excretion postoperatively was 10.7 
mg. per 24 hours (ketonic). 

Readmission occurred at the age of 13. In the interval she 
had become more female in her likes and dislikes, and it was 
felt that her body was more rounded. However, an increase in 
bodily hair and little change in the depth of her voice were 



Fig. 5 (case 2)—External genitalia: A, preoperative, age 2 years. J3 
postoperative, age 3H years. 


noted. She was constantly harrassed by the other children, who 
commented on her hairiness. She was given diethylstilbestrol, 
1 mg. three times a day, for a month without effect. 17-Keto- 
steroid excretion was now 6S.7 mg. per 24 hours (ketonic). The 
bone age was 17 years. Further estrogen therapy caused some 
growth of the breasts, especially of the nipples, with pigmenta¬ 
tion in this area, but the comment is made that ihcrc was in¬ 
creased hirsutism, which caused her mother great concern. At 
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the age of 18, premarin s (estrogenic substances [water soluble]) 
was given, 2.5 mg. twice a day in short courses, which resulted 
in menstrual spotting. A photograph is shown of her present 
state of development (fig. 4 C). 

Summary .—An 18 year old female pseudohermaphrodite has 
had repeated partial adrenalectomy and hormone therapy, as 
well as clitoridectomy, without arrest of the progressive 
masculinization. 

Case 4.-—D. G. Y. is now 11 years of age. She was felt to be 
a girl at birth and has a sister two years younger, also with 
pseudohermaphroditism (case 5). D. G. Y. was admitted to the 
University of California Hospital at the age of 3Vz, having had 
pyelitis every three to four months for the previous year. At 
first, soon after birth, she had been a feeding problem and had 
vomited, but this had not recurred. At the age of 1 'A years she 
had a circumcision of the clitoris because cysts had been noted 
beneath the prepuce. On admission a large clitoris was noted, 
with a single opening beneath it. The labia minora were adher¬ 
ent to the clitoris. Study showed a normal bladder and urethra, 
except that the urethra emptied into the anterior wall of the 
vagina, forming a urogenital sinus. The uterus and cervix were 
present and felt normal. The pyelitis was cleared, and the patient 
was discharged. 

Two months later the patient was readmitted, and an ex¬ 
ploratory laparotomy was performed (Dr. H. F. Traut). This 
revealed normal uterus, tubes and ovaries with follicles. The 
clitoris was amputated. At the age of 4 years the bone age was 
noted to be 8.3 years. 17-Ketosteroid excretion, measuted at the 
age of 5 years, was 12 mg. per 24 hours (ketonic). The clitoris 
at this time had regrown. 

Since that time the child has continued to be masculinized. 
Two more clitoral amputations have been necessary because of 
regrowth of the phallic stump. Recently the mother has had 
difficulty curbing her children’s questions and anxiety concern¬ 
ing their unusual bodily state, and so far she has refused to 
have them photographed again. 

Case 5. —D. K. Y. is 8 years old at present. She, as was her 
sister (case 4), was called a female at birth. She was admitted 
to the University of California Hospital at 3 months of age. 
She had a clitoris 2.5 cm. long with scrotal folds for labia, a 
urethral groove and a single urogenital sinus. With the child 
under anesthesia, the ovaries were questionably palpable but 
the uterus was felt to be present. A common urogenital sinus 
and a large uterus were seen on hysterogram. She was readmitted 
one month later for exploratory laparotomy (Dr. H. F. Traut). 
As in her sister, normal ovaries with follicles were found and 
the clitoris was amputated. Later, revision of the vagina was 
suggested. At the age of 7 months there was pubic hair, and the 
bone age at 21 months was 27 months. The 17-ketosteroid excre¬ 
tion was 9.9 mg. (ketonic), which rose three months later to 16.1 
mg. per 24 hours, and it was noted at this time (age 2 years) 
that the clitoris had regrown. 

Like her sister, this patient physically has been progressively 
masculinized, although her interests and inclinations continue 
to match her environmental sex. She will continue to be brought 
up as a female. 

Summary .—These two female pseudohermaphrodites have 
become progressively masculinized, but, since ovaries were 
found at laparotomy, they have been subjected to clitoridectomy 
and raised as girls. Their excessive physical masculinization at 
present (aged 1.1 and 8 years, respectively) may make one ques¬ 
tion the advantages gained by this course. 

These five cases allow some comparison between patients 
with the congenital adrenogenital syndrome raised as boys and 
those raised as girls. Examination of the photographs shows that 
surgical treatment is more effective if it can go along with the 
patient's hormonal development (hypospadias repair in cases 1 


2. This case and case 5 are being reported in more detaiJ by R. C. 
Bentinck and others. 

3 ,.;Young. H. H.: Genital Abnormalities. Hermaphroditism and Related 
Adrenal Diseases* Baltimore, Williams &. Wilkins Company, 1937. 

-4 Cecil A B.: Surgical Management of Vagina in Male Construction 
'’iV Hermaphrodites, J. Urol. 02! 709-712. 1949. 
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ana iy .ratner tnan against it (clitoridectomy in cases 3 4 and 5) 
It is, of course, impossible to estimate the ease of adjustment of 
the boys when they reach the critical age of pubertv but they 
have adjusted very readily so far. The girls, howe’ver, have 
actually been observed to adjust poorly with their classmates. 


COMMENT 


It seems obvious that one cannot decide at birth (1) 
that the deformity is due to adrenal overactivity or (2) 
that if it is it will be progressive. 17-Ketosteroid determi¬ 
nations do not become sufficiently elevated for months; 
bone age is normal, and secondary sex characteristics are 
still dormant—these being the criteria to be used in 
assessing progression. However, by the age of 2 years, 
these three signs will be manifest if progressive adreno¬ 
genital masculinization is to occur. If doubt exists (I 
felt the presumptive evidence so strong in one of the 
cases, case 2, that abdominal exploration was not per¬ 
formed), laparotomy is done to ascertain the presence 
of ovaries and hyperplastic adrenal glands. And it is at 
this age—before irreversible social and psychic changes 
have taken place—that the decision as to sex must be 
made, to be determined on surgical, endocrinologic, 
psychologic, moral and legal grounds. 

Surgical Aspects .—The anatomic condition in these 
patients is illustrated in figure 1. The phallus, although 
even larger than that of a boy of similar age, is held 
down in ventral chordee. If the patient is to be made a 
boy, this chordee is released in an exactly similar man¬ 
ner to that employed for perineal hypospadias. There is 
only one previous report of use of this procedure for 
treatment of female pseudohermaphroditism 3 ; I used 
such a technique in two of my patients (cases 1 and 2). 
The urogenital sinus, into which both vagina and urethra 
open, is utilized as a continuation of the urethra, allow¬ 
ing the use of a modified Wehrbein operation to bring 
this passage to the end of the phallus. The result should 
be indistinguishable from that after repair of extreme 
degrees of hypospadias. The presence of the vagina is not 
of consequence, as has been shown by Cecil 4 in cases 
of extreme hypospadias. Progressive masculinizing influ¬ 
ences will maintain the phallus proportionate to the de¬ 
velopment of the body, so that at puberty the boy will 
have a serviceable penis. 

On the other hand, if it is desired to reverse the hor¬ 
monal trend and raise the child as a girl, clitoridectomy 
(perhaps repeated) is done, followed by a plastic opera¬ 
tion to expose the vagina at its point of juncture with the 
urogenital sinus, as described by Young.' 

In either case present surgical technique allows con¬ 
struction of functional external genitalia suitable for the 
chosen sex. 


Endocrinologic Aspects .—With the congenital ad¬ 
renogenital syndrome two facts must be faced: that 
there will usually be progressive masculinization, and 
that this trend cannot be reversed by surgical means. 

Of course, female infants with milder degrees of 
pseudohermaphroditism in whom progression of mascu¬ 
linization does not occur will be passed over by parents 
and by authors, so that the literature and individual clini¬ 
cal experience will be weighted in favor of progression 
But most patients observed after the age of 2 years vv 
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show evidence of excess androgen secretion at that time 
(advanced bone aae, increasingly large phallus, hirsutism 
and high 17 -ketosteroid excretion) will show progression 
throughout prepuberal life. . . 

Partial adrenal resection, while perhaps logical in 
theory, has been disappointing as a therapeutic measure 
in the 12 reported cases. Most of the patients were oper¬ 
ated on after puberty, however. As Young 3 suggested, 
better results might be expected if excision were carried 
out before that time. Also, apparently inadequate 
amounts of tissue were removed, since on the one hand 
no cases of postoperative adrenal insufficiency have been 
reported among these 12 patients and, on the other, 
seldom significant, and never permanent, lowering of 
17-ketosteroid excretion was obtained. The combination 
of subtotal excision with judiciously metered roentgen 
radiation after operation has yet to be fully exploited, 
although in case 3 it was not particularly effective. In¬ 
terpretation of results of partial adrenalectomy must be 
tempered by the realization that patients who subject 
themselves to the procedure often have a very strong 
desire to become more feminine and will interpret minor 
postoperative improvement accordingly. The fact that a 
decrease of 17-ketosteroid excretion to levels even ap¬ 
proaching normal has not occurred makes one hesitant 
about accepting reports of improvement, especially since 
the patients have usually been followed only a short time. 

Hormonal therapy, especially the administration of 
estrogens, has been, of course, tried by many in an at¬ 
tempt to neutralize the excess androgens or to bring out 
feminine secondary sex characteristics. The usual effect 
is increased size of the breasts, especially of the nipples, 
which become protuberant and pigmented. One of the 
present patients (case 3) had a better mammary re¬ 
sponse than that illustrated in published works. In some 
cases there is decreased hirsutism or higher-pitched 
voice, but these changes are open to the same criticism 
as are those from partial adrenalectomy. Occasionally, 
hirsutism increases. The case of the child to whom 
diethylstilbestrol was given at the age of 5 well illus¬ 
trates the dangers of early administration, for the epiphy¬ 
ses closed even more rapidly than is usual in these cases. 

So far, attempts have been made to use estrogens 
directly or indirectly to antagonize the androgens. The 
expected feminization has not been forthcoming. A more 
rational experimental approach is the attempt to inhibit 
the adrenal cortex cells themselves, and so decrease the 
excess excretion of androgens. It has been suggested 5 
that desoxycorticosterone might have this effect, and 
compound E, through its “S” hormone action of antago¬ 
nism to the androgenic “N” hormones, has been pro¬ 
posed. 3 The use of cortisone in a 15 year old female 
pseudohermaphrodite has recently been reported by Wil¬ 
kins. 1 He obtained notable reduction in 17-ketosteroid 
excretion during the 15 day period of administration, but 
the level rose again 11 days after cessation of treatment. 
A personal communication from Wilkins indicates that 
administration of 25 mg. of cortisone daily to these pa¬ 
tients will cause feminization and menstruation. Whether 
this compound is safe enough to give over long periods 
has yet to be shown, but it may be most useful in those 
female pseudohermaphrodites who have been raised as 
or altered to be girls. Whether it should be administered 


to children with strong masculine social and psychologic 
trends might be questioned. 70 

Psychologic Aspects. —Modern, in contrast to nin- 
teenth century, psychiatric thought ascribes to the hor¬ 
mones the quantity of sexual drive but reserves for 
psychologic and environmental forces the direction of 
that drive. 6 It is the psyche that chooses the sex object, 9 
although biologic factors play a minor role 10 by marshal¬ 
ing the psyche to follow the somatic characteristics. It 
was apparent from perusal of the reported cases that 
30 per cent of the patients were raised as males without 
reported conflict; and, perhaps more important, only 
one was reversed once he had reached puberty. Thus, 
masculinity was usually not so burdensome that later 
reversal was desirable or necessary. 

Similarly, Ellis, 8 in his attempt to find the basis for 
sexual choice in homosexual persons, studied the sex 
objects of true hermaphrodites and pseudohermaphro¬ 
dites. Significantly, female pseudohermaphrodites with 
adrenal hyperplasia, if raised as males, were all hetero¬ 
sexual (chose women as sex objects), whereas if raised 
as females they occasionally were bisexual (chose both 
men and women for sex objects). This adds to the evi¬ 
dence for raising these persons as males. 

In summary, present psychologic data indicate that a 
person seen early enough (before the age of 2 or 3 years) 
will fit best in the sex in which he has been arbitrarily 
raised. 


Moral Aspects .—The attitude of society toward inter¬ 
sexuality has gone through two great phases. In ancient 
times, incest was the most universally repugnant moral 
crime and perversion was even condoned. In more mod¬ 
ern times, on the other hand, perversion has become 
increasingly immoral and incest, while certainly not con¬ 
doned, is looked on with slightly less abhorrence. 

Ancient Jewish codes formulated religious rules for 
intersexes that were not particularly discriminatory. For 
example, in the Talmud (Tract Sabbath, Chapter 19, 
Mishna 3) the exception is made for the hermaphrodite 
that the Sabbath must not be desecrated by his pre- 
circumcisional or postcircumcisional bath. Also, the laws 
of uncleanliness did not apply to him. 

In early Roman times hermaphrodites were regarded 
as omens of bad luck, but later there was a reversal of 
attitude and they were even allowed to marry. 

Contemporary religious thought apparently is at two 
poles, with some representatives of the Roman Catho¬ 
lic Church on the side opposite those of most other 
churches. One of the Society of Jesus would formulate 
the Church’s position with regard to the reversal of sex 
of the female pseudohermaphrodite as follows: 1. The 
actual or genetic sex is never changed. Notwithstanding 


*:• Jordan, G. S.: Personal communication to the author. 

2* f/! nc . e » Personal communication to the author. 

7. Wilkins, L.; Lewis, R. A.; Klein, R., and Rosenberg, E.: The Sup- 
AdrAn°M if An ? ro . sen n Secretion by Cortisone in a Case of Congenital 
- 49 . 05 ^ (Ap P rii) P i a 950 PreUminary Report * J( >hns Hopkins Hosp SC: 

7a. Since this manuscript was submitted, three patients (cases ?, 4 aud 
5) have received cortisone therapy without significant benefit. In case 3 
m Cushing’s syndrome developed, necessitating ’withdrawal of the drug 
b. Ellis, A.: The Sexual Psychology of Human Hermaphrodites, Psy- 
chosom. Med. 7: ICR-125 (March) 1945. 

9. Perloff, W. H.: Role of the Hormones tn Human Sexuality, Pry- 
chosom. Med. il: 133-139 (May-June) 1949. 

10 . Bayer, L. M.: Pseudo-Hcrmaphrodisnv. A Psychosomatic Case ‘rud" 
Psychosom. Med. 9:246-255 (July) 1943 . 
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her education as a male, etc., she could never be “con¬ 
verted" into a male. 2. There is an essential difference in 
the education of a male and that of a female. 3. Male 
education tends directly to make a person sexually at¬ 
tracted to females. 4. It is morally objectionable to raise 
a female to be sexually attracted to females. Such an 
education results directly in homosexual tendencies. The 
conclusion is that it is morally objectionable to raise a 
female pseudohermaphrodite as a male. 

Representatives of the Episcopal Church, on the other 
hand, feel that there does not appear to be any religious 
factor involved, other than the requirement that the per¬ 
son be given the fullest opportunity for spiritual integrity 
and development. The ethical problem is closely parallel, 
in that any decision in regard to an individual case should 
be indicated by the possibilities for the fullest and more 
normal opportunities for development. 

The practical application of this knowledge is illus¬ 
trated by two cases. De Crecchio 11 in 1865 described a 
female pseudohermaphrodite with hyperplastic adrenal 
glands, by occupation a valet, who was christened as a 
female but was raised as a boy. When refused the sacra¬ 
ment of marriage with the young girl of his choice, he is 
reported to have died some 20 years later of dissipation. 
Quinby and Young J described a similar patient, who 
at the age of 31, having been forbidden to marry by a 
priest, committed suicide by taking mercury bichloride. 
One would be well advised to avoid sex reversal in mem¬ 
bers of certain religious groups. 

Legal Aspects .—The law has tended in general to 
follow the moral and religious attitudes of the period. 

In ancient times the hermaphrodite was left fairly 
free to choose his sex, although special legislation occa¬ 
sionally was formulated. 

Old English law 13 demanded that the hermaphrodite 
decide the sex he will adopt, with the penalty of death 
imposed if he should change. This concept has been 
carried down to the present with little alteration. Prussian 
law of the eighteenth and ninteenth centuries removed 
the decision from the individual person and gave it to the 
parents. Medical opinion was advisory only, since the 
doctor was little better equipped to determine the sex 
than the layman. However, in modern times the in¬ 
formed physician. through the medium of the birth cer¬ 
tificate^ is required to determine the sex in which the 
person is to be reared. Since it is the doctor who signs 
that certificate, he is free to alter it if later he accumu¬ 
lates contrary evidence. 

Tilcre is apparently nothing in legal precedent that 
makes the gonads the prime sex determinant, although 
usually such is the case. Lawyers are of the opinion, 
although the;; will not be bound by it, that, with the ad- 
,U'. ce of medical science, sex should be based on more 
• San the presence of male or female gonads. Physical 
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factors, as well as hormonal and environmental influ- 
ences, play an important role. 

For his own protection, the physician should of course 
have written permission from both parents and be as¬ 
sured of their full understanding and consent. Also, he 
should have the birth certificate changed, which is done 
in most states by mere submission of forms. 

Since inheritance and property laws no longer dis¬ 
criminate so sharply between male and female, the only 
real legal difficulty a sexually reversed pseudoher¬ 
maphrodite will meet comes at the time of his marriage. 
To marry without informing his spouse of his sterility 
would be grounds for annulment. The necessity of in¬ 
forming her of his gonadal incongruity does not seem 
absolute, although the legality of withholding this infor¬ 
mation has not been tested. 

In addition, if a pseudohermaphrodite breaks the law- 
through sexual activity or perversion, it will be as a 
female acting aggressively as a male rather than as a male 
submitting in the role of a female. Broster 14 writes that 
in England a male may not masquerade as a female but 
a female may act as a male. 

In summary, the law would allow sex determination 
by a summation of gonadal, hormonal and environmen¬ 
tal factors. Once established as of one sex or the other, 
the person is no longer free to return to the opposite sex 
without appropriate legal action. 


SUMMARY AND CONCLUSIONS 


Female pseudohermaphroditism from adrenal hyper¬ 
plasia is usually a progressive, masculinizing disorder, as 
in the five cases presented.. 

At the age of approximately 2 years, four criteria will 
allow determination of the degree and direction of the 
progression: (a) advanced bone age, (b) increasing size 
of phallus, (c) hirsutism and ( d ) elevated 17-keto- 
steroid excretion. 

If progression is-evident, consideration must be given 
to the preferability of raising the child as either a mascu¬ 
linized female or a sterile male with ovaries. Even though 
it seems preferable to raise the child as a female, the 
surgeon is strongly urged to defer clitoridectomy until 
puberty to be certain that the factors favoring ultimate 
feminization will still be present. Five illustrative cases 
are presented. 

Partial adrenalectomy and estrogen therapy have not 
been particularly useful in inhibiting masculinization or 
in effecting feminization. Cortisone is promising as an 
agent to suppress excessive androgen production and to 
allow feminization. It may be of use in children treated 
before masculine social and psychologic attitudes are 
established and could be especially useful m children al¬ 


ready raised as females. 

Female pseudohermaphrodites will usually fit psy¬ 
chically into the sex in which they are arbitrarily raised. 

Except for the attitude of the Roman Catholic Church, 
ffiere appears to be no moral objection to raising these 

persons in either sex. . 

If due provision is made for obtaining written per¬ 
mission from the parents and for changing the birth 
certificate, there appears to be no legal obstacle to the, 
choice of either sex. 
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Consequently, if an intersexual child shows progres¬ 
sive masculinization, clitoridectomy should be deferred 
until thorough trial of cortisone is made. In children seen 
after masculine social and psychologic trends are estab¬ 
lished, Tepair of hypospadias so that the development 
may proceed as in a boy may be the better choice, this 
was done in two personal cases. 


abstract of discussion 

ON PAPERS BY DRS. BURNS AND HINMAN 

Dr. Frank Hinman, San Francisco: I would like to discuss 
the cases of exstrophy. As Dr. Burns said, we are now trans¬ 
planting ureters at a much earlier period in children, and these 
are developmental anomalies, entirely different from the cases 
discussed in the second paper, which are endocrinological. These 
persons with exstrophy are definitely either male or female. 
They have normal functioning testes, or they have normal func¬ 
tioning ovaries. Repair of the hypospadias has ordinarily been 
done, with removal of the bladder, when these children are 
young, and a urethra is built with the idea that they may have 
seminal competence. A good urethra can be built, but this 
urethra does not function until these male children reach 
puberty. As a rule, it closes up. A definite atresia of the urethra 
occurs, so that when the person has an ejaculation there is no 
way for the ejaculate to get to the outside. It is completely 
occluded. And so with the girls; often they have an anomaly 
ihvolving the vaginal outlet but the upper vagina and urterus 
are perfectly normal. They have a good normal uterus, and they 
have normal ovaries. We have had as patients two or three of 
these girls who gresv to womanhood and married: One of them 
has had two children by cesarean section; one other has had a 
child. So far as their sex life is concerned, it should be respected 
as it is in the boy. My plea would he that, in the young boys, 
remove the bladder by cystectomy, but do not repair the hypo¬ 
spadias until they reach puberty. After they reach puberty and 
you build a urethra, there .will be some opportunity for this 
urethra to be kept open so that they will have a seminal tract, 
and when they marry they can have a family and lead a normal 
sex life. A boy had his ureters transplanted .when he was 6 years 
old; when he grew older, he was unable to have an ejaculation. 
He finally married and was in considerable misery. We attempted 
again to build a urethra, but it was too late and we were un¬ 
successful. The only thing we could do was to tie his vas in 
some hope that it might relieve him.' In another case a girl had 
her ureters transplanted when she was about 6 years old. Later 
when she married, she was unable to have intercourse. We did- 
not see her until she was 19 years of age. When she had started 
to menstruate, she had had apparently a hematocolpos, and 
her doctor, thinking she could not have children anyway, did a 
hysterectomy. It would have been a simple thing then to have 
built a vagina for this girl, as was done later. There was no 
reason that she could not have had children. This paper of Frank 
Hinman Jr. brings up food for thought. This, of course, is a 
special type of case—adrenal hyperplasia. There are conditions 
that result in masculinization in the female, such as adreno- 
blasfoma of the ovaries, some disturbances of the pituitary and 
adenoma of the adrenal gland. We know that when there is 
a cnoma of the adrenal gland, with disturbance of function we 
can remove the tumor and cure the patient, but here we have a 
progressive adrenal hyperplasia. When a person is born, he gets 
an X or Y chromosome from the parents. The male has the X-Y 
c iromosome, and the female has the XX chromosome, so the 
ma e may have the X-Y and the female the XX. That is a genetic 
actor. Dr, Hinman has shown definitely that, even though chil- 
ren at 2 years of age are genetically females, they will have a 
congenital excess of androgenic activity from a hyperfunction¬ 
ing adrenal gland, and they will continue to have this.androgen 
s imu ation all their lives. 1 think he makes a good point, that 
e> s ould be considered with Tespect to what their best future 
appmess will be, and probably a great many of them will be 
nuic happier if raised as males than if raised as females, even 
though they are genetically females. 


Dr. Jay J. Crane, Los Angeles: Dr. Burns has emphasized 
the frequency with which we see patients, usually very young 
children, suffering with congenitally enlarged, dilated, elongated 
and kinked ureters, associated with renal insufficiency and 
chronic pyelonephritis. The fact that the condition is usually 
bilateral speaks for its congenital origin. The term congenital 
neuromuscular dysfunction amply describes the pathological 
state of the ureters but does not portray the clinical aspects of the 
disease, which is so difficult to treat and so often fatal. By the 
time the urologist has had the opportunity to study these young 
patients, the pathological picture is often so far advanced that 
it is difficult, if not impossible, to establish the true causation 
with any degree of certainty; however, in the true cases of con¬ 
genital megaloureters or neuromuscular dysfunction of the 
ureter, there are often associated neurological findings in the 
gastrointestinal tract. Therefore, I believe that a complete gastro¬ 
intestinal study in these young persons will be of great benefit 
in establishing the true diagnosis and will assist greatly in prog¬ 
nosticating their recovery. I agree with Dr. Hinman that we 
should make haste slowly in deciding what sex female pseudo- 
hermaphrodites will turn out to be eventually. The information 
and advice given to the parents early are of paramount impor¬ 
tance. Dr. Hinman has made an excellent presentation. I believe 
that any physician before treating thesetnmfortunate persons 
should ponder a long time before doing anything more radical. 
than an abdominal exploratory operation. Certainly, before the 
clitoris is amputated, the patient should have the benefit of a 
very thorough endocrinological study. 

Dr. Edgar Burns, New Orleans: In regard to the manage¬ 
ment of patients with exstrophy of the bladder, it is important 
to give careful attention to the competency of the rectal sphinc¬ 
ter. As a rule, the rectal sphincter in these patients is competent, 
but we have had two cases in which there was inadequate con¬ 
trol after the ureters were transplanted into the rectosigmoid, 
and a plastic procedure had to be done on the rectum. This, of 
course, should be known before the ureters are transferred to 
the intestinal tract. We have resected the elongated, tortuous 
ureters in two cases. We believe, however, that this should be 
deferred until after all obstruction has been removed, because 
in these cases the ureters have a tendency to contract down¬ 
ward. In so contracting, they shorten, and it is not necessary 
in a great many cases to resect portions of the ureters them¬ 
selves. In a few cases there will be adhesions between the loops 
of tortuous ureters, and, of course, when that occurs the kinks 
will remain and drainage from the kidneys may be inadequate. 

I would hesitate very much to do a nephrostomy because the 
kidneys in these cases have already been damaged and in the 
process of inserting a nephrostomy tube through the cortex, 
further damage to already impaired renal tissue will necessarily 
occur. ‘ , , 


Airborne Infection.—The importance of air as a mode of 
spread of naturally occurring disease has been a long disputed 
question. Prior to 1890, it was a" general belief, both among 
scientifically informed persons and the general public, that the 
air was the dominant mode of spread of infection. This is indi¬ 
cated by the general terms “miasma 1 ’ meaning noxious v.-pors 
and “malaria” meaning bad air. With the advent of bacteriology, 
however, this belief rapidly disappeared. Although bacteria wen- 
found in air by Pasteur, these turned out to be mostly harmless 
saprophytes. Thorough studies of bacteria in the air were con¬ 
ducted by Fiuegge and others in Europe and by Chapin ay 
Winslow,and others in this country. It was shown that wlvf.-lt. 
room's, or even buiidings, could be readily contaminated by‘tt' 
spray of such harmless organisms as B. prodigiosus. but die 
weight of the evidence suggested that most pathogenic bacicria 
either rapidly died or lost their virulence when exposed to air. 
The attitude of most informed workers ir. the field swung 
strongly away from the concept of airborne infection toward the 
importance of contact and droplets. This attitude has remained 
the dominant concept up to the present time. Alexander O r-.:;ng- 
muir, M.D., The Potentialities'of Biological Warfare;Against 
Man, Public Health Report a. March 30, 1951. . 
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The purpose of this paper is to present some of the 
problems and treatment of fractures of the humerus 
which frequently confront the general practitioner, phy¬ 
sician and surgeon in everyday life. Nobody should fail 
to evaluate carefully, by physical and roentgenologic 
examination, the location and extent of the fracture, as 
well as the degree of injury to the soft tissues. Shock 
when present is treated with adequate supportive mea¬ 
sures. Pain is relieved with appropriate medication. 
The treatment of fractures of the arm is dependent not 
only on the type of fracture but on other considerations 
such as age, general physical makeup and the economic 
situation of the patient. The knowledge of simple princi¬ 
ples of nonoperative treatment will result in early and 
.complete reduction in most instances. In the event of 
operative intervention, a competent surgical consultant 
must be called. The subjects in this report include 


Fig. 1.—Original roentgenograms of fracture of the surgical neck of 
the humerus in a boy, age 12. Hanging cast was used. 

fractures,-of the upper arm and the midhumerus and 
injuries .’about, the elbow thar-involve the lower end of 
the humerus:. - v 

FRACTURE OF THE-. SURGICAL NECK 

One of the common injuries of the upper arm in 
young children and adults is a fracture of the surgical 
neck of the humerus. In most instances the patient 
falls on the outstretched hand. The arm is forced into 
abduction or adduction, and a corresponding fracture 
is the result. The adduction fracture is commonest in 
children (figs.' 1 through 3). Occasionally there is im¬ 
paction of the fragments which makes the treatment 
simple, but in many cases the short upper fragment is 
abducted and externally rotated by the supraspinatus 
muscle, and the long distal one is pulled inward by the 
action of the strong pectoralis major, teres major and 
- —■ 
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Annual Session of the American Medical Association, San Francisco, 
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latissimus dorsi muscles and displaced upward by the 
coracobrachialis and long head of the triceps muscles. 

In the management of these cases two courses may 
be followed. If there is impaction of the fragments, a 
small pad is placed in the axilla, and the shoulder and 




Fig. 2.—Patient was first seen 10 days after injury. Manipulation with 
the patient under anesthesia and traction with the arm supported in a 
Thomas splint failed to give satisfactory reduction. 

arm are immobilized by a shoulder cap plaster splint 
which extends posteriorly down to the hand with the 
forearm flexed at a right angle. The upper arm is then 



Fi„ 3 —Operative intervention resulted in good reduction. Nine months 
postoperativeiy there was union of the fracture with good function of the 
shoulder and arm. 

fixed to the chest by a gauze dressing or elastic bandage 
while the forearm is held by a sling. This position is 
maintained four to six weeks. After this time, the splint 
having been removed, the arm is carried in a sling; 
active motion is encouraged, and physiotherapy started. 

If there is displacement and overriding of the frag-., 
ments, the fractiire is manipulated with the patient under 
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genial anesthesia. The arm is then held in abduction at 
the required analc, as demonstrated by the roentgeno¬ 
gram and immobilized in traction in a Thomas arm 
splint (ha. 4) until the roentgenograms indicate enough 
callus to free the arm safely from its traction support. 
An additional period of immobilization with a shoulder 
spica is carried out with the arm abducted 45 to 60 
degrees. Some believe that a sling may be adequate in¬ 
stead of shoulder spica. However, it is my belief that in 
children the shoulder spica is used to advantage. This 
treatment has given a high percentage of good results. 

■ Caldwell and Smith 1 have recommended the insertion of 
a small Steinmann pin through the olecranon (the elbow 
is flexed at 90 degrees) in the treatment of unimpacted 
fractures of the surgical neck of the humerus where 
the reduction by manipulation is unsuccessful. The 
value of early active motion of the shoulder and elbow 
after union has developed is well recognized in the 
treatment of these cases. 

The “hanging cast’’ was first suggested by J. A. Cald¬ 
well 2 for treatment of fractures of the shaft of the 
humerus. The hanging plaster cast is applied from the 
midarm to the wrist with the elbow flexed to a right 
angle and the fotearm in midposition. A bandage sus- 



Fig. 4 —Phoiograph demonstrates the traction setup used frequently in 
the treatment of fractures of the humerus. 

pends the hanging cast from the neck and is inserted 
through a wire ring imbedded in the plaster immediately 
over the radial styloid. Speed, 3 LaFerte and Rosen¬ 
baum A and others have recommended this form of 
treatment in fractures of the shaft and upper third of 
the humerus, including the surgical neck. Treatment 
with the hanging cast does not immobilize the fracture 
site, but it is a means of applying continuous traction 
to the arm. In my experience this method has not 
worked satisfactorily in children (fig. 5) with fractures 
o the surgical neck, or in some adults who are un¬ 
cooperative and seem to fail to understand the objective, 
e hanging cast technic undoubtedly has a place in 
e treatment of many fractures of the humerus, but it 
as been utilized in selected cases only and should not 
e recommended for general use as the method of 
reduction and immobilization. 

fracture of the greater tuberosity 
Fractures of the greater tuberosity of the humerus are 
e result ol a direct blow, due either to a fall on the 
s iou C r or to avulsion of the tuberosity associated with 
aisiocation of the humerus (fig. 6).. Occasionally it is 
P e loose by severe muscle pulL.Watson-Jones claims 
a in nearly 30 per cent of dislocations of the shoul- 


FRACTURES OF THE HUMERUS—DAVIS 

der there is a fracture of the greater tuberosity of the 
humerus. The patient is usually unable to rotate the 
arm outward. If there is no displacement of the fragment, 
the arm may be immobilized in a siing with a pad in the 
axilla; however, if the fragment is avulsed and the supra- 
spinatus muscle becomes inactive because of its insertion 
into the bone, there is disability of the arm due to partial 
loss of abduction and external rotation. When a fracture 
of the greater tuberosity is associated with dislocation of 
the shoulder, the humerus should first be reduced with 
the patient under general anesthesia. Often the tuberosity 



Fig. 5.— A , transverse fracture of the upper end of the humerus in a 
child, age 9. Patient was treated with a hanging cast. B, angulation of 
fracture of upper end of the humerus as result of improper immobilization 
and support. 



Fig. 6.—/l, suheoracoid dislocation of the humerus with fracture of the 
greater tuberosity. B, roentgenogram showing shoulder joint after manipu¬ 
lation, with reduction of dislocation of the humerus and fracture of the 
greater tuberos.ty {Courtesy of Dr. J. H. Olwin). 

will line up without further manipulation. Simple frac¬ 
ture of the tuberosity should be treated by attempted 
reduction. The arm is held in abduction and extern;!) 
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rotation by means of a plaster shoulder spica. However, 
operative intervention may be necessary in some cases to 
obtain satisfactory reduction. 

EPIPHYSEAL SEPARATION (UPPER END) 

In children and young adults, separation of the upper 
epiphysis is occasionally seen (fig. 7). The mechanism 
of production is similar to that for fracture through 



Fig. 7.— A, roentgenogram illustrating separation of the epiphysis of 
the upper end of the humerus. B, reduction after gentle manipulation and 
immobilization for a few weeks. 


the surgical neck. It is important to remember that 
accurate reduction is desired in an effort to avoid any 
disturbance in growth of the humerus. The treatment 
consists of gentle manipulation with the patient under 



fr-iCiU.s i'.vL.ui;:: a rarefied-area in the’ bone. Patient was unaware of: a 
i" tne uporr end of the h urn eni:--prior *io injury. . 

cne&li&SKij. with maintenance' of the reduction in a 
T?i ; 3 ni§s::kpfini ior’-a:-few’.weeks. This may be followed 
ny f:ic applica lion of a plaster torso cast with the arm 
.rjdijcted, to 45 degrees for a time. In some cases, how- 
... .r,’immobilization of the arm in a sling is adequate. 


- ' Mil'er E M.. and "Aril. F.. Fractures ot the Upper Arm. in 
. ..rk'- Iter,' F.t Surgcr>. eu. 5, ."h tadelphia. W. B. Saunders Company, 
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FRACTURES OF THE SHAFT 
Fractures of the shaft of the humerus are challenging 
to the physician because of the many problems which 
they present. The injuries of the shaft are often readily 
diagnosed because of the apparent deformity and loss 
of function. Miller has emphasized the importance of 
recognizing concomitant injury of the large vessels and 
nerves, especially the radial nerve. One should note in 
writing the “presence or absence of wrist drop, for, if 
this is first observed after reduction has been made, an 
embarrassing controversy may arise as to the cause 
of its production.” 5 During delivery, particularly in 
breech or vertex presentations, the middle portion of 
the shaft is occasionally fractured. The proximal frag¬ 
ment is usually drawn outward by the pull of the deltoid 
muscle. Occasionally radial nerve palsy develops. The 



Fig. 9.—End result of treatment of fracture in the midhumerus in a 
young boy who sustained multiple fractures in an automobile accident. 



Fig. 10.—In this patient, a radial nerve palsy developed, with a wrist 
drop (left hand). Neurolysis resulted in normal function of the hand. 

treatment of the fracture consists of reduction and simple 
immobilization of the entire arm in a posterior splint. 
With proper support, bone union is rapid in infants. 
..■Certain pathological conditions as solitary bone cyst 
(fig. 8), Paget’s disease, osteomyelitis, metastatic carci¬ 
noma-and- sarcoma may predispose the arm to the 
spontaneous fracture of the shaft of the humerus. The 
patient, unaware, of the disease process in the bone, 
learns of the condition for the first time when his arm 
breaks without any obvious reason. 

There is a possibility of delayed union or nonunion in 
fractures of the mid portion of the humerus. Factor*; 
contributing to nonunion are interposition of the soft 
parts, improper application of the cast, or injury to the 
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►, an episodic, recurrent, central nervous system disorder 
■'* rat h er than with the particular pattern of the seizures 
themselves, it does not seem urgent to digress at this 
point with a detailed description of seizure types, the 
major features of which are familiar to most practicing 
clinicians. 

The general behavior that is to be presented as pri¬ 
marily symptomatic of epilepsy in children consists of a 
cluster of traits, which may be most adequately described 
in terms of its five component features. There is no 
single term that accurately describes the entire syndrome, 
and if there were it would not, for some time at least, 
be intelligible to parents and others from whom informa¬ 
tion must be secured as to the behavior of epileptic chil¬ 
dren in comparison with that of their nonepileptic 

■ siblings or companions. The presence of several, but not 
! necessarily all five, traits contributes to the general pat¬ 
's tern. No one or two of them alone are characteristic of 
: this or'any other psychological disorder. The five traits 
: to be described more completely below appear to be (1) 

erratic variability in mood or behavior, (2) hypermo¬ 
tility, (3)-irritability, (4) short and vaccilating attention 
, span and (5) a rather selective difficulty in mathematics 
as a school subject: • 

i The secondary symptoms; representing the child's re¬ 
action to his convulsive disorder and the way his handi- 
i cap is regarded by.his family and others in the commu- 
' nity, being subject to' more variables than the primary 
i symptoms, do not fair into any such characteristic 
| cluster. For some children the threat of being unexpect- 
, edly overwhelmed by a major seizure may inspire peren- 
! nial dread or anxiety. For others, oversolicitude on the 
i P art of worried parents may hamper their activities and 
1 prove a source of irritation. For still others, exclusion 
from school and other community activities that are ac- 
| cepted as the birthright of youngsters in a democracy 
j may provoke despair or resentment. This very variety in 
j secondary reactions has led many students of epilepsy 
| in childhood to conclude that there is never any specific 
; behavior pattern for children subject'-to convulsions and 
1 oae must consider any apparent.unusual reactions 
i on 'y terms of psychological accompaniments of 

■ chronic illness. 

the primary behavior disturbances 
My opinion that there is a cluster of behavior traits 
‘ l kat frequently occur in conjunction with epilepsy in 
c ildhood arose originally from my opportunity over a 
period of some years to compare the behavior of a great 
number of children with convulsive disorders and non- 
epi eptic children sharing activities of a comprehensive 
program in a children’s psychiatric hospital. 1 Concomi- 
anty, information obtained in office practice while tak¬ 
ing medical and psychiatric histories on children with 
convulsions, in which specific inquiry' was made as to 
, *r’ r e . a ^ 1Q r as compared to that of others in the family, 
e o similar conclusions. Moreover, there are many ref¬ 
erences in the literature that imply or directly suggest 
a ot ers have made similar observations, though the 
elusions ma ^ ^ er m termin °logy> emphasis and con- 

The five traits which were briefly enumerated above 
may now be described in more detail. . 


1. Erratic variability in mood and overt behavior im¬ 

plies an apparently unprecipitated, purposeless fluctua¬ 
tion in social adaptability occurring at longer or shorter, 
and usually irregular, intervals. The child who is old 
enough to express his own opinion of himself may speak 
of his “good and bad days.” The mother may report that 
“for no good reason” on some mornings her child’s dis¬ 
position is conspicuously different from what it is on 
other days and go on to -say that she knows from experi¬ 
ence that it is likely that on certain days the child is going 
to have a difficult time. A teacher may observe that on 
some days or parts of days it seems to be much more diffi¬ 
cult for a child to sit still in The classroom, to concentrate 
on his school work or to remember what he has learned 
previously. On such days he is often more irritable in his 
relationships with his classmates. Not only are the fluctu¬ 
ations in mood and behavior conspicuous, but also the 
lack of apparent'external cause for them is particularly 
puzzling and often frustrating to the child, to his parents 
and to his teachers. This variability, in disposition ap¬ 
pears to be a basic characteristic of some epileptic chil¬ 
dren and very much colors and modifies the other be¬ 
havior traits about to be discussed. - . 

2. Hypermotility refers to gross motor activity, more 
extreme or more constant than is usually seen in other 
children of comparable age and development. The actual 
degree of hyperactivity may decrease as the child be¬ 
comes older , and maturer, but it still continues to be a 
conspicuous characteristic. There are many synonyms 
for such overactivity, such as excess energy, restlessness, 
drive, or “driveness.” 

3. Irritability (which is probably synonymous with 
irascibility )' relates to the relative ease with which some 
persons become impatient, angry or aroused to aggressive, 
hostile, vindictive activity. It is so frequent a symptom 
in many sorts of emotional maladjustments that it would 
hardly be worthy of inclusion in the present category 
were it not for the degree with which it impresses many 
parents, teachers and other observers as being present in 
some epileptic children. It is, of course, also, of the sev¬ 
eral characteristics which we are discussing, one of the 
most likely to bring a child into conflict with his fellows. 
It seems to be subject to the variability that we have just 
discussed,' and the fact that it occurs often without any 
relationship to the child’s surroundings sometimes 
makes it difficult to understand. 

4. Short attention span refers to a child’s inability to 
concentrate, to apply himself continuously to a task or 
a matter of interest. Distractibility would be an equally 
appropriate term. In consideration of such a trait, due 
allowance must be made for the child’s developmental 
level and the nature of whatever activity or task is sup¬ 
posed to be the focus of his attention at any particular 
time or in any particular situation. This characteristic 
is also subject to wide variations of the same unpredict¬ 
able nature as those just discussed. 

5. Selective difficulty with mathematics in the school 
situation is, of course, noted only in children whose 
school curriculum includes arithmetic. In older children 
the difficulty is most likely to be reported in situations 
calling for reasoning or problem solving, as contrasted 

1. The Emma Pendleton Bradley Home, East Providence, R. I, 
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with such tasks as merely memorizing tables or pro¬ 
cesses. In some children of superior intelligence the pres¬ 
ence of a reading or spelling disability may mask the 
importance of the arithmetic problem. 

Earlier Reports. —It is interesting, in the light of the 
observations which have led to the present contribution, 
to refer to a report by Clark in 1918, 2 who noted many 
of the same behavior traits in children with convulsive 
disorders. Over a period of many years this author pre¬ 
sented a great deal of evidence attempting to demon¬ 
strate that convulsions occurred only in individuals of a 
very definite type of personality. In this particular study 
he carefully questioned the parents of 50 children sub¬ 
ject to convulsions who were seen as private patients, 
and he recorded a number of personality traits occurring 
in a significant proportion of them which he considered 
to be related to the problem of epilepsy itself. Among 
these, he noted that “a factor most frequently noted in 
the supersensitive, egoistic infancies of these individuals 
was the extreme lability of mood, ‘one moment con¬ 
tented, the next irritable beyond power of appease¬ 
ment.’ ” Clark seems to be describing the quality of 
variability in these remarks. “In at least a dozen cases 
and as school pupils these potential epileptics were rest¬ 
less, turbulent, argumentative and quarrelsome in the 
extreme,” describes hypermotility and irritability, the 
latter characteristic being one which Clark expands with 
such phrases as “the majority of cases show irritability 
from birth.” He further noted that “two-fifths showed a 
marked inability to concentrate their attention, so that 
they were usually behind in several studies, such as alge¬ 
bra and mathematics,” a statement which specifically 
refers to short attention span and difficulty in arithmetic, 
as mentioned above. He stressed the fact that he was 
concerned with children who were not mentally retarded, 
and in spite of his emphasis that the various character¬ 
istics that he delineated were earmarks of a very special 
personality, he noted considerable variation in attributes. 
Moreover, without the benefit of the many years of ac¬ 
cumulated child guidance experience now available since 
he made his study, he failed to discriminate between 
symptoms that might be characteristic of the neurolog¬ 
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ical disorder itself, as contrasted with those which are 
more indicative of the reaction of the child to his illness, 
the concern of his parents or problems of adjustment he 
faces in the community. 

Electroencephalographic Evidence .—Numerous re¬ 
ports of electroencephalographic studies of maladjusted 
children contain descriptions of behavior of the type just 
described in association with electroencephalographic 
tracings similar to those seen in epileptic children. Jas¬ 
per, Solomon and Bradley 3 4 in 1938 described a group 
of 30 children “whose behavior might be described as 
hyperactive, impulsive, highly variable and involving 
spontaneous misbehavior apparently unrelated to en¬ 
vironmental situations,” of whom 70 per cent showed 
electroencephalographic records judged to be epilepti¬ 
form. Among several patients reported on by Lindsley 
and Bradley * were three whose electroencephalograms 
were of the convulsive type, who had actually suffered 
from seizures and for whom “the main complaint and 
major symptoms while in the hospital were primarily 
those of unacceptable behavior, such as hyperactivity, 
destructiveness, emotional outbursts and negativism.” 
Strauss, Rahm and Barrera 5 6 reported the cases of a 
number of children who showed cortical dysrhythmias, 
who had been known to have seizures, and in some of 
whom symptoms included episodic temper outbursts 
showing a relatively normal type of behavior between 
outbursts. Others who report electroencephalographic 
studies and describe similar behavior characteristics in 
association with tracings of the epileptic type are Linds¬ 
ley and Cutts, 0 Brown and Solomon, 7 Bradley, 8 9 and 
Jenkins and Pacella. 0 The general type of behavior de¬ 
scribed in several of these reports lends weight to my 
contention that there is a behavior syndrome apparently 
directly related to the neurophysiological disturbances 
that result in various types of seizures and that may be 
graphically recorded in the electroencephalogram. 

In a recent discussion, Jasper 10 notes “the electroen¬ 
cephalogram has served to broaden the field of epilepsy 
to include many episodes of thought and behavior.” He 
also adds “any portion of the brain occupied by epilepti¬ 
form discharge is lost to the individual for normal adap¬ 
tive or integrative action of that area.” Since fluctuation 
and variability are characteristic of the abnormalities re¬ 
corded in the epileptic type of electroencephalogram, 
we can sense a possible explanation of the variability in 
behavior and short attention span described as part oi 
the syndrome-considered as a primary behavior charac¬ 
teristic of epileptic children. 

Similarity to Organic . Behavior .—Many writers on 
epilepsy in childhood mention the fact that behavior dif¬ 
ficulties, when present in this condition, often resemble 
those seen in patients with organic brain damage. The 
behavior referred to is apparently more or less the same 
syndrome under discussion in this section. Bender’s 11 
comprehensive review well summarizes the essential 
features. She speaks of “hyperkinesis which is not modi¬ 
fiable by psychotherapy” and refers to “organic drive¬ 
ness,” a term first introduced by Kahn and Cohen 12 
some years earlier. They describe it as a behavior syn¬ 
drome, supposedly associated with brain stem damage 
and characterized by hyperkinesis, inability to maintain 
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quiet attitudes, abruptness in movements and explosive 
release of motor activity. Among their case reports is 
that of a child who showed constant motion with pres¬ 
sure to speech, distractability and “unpredictable oddi¬ 
ties in executing commission.” Ewalt 13 comments on the 
similarity of this and other “organic behavior” to what 
is seen in epileptic children, illustrating his point with 
case reports. Strauss and Lehtinen 14 describe the brain- 
injured child as erratic, uncoordinated and uninhibited. 
Rosenfeld and Bradley 15 itemize the behavior of chil¬ 
dren of unimpaired intelligence who have suffered anoxia 
in infancy as being high lighted by “unpredictable vari¬ 
ability in mood, hypermotility, compulsiveness, short 
attention span, fluctuant ability to recall material previ¬ 
ously learned and conspicuous difficulty with arithmetic 
in school.” Possibly the same throwing out of control of 
centers facilitating adaptive and integrating behavior 
described by Jasper 10 as related to the behavior of epi¬ 
leptic individuals also occurs as the result of brain dam¬ 
age. The similarities of behavior in epileptic children, 
even in the absence of objective evidence of brain dam¬ 
age, may be dependent on the same mechanism as that 
occurring in known brain-injured patients. 

SECONDARY BEHAVIOR DISTURBANCES 

The behavior that, because of its frequency and con¬ 
sistency in association with convulsive disorders, I have 
been discussing in terms of primary characteristics may 
not be conspicuous in some epileptic children. More¬ 
over, these traits will probably seem most relevant 
to convulsive disorders to clinicians who have had op¬ 
portunities to directly compare the behavior of epileptic 
and nonepileptic children living in the same environ¬ 
ment or have focused on such behavior in taking clinical 
histories. They may not be equally apparent when studies 
are carried out from different viewpoints. In reports ori¬ 
ented largely from the psychologist’s point of view, 
Gahagan and Sullivan, 18 Price, Kogan and Tompkins, 11 
Lisansky 18 and Kogan I? imply that epileptic children 
have no personal characteristics .which distinguish them 
from other children of similar, background and general 
capabilities. Lennox 20 and.Bridge 21 in numerous con¬ 
tributions based on extensive clinical experience empha¬ 
size the fact that children who are the victims of chronic 
illness, particularly when its major symptoms occur dra¬ 
matically and unpredictably, are likely to establish be¬ 
havior patterns based on their personal reactions to their 
disorder and the way it is handled by those about them. 
I would suggest that such reactions be considered sec¬ 
ondary to epilepsy, but they are certainly important for 
clinical consideration in every patient, whether or not 
the traits previously described are likewise conspicuous. 

The physician who is genuinely concerned-with his 
patient s welfare will always keep in mind the fact that 
a 1 human beings have their own individual feelings and 
attitudes about their illness and also about the way 
ot wr persons deal with them and their disorders. In the 
case of epileptic children these may be dread of seizures 
themselves, particularly if they are of major proportions 
or tend to occur while the child is in public places, from 
which repeated episodes may eventually result in his 
exclusion. In the case of other children, the parents, who 
must inevitably be concerned about seizures, regardless 


of the degree of their severity or crippling nature, may 
communicate their anxiety to the patient and thus aggra¬ 
vate whatever concern is already disturbing his emo¬ 
tional equilibrium. Unfortunately, public attitudes 
toward seizures and their victims are in many quarters un¬ 
enlightened, and many epileptic children are being 
excluded from activities in which they could profitably 
engage. Such restrictions in some instances stimulate 
compensatory behavior reactions that may be a problem 
for the patient or his family. The possibility that certain 
anticonvulsive medications may, for some children, have 
an unfavorable effect on behavior must not be over¬ 
looked. 

The reaction of children to these and other factors 
has been well summarized by Lennox 20 and by Bridge, 21 
and the latter particularly has dealt with the general 
management of these problems in a comprehensive 
manner. 

TREATMENT BY THE PHYSICIAN 

The ultimate aim of treatment in any disorder is to 
restore the patient to as full participation in all desirable 
life activities as is consistent with his health. In the case 
of epilepsy, medical treatment aimed at control rather 
than cure of seizures is usually the first objective of most 
physicians. Since, however, therapy must usually be con¬ 
tinued over long periods of time, it must not be pushed 
to such an extent that, as the result of whatever regimen 
is employed, the child is denied a reasonably full partici¬ 
pation in all those activities that at successive develop¬ 
mental stages are essential to his physical, intellectual 
and emotional growth. It is not my intention to critically 
evaluate any of the accepted medical programs designed 
to eliminate the major symptoms of seizures. I would 
like, however, to point out that large doses of sedative 
drugs may seriously interfere with effectual mental func¬ 
tions, and that too drastic restrictions of diet or activity 
may set a child too far apart from the stimulating com¬ 
panionship of his fellows and the benefits of a full educa¬ 
tional program. Moreover, the physician, in his own 
anxiety to be thorough both diagnostically and thera¬ 
peutically, may by his manner of handling the situation 
engender more anxiety than reassurance in both parents 
and children. Supervising adequate treatment of an ill¬ 
ness that has for centuries been dreaded because it has 
been poorly understood is an art that calls for the phy¬ 
sician’s reassurance and enthusiastic support of the grow- 
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ing child, quite as much as it does for his protection. 
An awareness of and willingness to deal with both the 
primary and secondary behavior characteristics of the 
patient is an important portion of the physician’s re¬ 
sponsibility, if the child’s seizures are to be controlled 
at the same time that he is participating in as full a pro¬ 
gram of normal childhood activities as is possible. 

Treatment of Primary Behavior Disturbances .—If the 
cluster of symptoms referred to above constitute a handi¬ 
cap to successful school or community life, they must be 
one object of treatment. Since these symptoms pre¬ 
sumably are the result of neurophysiological disturbances 
of the same general nature that also produce seizures, 
they will not, aside from their recognition and accep¬ 
tance as such, yield to psychotherapeutic measures alone 
and must be dealt with medically. The literature on their 
pharmacologic control is recent but encouraging. It is 
interesting that little mention is made of the effect of 
the older drugs, particularly bromides and phenobarbi- 
tal, on behavior, except to indicate that overdosage will 
aggravate behavior difficulties, primarily by dulling sensi¬ 
bilities and temporarily retarding effective intellectual 
function. In my experience, based on innumerable re¬ 
ports from parents and nurses who are in daily intimate 
contact with epileptic children, phenobarbital, even in 
average nonsedative doses, results in increased irrita¬ 
bility and hyperactivity and, at times, interferes with 
effectual ability to concentrate attention upon specific 
tasks, such as school work. The interesting and convinc¬ 
ing study of Lindsley and Henry 22 bears this out. They 
found that when the effect of conventional therapeutic 
doses of phenobarbital on behavior was compared under 
controlled conditions with that of other drugs commonly 
used in children with convulsive disorders, it resulted in 
less satisfactory adjustment than when no medication 
was given. 

After the introduction of diphenylhydantoin (di- 
lantin®) sodium into clinical practice, a number of ob¬ 
servers noted that it frequently had a favorable effect 
on behavior, even when seizures themselves were not a 
major problem. The reports of Putnam and Merritt, 22 
Solomon, 24 Brown and Solomon, 7 Bradley 6 and Brill 
and Walker, 25 among others, present evidence of this 
nature. The major effects were those of decreased irrita¬ 
bility, control of hypermotility and occasional decrease 
in the variability of behavior noted above as primary 
symptoms. Other anticonvulsive drugs reported as hav- 
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ing similar beneficial effect on children with seizures, or 
those whose electroencephalograms were of the “epi¬ 
leptic” type, are trimethadione (tridione®) reported by 
Perlstein and Andelman, 25 methylphenylethyl hydan- 
toin (mesantoin®) as noted by Tietz 27 and phenacetyl- 
urea (“phenurone”) studied by Livingston and Kadji. 26 

In my experience, borne out by the controlled studies 
of Lindsley and Henry, 22 the most effective preparations 
for the control of the primary behavior disturbances 
have been the amphetamines, notably racemic ampheta¬ 
mine (benzedrine®) sulfate and its dextrorotatory isomer 
known commercially as dexedrine® sulfate. These have 
been extensively reported in a recent article, 20 in which 
benzedrine® was found to be more efficient than dexe¬ 
drine® in epileptic children. These preparations in rather 
full adult doses (10 to 20 mg. daily in the morning) even 
in younger children often dramatically reduce the vari¬ 
able swings of mood and activity so frequently seen as 
part of the primary behavior disturbance. They may also 
increase attention span, with resulting favorable effect for 
older children in arithmetic achievement. Since these 
drugs are-central nervous system stimulants, and with the 
exception of isolated reports have not been notably effec¬ 
tive in the control of seizures themselves, it is thought 
that their favorable effect on behavior is associated with 
their known stimulation of mood, possibly rendering 
variations in sensitivity and irritability less disturbing to 
the patient. The amphetamines may always be used, 
when indicated, in conjunction with conventional anti¬ 
convulsive medical regimens, their major drawback being 
their inhibition of appetite for food. Occasionally, when 
large doses of sedative drugs are employed, their stimu¬ 
lating action may neutralize annoying soporific effects, 
as illustrated in one of Bradley’s case reports. 20 
v Treatment of Secondary Symptoms .—Secondary 
symptoms, representing the child’s reaction to his ill¬ 
ness and the emotional atmosphere in which he finds 
himself, are propennaterial for psychotherapeutic meas¬ 
ures. The essentials of their effectual handling have been 
suggested repeatedly above. These may be summarized 
by advocating control of seizures without overdosage 
with sedative drugs, helping the child and his parents 
understand and realistically accept his illness with a 
minimum of crippling emotional overtones and assuring 
the patient of as full and free a program of all usual 
childhood activities as possible. Frequently this full pro¬ 
gram in school and in the community will require that the 
physician contribute to the enlightenment of school per¬ 
sonnel as to the nature of the child’s illness, its harm¬ 
lessness as far as other children (and their parents) are 
concerned and the contribution to the patient’s total wel¬ 
fare, development and happiness that acceptance into 
community activities assures. Information about epi¬ 
lepsy is available to lay readers through such organi¬ 
zations as the National Epilepsy League, and the in¬ 
formative volumes by Lennox 31 and Putnam are 
enthusiastically recommended. 

CONCLUSION 

Convulsions and their accompanying behavior disturb¬ 
ances are still a problem for many children. However, 
our increasing understanding of the basis of epilepsy 
through modern advances in neurophysiological tech- 
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niques and our potential ability to control and eliminate 
seizures themselves through the many new therapeutic 
agents that have become available in recent years should 
give us confidence in the medical management of these 
disorders. If, in addition, the feelings and behavior of 
epileptic children may be considered and constructively 
handled as has been suggested, there is ample cause for 
optimism. The well informed and alert pediatrician or 
family physician may well impart this to those who share 
with him the responsibility for epileptic children. 

SUMMARY 

Children who are subject to convulsions may have 
behavior difficulties of two general sorts. There are often 
behavior symptoms that are the primary, direct result 
of the neurophysiological disturbances that may be re¬ 
corded electroencephalographically, and that are also 
presumably directly related to the seizures themselves. 
Such behavior symptoms are best treated medically, the 
most effectual preparations at present available for this 
purpose being the amphetamines. Other behavior dis¬ 
turbances, representing the child’s reaction to being ill 
and to the way he is handled by those about him, may 
be considered as secondary symptoms; these are less 
specific in nature and must be treated at the psychologi¬ 
cal level. Adequate medical management of the epileptic 
child involves consideration of his behavior and emo¬ 
tional reactions, in addition to therapy designed to con¬ 
trol his seizures. 


ABSTRACT OF DISCUSSION 
Dr. William W. Belford, San Diego, Calif.: The facts pre¬ 
sented are the results of over 15 years of study and work with 
the problems of children subject to convulsions and the prob¬ 
lems of their parents and environment. Many drugs and forms 
of treatment are presented each year/but few are so well studied 
and tried out and proved by use. Often the school teachers and 
nurses need instruction and encouragement in the care of these 
children such as only physicians can give them. A visit with 
them does both the physician and the child niuch good and can 
iron out much friction and misunderstanding. More time spent 
with the parents in encouraging and explaining the problems to 
them is just as helpful as the drugs that we prescribe. The bur¬ 
den of epilepsy is far greater than just drug treatment and the 
daily problems of living. Let me urge that the diagnosis of epi¬ 
lepsy be made with great care. It is so hard to correct a mis¬ 
taken diagnosis once it is put on a child. Those of you who deal 
with children and adults through their lives are quite aware 
of the tag of epilepsy that prevents someone just out of school 
or a young adult from getting a job. 

Dr. E. D. Anderson, Minneapolis: With the advance in 
nowledge of the diagnosis, prognosis, and treatment of epi- 
C psy, and with a better understanding of the psychological 
pro lems of the epileptic and his family and the effect that they 
can have upon the course of the disease, the medical profession 
is assuming a more positive and hopeful attitude. Unfortunately, 
many of us still confine our treatment to the giving of drugs, 
an neglect the equally important part of therapy which Dr. 

ra cy P resen ted; namely, the prevention and treatment of the 
emo tonal and behavior difficulties which these children so fre¬ 
quent j have. In my experience, the biggest factor in helping 
e cp, eptic child to adjust to his illness is the understanding 
n attitude of the parents to the disease and to their child, 
* le ^ can helped to understand their own emotional 
pro, ems connected with the illness, it is almost impossible to 
. P 1 e child. One of the most common and damaging emo- 
tonal problems that occurs in these parents is a feeling of de¬ 


featism. When the parents have this attitude, the child is almost 
bound to develop the same feeling. It is wrong not to give the 
encouragement of hope which our present prognosis of treat¬ 
ment gives us the right to do. Many parents develop feelings of 
anxiety regarding the physical welfare of their child because of 
the seizures and momentary lapses of consciousness he has and 
the danger of injury in traffic and at play. Unless the parents 
are given proper guidance, they are likely to restrict the child’s 
activities far beyond what is necessary. We must try to help 
them see that it is necessary to take certain chances in order 
that the child may lead as near normal a life as is possible. Not 
to do so will invariably lead to emotional trauma, with result¬ 
ing behavior and personality problems. Another common form 
of anxiety which the parents have is the fear that their child 
will deteriorate mentally. As a result, they may do one of two 
things. To reassure themselves that the youngster is bright, 
they constantly push him far beyond his capacity to excel in 
school. Thus, he may become frustrated, discouraged, or re¬ 
sentful. Other parents, instead of pushing, hold him back. They 
make all decisions and do everything for the child, thereby pre¬ 
venting him from becoming independent. Some parents have 
feelings of guilt regarding the child’s illness. Whatever the cause 
of the feelings of guilt, the parent is likely to be overly protec¬ 
tive and indulgent and the child becomes overdependent, with 
resulting increased emotional and behavior problems. Fre¬ 
quently parents of an epileptic child develop feelings of shame 
regarding the illness. Such parents have a tendency to withdraw 
from normal social, community and civic activities. They par¬ 
ticularly need the help which such activities will give. If you 
and I do nothing but help such parents to see that epilepsy 
should not be considered a thing of shame and help them to 
keep interested and active in the normal activities of life, we 
will have done a great deal. One or more of such problems are 
almost bound to arise in the parents of epileptic children. If 
they are not prevented or controlled, the parents are going to 
become emotionally insecure and unstable, and they will be 
unable to adequately help their child meet the difficult problems 
which will face him. Physicians are in a strategic position to 
help these parents by giving them warm understanding and wise 
counsel and guidance. 

Dr. Charles Bradley, Portland, Ore.: I do not know how 
many children who are subject to seizures have behavior diffi¬ 
culties, particularly those five cardinal traits that we mentioned. 
My guess would be one-half to two-thirds. There are just enough 
children who do not have problems of that sort, to make it pos¬ 
sible for many of us to say that there is no characteristic be¬ 
havior of the epileptic child. There are no persons in relation 
to the young child who are as important to him as his own 
parents; their support and enthusiasm are even more important 
than that of the family doctor. If we have the confidence of the 
parents and a reasonable acquaintance with some of these things, 
we can offer our patients more assurance and encouragement, 
and engender less anxiety in them and the parents than has 
been the case in the past. 


Occiput Posterior.—At present there is general agreement 
among students of the problem of the occiput posterior position 
insofar as most of the practical aspects are concerned. It is a 
normal, frequently occurring position and radical interference 
with it is no longer justified. With competent handling of the 
occiput posterior, the safety of mother and baby is quite com¬ 
parable to that obtained with other positions. . . . The rule 

of the clinic at the University of Minnesota may be quickly 
stated. Occiput posteriors are left alone unless a specific indica¬ 
tion for interference presents itself. The usual indication is Jack 
of progress with the head at the outlet. If the head can be 
easily rotated with the hand, this is done and the patient is 
given further opportunity to deliver spontaneously. If it can 
be gently rotated with only the fingers of one hand on the 
forceps, this is done. If any resistance to rotation is encountered, 
delivery Is carried out as a posterior and usually after deep 
episiotomy.—lohn L. McKelvey, M.D., and Eugene J. Diefen- 
bach, M.D.,'The Obstetric Significance of the Posterior Occiput 
Position, Postgraduate Medicine, March 1951. 
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OBSERVATIONS ON ACUTE POLIOMYELITIS WITH RESPIRATORY 

INSUFFICIENCY 

Fred Plum, M.D. 
and 

Harold G. Wolff, M.D., New York 


In a series of 50 adult patients with acute poliomyelitis 
managed at the New York Hospital in 1949, 17 needed 
artificial respiration. Of these 17, nine had respiratory 
obstruction due. to partial or complete paralysis of swal¬ 
lowing or coughing. The respiratory exchange of oxygen 
and carbon dioxide was intensively studied in this entire 
group of patients. The effects of the rapid rocking bed, 
the cuirass respirator and the tank respirator were ascer¬ 
tained on those in whom respiratory decompensation 
developed. In this preliminary communication some of 
the observations are reported. 

These patients were a severely ill group, many of 
whom were referred to the New York Hospital because 
of the desperate nature of their illness. Eight of the 17 
died of rapidly progressive poliomyelitis, which both in¬ 
volved the innervation of the peripheral respiratory appa¬ 
ratus and extensively destroyed brain stem centers. Death 
was due either to circulatory collapse, apparently the 
result of involvement of the medullary reticular sub¬ 
stance by the virus, or to the effects of hypoxia and 
hypercapnia accompanying respiratory failure. 

OBSERVATIONS ON CIRCULATORY AND RESPIRATORY 
FAILURE 

Baker and associates 1 have shown that cardiovascular 
signs and symptoms are consistently associated with 
severe damage to more than 19 per cent of the large 
reticular cells of the medulla. In our experience, arrhyth¬ 
mias and shock due to failure of neurogenic cardiovascu¬ 
lar regulation proved unresponsive to therapeutic meas¬ 
ures, such as administration of the digitalis glycosides or 
phenylephrine (neo-synephrine®) and parenteral injec¬ 
tion of fluids. 


This work was aided in part by the National Foundation for Infantile 
Paralysis, Inc, 

From the New York Hospital and the Departments of Medicine 
(Neurology) and Psychiatry of Cornell University Medical College. 

Read before the Section on Nervous and Mental Disease at the Ninety- 
Ninth Annual Session of the American Medical Association, San Fran¬ 
cisco, June 29, 1950. 
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In contrast to the discouraging prognosis offered by 
circulatory failure, the ill effects of respiratory insuffi¬ 
ciency could often be prevented or reversed, and there¬ 
fore the maintenance of a physiologic respiratory ex¬ 
change was given primary attention. 

Effects of Hypoxia and Hypercapnia. —In dealing with 
poliomyelitis, the importance of avoiding hypoxia and 
the dangers attendant on the hypoxic state have in gen¬ 
eral received greater emphasis than have the incidence 
and sequelae of carbon dioxide retention. Hypoxia re¬ 
sults in increased capillary permeability, 2 pulmonary 
edema, 3 cardiovascular collapse 4 and damage to the cen¬ 
tral nervous system * High levels of carbon dioxide in 
the blood (hypercapnia) result from inadequate alveolar 
elimination of the gas - and if not reduced lead to blood 
acidosis, headache, hypertension, 0 disorientation and 
loss of consciousness. 7 Hypercapnia may also depress the 
respiratory center 0 and cause vascular collapse. 9 Nearly 
all these effects of hypoxia or hypercapnia may further 
interfere with respiratory gas exchange or intensify the 
severity of an acute illness. The prevention or reversal of 
even borderline respiratory decompensation is thus of 
first importance in managing patients with acute polio¬ 
myelitis. 

Evaluation of Respiratory Insufficiency. —In evaluat¬ 
ing the oxygenation of these patients with acute polio¬ 
myelitis, both the efficiency of respiratory gas exchange 
and the ability to move air in and out of the lungs were 
repeatedly ascertained.- Arterial oxygenation was fol¬ 
lowed by studies With the oximeter (which photoelectri- 
caily measures oxyhemoglobin content), 10 and these de¬ 
terminations were standardized by direct arterial blood 
gas analysis. Carbon dioxide exchange was evaluated by 
frequent determinations of venous plasma carbon di¬ 
oxide-combining powers and periodic estimations of 
arterial carbon dioxide contents. Alveolar air samples 
were also analyzed. Vital capacity was measured with a 
waterless calorimetric spirometer. 

Marked failure of adequate elimination of- carbon 
dioxide occurred in at least four well oxygenated patients 
in the present group. These patients, all of whom were 
receiving oxygen therapy, maintained arterial oxygen 
saturations of 95 to 100 per cent despite venous plasma 
carbon dioxide-combining powers of 85 to 100 volumes 
per cent and similarly elevated arterial carbon dioxide 
contents. They suffered headache, hypertension and dis¬ 
orientation during the time of increased blood carbon 
dioxide levels, and these symptoms were reversed in 
three by increasing ventilation and eliminating the ac¬ 
cumulated carbon dioxide. 

Measurement of Vital Capacity. —Observations on 
acutely ill adult patients indicated that no significant 
threat to adequate gas exchange existed until the vital 
capacity fell to 1,000 or 1,200 cc., since the patients 
studied consistently maintained physiologic levels of their 
respiratory gases when their vital capacities exceeded this 
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amount. When 1,000 to 1,200 cc. was reached, however, 
arterial oxygen saturations and venous plasma carbon 
dioxide-combining powers were more closely followed, 
since it was observed that when the patient’s paralysis 
was still progressing respiratory decompensation fre¬ 
quently appeared shortly after this point. Studies with 
the spirometer 11 on a group of adult respirator patients 
convalescing from poliomyelitis demonstrated that they 
were consistently able to meet their breathing require¬ 
ment without any artificial respiration or supplementary 
oxygen when their vital capacities climbed to the low 
level of 600 to 700 cc. However, their breathing require¬ 
ments were less than those of acutely ill patients, in whom 
infection, fever and anxiety increased metabolic de¬ 
mands, so that a direct correlation could not be made 
between these figures and the need for a respirator in 
acute ventilatory insufficiency. 

Detection of Hypoxia.—Since cyanosis may not be 
present until arterial oxygen saturations fall to 80 per 
cent or less, 12 the oxygen content of arterial blood deter¬ 
mined either by blood gas analysis or the oximeter pro¬ 
vided the only reliable index of low grade hypoxia. With 
the patient breathing 100 per cent oxygen for at least 
five minutes, arterial blood was withdrawn for analysis 
and the oximeter placed on the ear. The oximeter was 
thus standardized to the patient’s degree of oxygen sat¬ 
uration at that time, and future changes in oxygen 
saturation could be immediately and accurately deter¬ 
mined. A drop of more than 5 to 8 per cent in the arterial 
oxygen saturation when the patient was changed from 
inhaling 100 per cent oxygen to breathing room air was 
taken to signify anoxemia. 13 When a patient breathing 
room air had an oxygen saturation of 94 per cent or less, 



Chart 1.—-Mechanism of alveolar carbon dioxide accumulation and 
> ood acidosis in reduced alveolar ventilation. Despite the fact that total 
vent, ation remains constant, alveolar ventilation falls sharply as tidal air 
. ccrc3ses and the respiratory* rate increases. Carbon dioxide, as a result, 
« no! eliminated, and the blood pH shifts to a more acid level. Oxygen 
. cr3 Py corrects anoxemia but does not appreciably affect the accummula- 
tion of carbon dioxide. 


oxygen therapy was always instituted. Most patients, of 
course, received oxygen therapy before this degree of 
anoxemia occurred. Oxygen was delivered at a rate of 


4 to 8 liters a minute by nasal catheter. By the use of the 
oximeter to complement direct arterial blood gas analy¬ 
sis, continuous accurate evaluation of oxygenation was 
possible. The need for many technically difficult and 
time-consuming direct blood studies was eliminated. 


VENTILATION 

BELOV/ NORMAL 


JO 

^ 0 
10 
t/> 

J 

8 30 


O 

L> 60 
< 

5 

y> 

< 90 
CL 


_ NORMAL A C 1 post s CO 

I ——-> jjZjjD —■— .-> 

REDUCED PEN XL 

C0 2 elimination Excretion or ACiC 

from times *nd 

4 , conservation 

arterial COt or 8ASC 

— V L.AJ/TX (BICARBONATE! 

~ ' H c ° 3 *= > bhco 3 


COMPENSATED 


ARTEA/At, P H7.42 

H-H-COa _ 3 
Bft-C03 ~ 60 

CD* COMBINING POWER 

60 VOLS. % 


RENAL 

EXCRETION Of ACID 
AND 
CONSERVATION 
Of BASE 

(BICARBONATE! 

I > BHCO3 


pH 7.1 

H H-CO 3 _ 6 

BHC0 3 60 

C0 2 COMBINING POv.tR 

60 VOLS. % 


pH 7.42 

HHCO3 _6_ 

BH*C0 3 ~120 

COj COMBINING POWER 

120 VOLS. % 


Chart 2.—Mechanism of blood acidosis in carbon dioxide retention, and 
development of a high venous plasma carbon dioxide-combining power in 
renal compensation of respiratory acidosis. Increased alveolar carbon di¬ 
oxide is equal to increased arterial H.H.CO3 (carbonic acid), and the 
arterial pH falls to'7.1. As the venous plasma carbon dioxide-combining 
power rises, owing to renal conservation of base, the arterial pH returns 
to the normal value of 7.42. 


Detection of Carbon Dioxide Retention and Its Sig¬ 
nificance. —The mechanism of carbon dioxide retention 
in -these patients with ventilatory reduction and the 
effects of this retention on blood pH are diagrammed in 
chart 1, which hypothetically outlines the course in one 
of the patients studied. Iffie respiratory dead space 
(approximately 150 cc.) had to be filled on each inspira¬ 
tion before any fresh gas reached the alveoli, and the 
dead space remained essentially the same, even though 
tidal volumes diminished. Therefore, when tidal vol¬ 
umes fell, practically the entire reduction in the amount 
of air breathed was at the expense of alveolar ventilation. 
When, as in the example cited in chart 1, ti'dal volume 
fell from 600 to 200 cc., the entire 400 cc. of each breath 
was lost to alveolar gas exchange, and only 50 cc. (i. e., 
200 cc. tidal volume minus 150 cc. dead space) of in¬ 
spired gas flushed the alveoli. 

As alveolar ventilation was reduced, oxygen tension 
fell and carbon dioxide tension rose in the alveoli and 
therefore in arterial blood. Carbon dioxide, because of 
its greater molecular weight, diffuses less rapidly than 
oxygen. Thus, although oxygen therapy raised the 
alveolar oxygen tension and arterial oxygen saturation 
to normal levels by replacing inert nitrogen in inspired 
air, carbon dioxide could be eliminated only by increas¬ 
ing tidal volume or excessively increasing the respiratory 
rate, thereby increasing alveolar emptying. Since the pH 
of the blood is dependent largely upon the equilibrium 
established between free carbonic acid (H..COJ and 
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combined carbonic acid (BH.CCE), as the carbon diox¬ 
ide retained was converted to carbonic acid, the blood 
pH shifted to a more acid level (chart 2). This shift in 
blood pH occurred simultaneously with carbon dioxide 
retention. 

The plasma carbon dioxide-combining power, reflect¬ 
ing, as it does, available base, largely in the form of 
bicarbonate, for combination with carbonic acid, rose 
above its normal level of 60 volumes per cent as the 
kidneys excreted other acid salts and conserved bicarbo¬ 
nate. Thus, in contrast to the usual metabolic acidosis, 
where carbon dioxide is blown off by the lungs and the 
carbon dioxide-combining power falls, in the respiratory 
acidosis due to inadequate carbon dioxide elimination 
from which these patients suffered the carbon dioxide¬ 
combining power was high. Electrolyte acidosis, marked 
by a high carbon dioxide-combining power and a highly 
acid pH of the urine, is peculiar to states of reduced 
ventilation; and since renal compensation is a relatively 
slow process, blood acidosis persists until the ratio of 
free carbonic acid to combined carbonic acid is restored 
at 20:1. This may take several days. 

Carbon dioxide-combining powers and urinary pH 
values were, therefore, followed closely in all patients 
suspected of ventilatory insufficiency. Arterial carbon 
dioxide contents were periodically ascertained to deter¬ 
mine the exact status of carbon dioxide respiration. 

OBSERVATIONS ON USE OF RESPIRATORS 

If borderline hypoxia (arterial oxyhemoglobin satura¬ 
tions of 94 per cent or less) or progressive carbon 
dioxide retention, reflected by venous plasma carbon 
dioxide-combining powers exceeding 70 per cent, could 
not be overcome by eliminating respiratory obstruction 
through suction or tracheotomy, 11 artificial respiration 
was instituted. In patients with relatively slowly progress¬ 
ing poliomyelitis, small degrees of failure of carbon 
dioxide elimination, with carbon dioxide-combining 
powers rising to 65 or 70 per cent, occurred as much as 
24 to 36 hours before respiratory insufficiency was 
severe and could be corrected by increasing ventilation 
for a few hours with a respirator. It was noted that cer¬ 
tain patients who initially had difficulty synchronizing 
with a respirator and were irrational when first placed 
in one of these devices became rational and more coop¬ 
erative when their blood carbon dioxide content returned 
toward normal. 

The Rapid Rocking Bed .—The Fast Rocking Bed 15 
had both the rate and the depth of its oscillations con- 


14 . (n) Galloway, T. C.. and Seifert, M. H.: Bulbar Poliomyelitis: 
Favorable Results in Its Treatment as Problem in Respiratory Obstruction, 
J. A. M. A. 141:1 (Sept. 3) 1949. (6) Brown, 1. R., and others: Bulbar 
Form of Poliomyelitis: II. Therapeutic Measures Based on Pathologic and 
Physiologic Findings, Minnesota Poliomyelitis Research Commission. J. A. 
M. A. 135 : 425 tOct. IS) 1947. (r) Priest, R. E.; Boies, L. R., and Boltz, 

(' ■ Tracheotomy in Bulbar Poliomyelitis, Ann. Otol., Rhin. & Laryng. 
56 : 250, 1947. , „ , . „ 

15. Galloway and Seifert. 5 ** Wright. J.: The Respir-Aid Bed in Potio- 
mvelitis. Am. J. Nursing 47: 454. 1947. 

16. The Monaghan Portable Respirator, manufactured by the J. J. 

Monaghan Company. Denver. ........ 

17 Plum, F., and Lukas, D. S.: Respiratory Acidosis in Acute Polio¬ 
myelitis: The Effect of a Cuirass Respirator, to be published 

IS Lukas D S., -and Plum. F.: Pulmonary Function in Patients Con¬ 
valescing from Acute Poliomyelitis with Respiratory Paralysis, to be pub- 

^ipf Manufactured by the J. H. Emerson Company, Cambridge, Mass, 
and Warren E. Collins, Inc., Boston, 


trolled and was useful in providing rest periods for five 
acutely ill patients whose unassisted breathing required 
maximum effort. By intermittently applying the weight 
of the viscera to the diaphragm at rates up to 24 per 
minute, and moving through an arc up to 20 degrees 
from the horizontal, the bed supplemented reduced 
breathing and helped maintain gas exchange by creating 
a bellows action on the thorax. It proved inadequate for 
continuously ventilating patients with drastically para¬ 
lyzed respiratory musculature during the acute phase of 
poliomyelitis. In five accutely ill patients it delayed the 
need for a respirator several hours and enabled them to 
come out of the respirator sooner. Use of the rocking 
bed for more than a few hours at a time during the acute 
illness was limited to a certain extent by the fact that 
patients sometimes became nauseated and the constant 
motion interfered with sleep. The rapid rocking bed 
proved most valuable and was used most extensively 
during the period of convalescence from poliomyelitis. 11 
During this period its action enabled nine patients with 
severely paralyzed respiratory musculature and vital 
capacities as low as 200 to 300 cc. to stay outside nega¬ 
tive pressure respirators for many hours. The rapid 
rocking bed was an aid in weaning patients from respira¬ 
tors and enabled them to receive physical therapy and 
other treatments early in the course of convalescence. 

The Cuirass Respirator .—For at least some patients 
the type of cuirass respirator studied 10 was safe for only 
brief periods at a time during the acute stage of respira¬ 
tory insufficiency. 17 Two acutely ill patients were unable 
to correct severe carbon dioxide retention and acidosis 
while in this respirator. The carbon dioxide was even¬ 
tually eliminated by increasing ventilation with a tank 
type respirator. Spirometer collections on one of these 
patients, as well as determinations on three convalescent 
and control subjects, revealed tidal volumes of only 230 
to 410 cc., with negative cuirass respirator pressures up 
to 20 mm. of mercury. The lower volumes were found 
for the acutely ill subjects. Despite the failure of elimina¬ 
tion of carbon dioxide, the arterial oxygenation, at least 
for a time, remained above 95 per cent in the two acutely 
ill patients in the cuirass respirator, and this initially 
obscured the respiratory decompensation. 

Autopsies on three patients for whom the cuirass 
respirator had been used for periods of four to 24 hours 
preceding death, revealed moderately severe anterior 
pulmonary emphysema in all. 17 Studies of lung volume, 
performed during the eighth month of convalescence, on 
a fourth patient who had been treated in the cuirass 
respirator for a month during his acute illness, also re¬ 
vealed the presence of moderately severe pulmonary 
emphysema. 18 

Tank Type Respirators .—These devices 10 accom¬ 
plished sufficient ventilation in all the patients studied 
to achieve adequate oxygenation and carbon dioxide 
elimination. Negative respirator pressures of 15 cm. of 
water accomplished effective ventilation in most cases, 
and physiologically effective tidal volumes of 480 to 720 
cc. were observed in five patients studied in these respira- 
tors. Other investigators, however, have found that posi¬ 
tive pressure breathing, synchronous with negative 
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intratank pressures, must be added to the upper airway 
to achieve adequate ventilation and correct acidosis in 
some of their patients with respiratory paralysis . 20 

Subsequent observations on lung volume and pulmo¬ 
nary function in eight patients treated with the tank 
respirator have demonstrated that use of the latter was 
not associated with the severe degree of pulmonary 
emphysema found in patients treated with the cuirass 

type . 15 

The tank type respirator, therefore, was found to be 
the most satisfactory and the safest device available for 
combating severe insufficiency of breathing, and when 
its use is combined with positive pressure breathing the 
ventilation may be even more effective. 

SUMMARY 

In cases of acute poliomyelitis with ventilatory failure 
when vital capacities in adults fell below 1,200 cc., 
repeated venous plasma carbon dioxide-combining 
powers and arterial blood oxygen saturations were 
ascertained. In the absence of obstruction, if the venous 
plasma carbon dioxide-combining power progressively 
rose above 60 volumes per cent or the arterial oxyhemo¬ 
globin content fell below 94 per cent, the respirator was 
necessary to restore physiologic respiratory gas ex¬ 
change. 

Failure of carbon dioxide elimination by the lungs and 
increased levels of carbon dioxide in the blood (hyper¬ 
capnia) were associated with respiratory paralysis in at 
least four patients who, as shown by arterial blood gas 
analysis, had oxyhemoglobin saturations of over 95 per 
cent. Carbon dioxide retention was reflected by rising 
venous plasma carbon dioxide-combining power with 
a normal or acid pH of the blood and acid urine. 
Accumulation of carbon dioxide in the blood, when not 
corrected by increasing alveolar ventilation, resulted in 
blood acidosis, was associated with hypertension and 
narcosis and may have caused cardiovascular collapse. 

The tank type respirator achieved physiologically 
effective ventilation in patients with severely paralyzed 
breathing mechanisms. The cuirass’ type portable res¬ 
pirator could not be relied upon to maintain physiologic 
respiratory exchange. The rapid rocking bed was useful 
in supplementing respiratory efforts in patients with 
limited breathing ability. 


abstract of discussion 

Dr. Joe R. Brown, Rochester, Minn.: The possibility tha 
the retention of carbon dioxide might be of importance in th< 
care of poliomyelitis was mentioned by Pitt at the Internationa 
Congress on Poliomyelitis in New York. The reverse of thi: 
condition was observed at the University of Minnesota Hos 
pitals in the 1946 epidemic, in which some of the tank typi 
respirators produced excessive ventilation, blowing off excessivi 
carbon dioxide and resulting in chemical changes in the blooi 
vVw ''i’ C ' re -^ e reverse °f those observed by Drs. Plum am 
0 f. ft is important, therefore, to know that one is gettinj 
e correct amount of respiratory exchange, and not just tha 
one as the respirator turned on at the settings which have beei 
approsed by the manufacturers. It would appear that both over 
\cn nation and underventilatkm will produce chemical change 
m in t le blood which are deleterious to the patient. The prob 
cm o care of patients with poliomyelitis becomes complicate! 
• 1!, '? 5 ’. anc on c hesitates to make any over-all statement. How 
_ er ’,' ,s P os ty )!e to clarify some of the observations whicl 
ay e made. One may see inadequate gaseous exchange asso 


ciated with deficiency of ventilation or deficiency of the alveoli 
of the lungs. Deficiencies in ventilation are due to paralysis of 
the diaphragm or intercostal muscles, depression or destruction 
of the respiratory center in the medulla or obstruction of the 
upper airway resulting from pharyngeal or laryngeal paralysis. 
Alveolar deficiency may be the result of pulmonary edema, 
atelectasis or pneumonia. Patients have to be watched closely 
for all these factors, and many factors are interdependent. An 
example is pulmonary edema caused by an obstructed airway. 
On the other band, pulmonary edema itself will further obstruct 
the airway, producing a vicious cycle. In clinical observation 
of the patient, it is important first to realize that hypoxia alone 
will usually produce euphoria. This has been observed repeatedly 
under various experimental conditions in the air forces. How¬ 
ever, retention of carbon dioxide produces a different clinical 
picture. Retention of smaller amounts of carbon dioxide has a 
stimulating effect; it produces anxiety, restlessness, fearfulness 
and, many times, a fear of death. If the patient is able to 
breathe, there will be an increase in the respiratory rate. As 
retention of carbon dioxide progresses, a depressant effect 
occurs, leading to a clouded mental state, delirium and coma. 
Initially there is an increase in the pulse rate and blood pres¬ 
sure, and finally there will be a state of shock. In many patients 
with poliomyelitis, retention of carbon dioxide is complicated 
by inadequate oxygenation. In retention of carbon dioxide the 
administration of oxygen may lead to temporary apnea. This 
results from removal of the stimulating effect of hypoxia on 
the respiratory center in the presence of the sedative effect of 
carbon dioxide. In subacute retention of carbon dioxide the 
compensated states occur which have been documented so ably 
by the- authors. With hyperventilation the respiratory center 
itself will adjust to lower quantities of carbon dioxide in the 
blood, so that the new levels of carbon dioxide will then become 
the usual and accustomed levels. When such a patient is taken 
out of the respirator, he will have difficulty in adjusting because 
he is now accustomed to lower concentrations of carbon dioxide. 
It may be that with prolonged retention of carbon dioxide 
partial readjustment of the respiratory center as well will occur. 

Dr. Roland P. Mackay, Chicago: This paper illustrates well 
the role which, ideally, should be played by clinical physiology 
in sharpening our management of neurological cases. It also 
emphasizes the extent to which the modern neurologist must 
acquaint himself with physiologic processes which are not 
usually considered relevant to clinical neurology. The conclu¬ 
sions of Dr. Plum and Dr. Wolff are illuminating. Elevation of 
arterial carbon dioxide may be instrumental in keeping the 
patient in delirium or coma, thus prejudicing his changes for 
survival at a time when oxygen studies suggest that he is in 
little respiratory difficulty. Since carbon dioxide is 2he most 
powerful stimulant of the respiratory center, its excess in the 
blood makes certain that a patient with bulbar poliomyelitis, 
whose respiratory center is already damaged by the disease, will 
be stimulated far beyond the capacity to respond. This is com¬ 
parable to requiring a patient with a nearly paralyzed leg to 
exercise violently during the acute stage of the disease. The 
authors’ experience of the great superiority of the tank respira¬ 
tor over the cuirass type accords with my own. The difficulty 
with patients with acute respiratory insufficiency is primarily 
a mechanical one and results from the failure of the diaphragm 
to perform its function and from the failure of the intercostal 
muscles of respiration. Therefore, it is certainly inadequate to 
put such a patient in an oxygen tent or to administer oxygen 
by any other means. The patient is damaged, actually, by car¬ 
bon dioxide. In many hospitals, careful studies of the type pre¬ 
sented in this paper are not possible, laboratory facilities not 
being at hand. A few simple clinical points may be of help in 
the management of the patient. One should remember the old 
clinical Litten sign for the detection of diaphragmatic excursion. 
If, in a darkened room, a light falls tangentially along the line 
of the chest, the excursions of the diaphragm may be observed 
m the indrawing of intercostal spaces. If the diaphragm is 
paralyzed, the fact may be detected in this fashion, as well as 
by the paradoxical infalling of the abdominal waii during in¬ 
spiration. If a patient’s carbon dioxide level is high, he will 

20. Bennett, V. R.: Personal communication to the authors. 
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nearly always show some degree of cyanosis. Therefore close 
attention to the degree of cyanosis present will be of great help. 
Even small degrees of cyanosis can readily be detected in the 
lips and other tissues. On the other hand, if a patient in the 
tank respirator is hyperventilated, alkalosis may develop. In 
such cases, cyanosis likewise appears. But in a patient not in a 
respirator any degree of cyanosis is a danger signal and should 
call for the use of a respirator. 

Dr. Fred Plum, New York: With reference to Dr. Brown’s 
comments on hyperventilation in patients in respirators, I am 
curious as to whether the hyperventilation he observed was 
early in the stage of paralysis or later, in the stage of con¬ 
valescence. Our experience was that hyperventilation was en¬ 
countered in respirator patients only after they had passed 
through the acute, prostrating stage of poliomyelitis and were 
well into convalescence. Mr. Ray Bennett, the respiratory en¬ 
gineer, tells me that this experience was corroborated on a large 
scale by Dr. Bauer’s group in Los Angeles, who encountered 
fairly severe respiratory acidosis even in patients in tank res¬ 
pirators but did not observe the hyperventilation syndrome ex¬ 
cept in convalescents. As to the mechanism of action of carbon 
dioxide on the respiratory center, carbon dioxide is usually used 
in stimulating amounts of about 5 per cent carbon dioxide to 
95 per cent oxygen. If the carbon dioxide concentration is raised 
to about 10 per cent and the patient or experimental animal 
continues to breathe this mixture, the respiratory center be¬ 
comes depressed. A similar phenomenon is present in the patient 


AL. 

with pulmonary emphysema, who has chronic carbon dioxide 
retention. It thus appears that the respiratory center is probably 
depressed by high carbon dioxide tensions, rather than being 
exhaustively stimulated by them. In any case, only the carotid 
bodies provide chemical stimulation of respiration after the 
respiratory center is gone, and they are stimulated by hypoxemia 
rather than by high carbon dioxide tensions. The simple tests 
and the clinical signs which manifest hypoxia and hypercapnia 
are certainly of the greatest importance. However, we tend to 
feel that cyanosis cannot be relied on. Dr. Comroe, of Phila¬ 
delphia, demonstrated the unreliability of cyanosis in the de¬ 
tection of hypoxia.-He had a group of clinicians judge patients’ 
arterial oxygen saturations by the degree of cyanosis present 
and checked these estimations with the oximeter. The correla¬ 
tion was poor, and anoxemia was not consistently manifested 
by cyanosis until arterial oxygen saturation fell to about 80 
per cent. Dr. Brown’s co-workers at the University of Minne¬ 
sota extended studies of this nature to patients with poliomy¬ 
elitis and by the use of the oximeter demonstrated that the 
presence or absence of cyanosis was not an accurate index of 
a patient’s oxygenation. The carbon dioxide-consuming power 
of the blood is simply determined, as is the pH of the urine. 
Since frequently respiratory decompensation takes 24 to 48 
hours to develop, a rising carbon dioxide-combining power and 
an acid urine would indicate that a patient with respiratory 
paralysis was not throwing off carbon dioxide and would guide 
respirator therapy. 


ANESTHESIA FOR COMMISSUROTOMY FOR MITRAL STENOSIS 

PRELIMINARY REPORT 


Kenneth K. Keown, M.D., D. Dwight Grove, M.D. 

and 

Henry S. Ruth, M.D., Philadelphia 


Gibbon, 1 in defining cardiac surgery made the fol¬ 
lowing statements: “Operations upon the human heart 
have been confined chiefly to the surface or to the walls 
of the heart. The field of intracardiac surgery on human 
patients is in its infancy.” Because of the increasing em¬ 
ployment of intracardiac surgery in human patients, for 
which our department has been responsible for anes¬ 
thesia, and because of the increasingly beneficial results 
obtained by such surgical procedures, it appeared to us 
that intracardiac surgery held such definite prospects for 
certain incapacitated patients that its application would 
increase. Therefore, it was thought that a report on the 
current methods of anesthetic practices employed by us 
might be helpful to others who may be called on for this 
application of anesthesia. This discussion will be limited 
to anesthesia for commissurotomies in cases of mitral 
stenosis. Of all surgical procedures on the mitral valve 
this one has produced the greatest benefit to patients in 


From the Department of Anesthesiology, Hahnemann Medical College 
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the bands of our thoracic surgery group. 2 It is possible 
that intracardiac surgical procedures of other types may 
be employed more frequently in the future. The current 
practices of anesthesia may well continue to be satisfac¬ 
tory for all intracardiac operations on adults, but we wish 
to emphasize that this is a preliminary report. The prin¬ 
ciples and methods described are the most satisfactory 
to date for mitral commissurotomies, but we will con¬ 
tinue to seek any factor that may show possibilities of 
increased benefit. 

PATHOLOGY OF MITRAL STENOSIS 

It has been estimated that from 0.5 to 1.0 per cent of 
the community is affected where rheumatic fever is 
endemic, and 85 per cent of these by chronic valvular 
heart disease. 3 This statement provides the reason for 
the initial investigation of the effects of surgery on the 
mitral valve (the valve most frequently involved by the 
disease). Deformity of the mitral valve may result in 
major stenotic or regurgitant effects. Once these situa¬ 
tions arise, the prognosis is unfavorable in almost every 
instance. Therefore, “desperate measures seem less 
desperate” when a condition is recognized as having only 
a fatal or hopeless outlook, and “with application and 
courage, not infrequently can be made safe.” To this 
end, we believe, anesthesiologists can contribute. 

Without an attempt at oversimplification, the basic 
lesion and subsequent pathological physiology of rheu¬ 
matic heart disease in which there is deformity of the 
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mitral valve, as already stated, should perhaps be further 
explained as follows: There is fibrosis of the mitral valve 
with or without regurgitation. When this fibrosis becomes 
well developed, a rigid slit in a fibrotic plaque replaces 
the normal mitral valve. This pathological change pro¬ 
duces increasing back pressure on the left auricle and the 
pulmonary circuit, with resultant hypertrophy of the 
right side of the heart. The high pressures produced 
result in accidents to the pulmonary circulation or failure 
of the right side of the heart or both. 

DEFINITION OF COMMISSUROTOMY 
When the usually encountered consequences of mitral 
disease are considered, it is not surprising that as early 
as 1902, Brunton, 4 an internist, suggested the possibility 
of a direct surgical attack on the mitral valve. Digital 
dilatation of the stenotic mitral valve was performed by 
Souttar in 1925, with success in one case. 5 At our institu¬ 
tion digital dilatation, since termed finger fracturing of 
the mitral orifice, was performed in three cases, with one 
success. The first patient was operated on on June 12, 
1946 2a ; death within 72 hours was shown at necropsy 
to have been caused by clotting at the torn commissures. 

Systolic Pressure Within the Auricle During Surgery 


Pressure in left Auricle, Mm. Hg * 
Before After 

Patient Commissurotomy Commissurotomy 

J. B. 45.1/30.3 14.3/2.0 

E. W. 35.8/16.5 6.9/1.3 

V. S. 30.2/10.0 22.1/7.3 

G. B. 45.5/7.8 39.0/6.5 


* Pressures recorded by Lilly manometer. 

During the postmortem examination, the possibility of 
cutting the mitral valve commissure into flexible tissues 
just beyond the fibrotic structures was first considered. 
This procedure, defined as “commissurotomy” as a result 
of a suggestion by Durant, is a procedure designed to re¬ 
establish a considerable degree of normal valvular func¬ 
tion, as compared with procedures substituting regurgi¬ 
tation for stenosis. The method has been adequately 
described, and the description will not be repeated here. 
When correctly performed, it relieves the tremendous 
back pressures resulting from the stenosis, with excellent 
return of valvular function. As an illustration: By means 
of cardiac catheterization at the time of the surgical pro¬ 
cedure, immediately before cutting of the valve, in one 
patient the preoperative systolic pressure in millimeters 
of mercury in the left auricle was reduced by commis¬ 
surotomy from 45.1 to 14.5, while the diastolic pressure 
in the left auricle was reduced from 30.3 to 2.6. Fifty 
patients have been subjected to commissurotomy; eight 
did not recover. 58 One patient recovered from the oper¬ 
ation and was progressing satisfactorily six months 
later, when she died as a result of an upper respiratoiy 
tract infection and bronchopneumonia. 

SELECTION OF CASES 

The cases in which a surgical procedure is to be per¬ 
formed are carefully studied and selected. Fluoroscopy 
is done, electrocardiographic tracings and phonographic 
recordings are made and circulation time and venous 


pressures are determined. Catheterization of the right 
heart and pulmonary' artery is important. Patients are 
studied by a cardiologist, who takes into consideration 
preoperative pressure readings from the pulmonary 
arteries and right ventricle and auricle in contemplating 


Left atrium 



Fig. 1.—Commissurotomy knife on finger, showing method of cutting 
the mitral valve. 


results. Ballistocardiograms and studies of cardiac out¬ 
put also are of value. 

We believe that the most favorable group consists of 
those patients with mitral disease who have excessive 
fatigability and increasing exertional dyspnea—but no 
active rheumatic disease—and whose sinus rhythm is 
normal, in whom the lesion is predominantly stenotic 
and in whom there is evidence of significantly increased 
pulmonary hypertension. 

A less favorable group, but one for whom surgical 
intervention is not necessarily contraindicated, consists 



for electrocardiographic tracings in place, patient 
ready for induction of anesthesia. 


of those patients who have the symptoms cited above 
plus recurrent bouts of hemoptysis arterial embolic 
phenomena and auricular fibrillation without failure. At 


h : Preliminary Note on the Possibility of Treating Mitral 
Stenosis by Surgical Methods, Lancet 1:352, J902 3 tral 

2 : 6035« (OcL st'lS?. SUr ® iCaI Trea,ment of Mi, ’ ra l Stenosis, Brit. M. 3. 

fni iL SiB “ <his Presentation was made, 116 commissurotomies were per- 

V™- ’• With 14 fa,alities - F rom Jan.1,MSI to 
April 1, 1951, 16 were performed with 6 fatalities. ° 
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the present time, the presence of auricular fibrillation is 
not considered a contraindication to the procedure. 

Surgical intervention, however, is not instituted in the 
presence of active rheumatic infections, superimposed 
subacute bacterial endocarditis, cardiac failure uncon¬ 
trollable by medical means, or marked associated mitral 
regurgitation or other valvular (aortic) deformities.-* 
In addition, before a surgical procedure is advised, 
any previous infarction should be proved to be healed. 
Patients who are in failure or on the verge of failure are 
given digitalis both before and after operation. Early in 
our series of operations it had been customary to employ 
quinidine sulfate to counteract the irritability of the 
heart. In one case it appeared to us that there was a 
synergistic effect between the quinidine sulfate and 
our method of anesthesiologic care, which so reduced 
the irritability of the heart that when cardiac arrest 
occurred cardiac contraction could not be reestablished. 
Since that one experience, although our department of 
pharmacology has not been able to duplicate our sus¬ 
pected summation of the effects of quinidine sulfate and 
procaine, neither quinidine nor any other agent has been 
employed for that purpose, with the exception of pro¬ 
caine. 

PREANESTHETIC PREPARATION 
The preanesthetic preparation, medication and anes¬ 
thesiologic care are directed toward (1) decreasing the 
irritability of the heart, (2) lessening any factors such as 
nausea, vomiting, coughing or straining that may be 
present just before, during or in the immediate post¬ 
operative period, because of their effect on increasing 
pulmonary hypertension with edema, and (3) increasing 
the already restricted vital capacity of the patient. 

PRELIMINARY MEDICATION 
Preliminary medication is aimed toward having the 
patient rested and the metabolic rate as nearly normal 
as possible without depression. Pentobarbital (nembu¬ 
tal®), 0.10 to 0.20 Gm. (IV 2 to 3 grains), or secobarbital 
(seconal®) sodium in the same dosage is prescribed the 
night before operation. From an hour to an hour and a 
half before anesthesia, 0.10 Gm. of pentobarbital (1)4 
grains) is given by mouth, and meperidine (demerol®) 
hydrochloride, 75 to 150 mg., with atropine sulfate, 0.60 
mg., (1/100 grain) are given intramuscularly. Shortly 
after administration of these drugs a vein in the lower 
extremities, usually the anterior tibial vein, is cannulated 
under infiltration anesthesia. 

MANAGEMENT OF THE PATIENT IN OPERATING ROOM 
After the patient is brought to the operating room, 
absolute quiet is essential. The equipment for making 
electrocardiographic tracings and determinations of 
blood pressure is applied after the patient has been placed 
in a supine position on the operating room table. 

Thirty minutes before induction of anesthesia, a solu¬ 
tion of 0.2 per cent procaine in 5 per cent dextrose and 
distilled water is administered intravenously in the op¬ 
erating room. From 350 to 750 mg. of procaine is given 
before intubation is carried out. As a result of adminis¬ 
tration of this combination of drugs, our patients are 
calm and have received sufficient procaine to obviate 
the majority of extrinsically caused cardiac irregularities. 


J.A.M.A., June 2, 1951 

Usually some slowing of the heart rate can be demon¬ 
strated. In addition, procaine, so administered and 
continued, produces a degree of analgesia beneficial to 
the patient. 

At the time of the preanesthetic examination, and 
again before anesthesia is induced, an attempt is made 
to explain the steps of the procedure of which the patient 
may be aware during operation. This includes the curare¬ 
like action of decamethonium bromide (syncurine®). 
Decamethonium bromide in doses varying from 1 to 4 
mg. is administered intravenously until the patient experi¬ 
ences difficulty in opening and closing his eyelids. Thio¬ 
pental (pentothal®) sodium is then given intravenously 
in dosages sufficient to produce hypnosis (250 mg. or 
more). By this time, approximately 350 mg. or more of 
procaine has been given. A Magill endotracheal catheter 
is passed under direct vision by the oral route. With this 
method we have rarely seen a patient “buck” or fight the 
introduction of an endotracheal tube. A mixture of 50 
per cent nitrous oxide and 50 per cent oxygen is admin¬ 
istered from the time the patient loses consciousness. 
During all steps apnea is avoided with its ensuing, 




Fig. 3.—Anesthetized patient ready for draping. 


although temporary, hypoxia. Whenever indicated, re¬ 
spiratory function is augmented to assure adequate pul¬ 
monary ventilation with both adequate oxygen delivery 
and carbon dioxide elimination. Administration of 
nitrous oxide and oxygen in this concentration is con¬ 
tinued until the left auricular appendage is opened by 
the surgeon, when 100 per cent oxygen is administered. 
Procaine is continued at the same concentration of 0.2 
per cent, with a basic flow of 1 Gm. per hour. Thiopental 
sodium is added as required for basal hypnosis. We 
believe that analgesia and anesthesia result from the 
combination of procaine, nitrous oxide and thiopental 
anesthetics. 

Continuous or semicontinuous electrocardiograms are 
taken during the surgical procedure. All surgical activi¬ 
ties are interrupted if ventricular tachycardias appear, as 
determined either by electrocardiographic means or 
directed vision, because we believe that if a ventricular 
tachycardia is allowed to' persist for a longer period than 
from eight to 10 or slightly more contractions, ventricu¬ 
lar fibrillation may occur. With cessation of manipula¬ 
tion, normal cardiac rhythm is usually restored. It is 
particularly dangerous to overload the cardiovascular 
system with fluids that easily produce pulmonary edema, 
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especially in these cases. Solutions of sodium chloride 
are not employed because of their well known effect in 
this respect, as well as the possibility of oliguria occur¬ 
ring after operations. Whole blood is administered as 
indicated. From the viewpoint of anesthesiology, we 
whole-heartedly advocate the physiological rectification 
of hypotension brought about by shock, in contra¬ 
distinction to pharmacologic treatment of the condition 
by means of drugs. Usually but little blood is lost, be¬ 
cause of the present perfection of surgical technic. 

At the completion of intracardiac manipulation, the 
rate of flow of procaine is decreased. Usually thiopental 
sodium need not be added after the approximation of 
the chest wall has been started. We attempt to have these 
patients awake, moving and responsive at the comple¬ 
tion of surgery. 

We have been alarmed by symptoms produced by a 
change of position, such as elevation of a shoulder, dur¬ 
ing the operative procedure. In such cases the heart 
could conceivably be further dislocated once the pro¬ 
cedure is initiated. For this reason, we attempt to avoid 
any change of position once the pericardium has been 
opened. 

- POSTANESTHETIC MANAGEMENT 
Immediately after operation, a thorough tracheobron¬ 
chial toilet is performed, and if superficial reflexes have 
returned, as is the usual experience, extubation is carried 
out. If the blood pressure and pulse rate are stable, the 
venous cannula is removed in order to avoid a temp¬ 
tation to administer excessive intravenous fluids. If pul¬ 
monary edema is present, oxygen under positive pressure 
is administered until there is no further evidence of this 
complication. Administration of oxygen is continued by 
means of nasal catheter for varying periods. A limited 
fluid intake is prescribed. Sedative drugs may be given, 
but depressants should be avoided. The patient is usually 
ambulatory in from three to five days.- 

SUMMARY 

A preliminary report on the anesthesiologic manage¬ 
ment of 50 cases of mitral commissurotomy is presented. 

ABSTRACT OF DISCUSSION 

Dr. Lloyd H. Mousel, Seattle: Dr. Ruth and his associates 
have had an exceptional opportunity in the development of 
anesthetic methods for this new intracardiac surgical procedure. 
Dr. William Derrick at the Peter Bent Brigham Hospital has 
had the opportunity of anesthetizing a substantial group of 
patients for mitral valvuloplasty. All patients in his group were 
considered exceedingly poor risks, many of them having been 
entirely bedfast for.periods of six months to four years prior to 
operation, and many of them having had acute bouts of cardiac 
ai lire and pulmonary edema. Derrick states that the develop¬ 
ment of preoperative tachycardia has given them great concern, 
n several patients tachycardia and pulmonary edema, due prob- 
a y to increased pulmonary hypertension, developed on the 
aj e ore operation had been scheduled. He attributed this 
con ltion to the apprehension in the patient. Following their 
car y experience of having to postpone surgical intervention 
ecause of right heart failure, he has “stolen” the patient by 
e inlrasenous administration of thiopental (pentothal*) so- 
rnm. given in the patient’s room. Following the thiopental 
injection, ether has been used as the main anesthetic agent. 

nc patient was anesthetized successfully with ethylene and 
0x5 gen. Derrick has not used the intravenous administration of 


procaine routinely, withholding it for use in 20 to 40 mg. doses 
in those cases where cardiac arrhythmias are noted on the con¬ 
tinuous electrocardiographic tracings. In all of his patients the 
pericardial sac has been flooded with a 1 per cent solution of 
procaine as soon as it has been opened. No mention has been 
made, in either Derrick’s or Ruth’s report, of myocardial infil¬ 
tration. This procedure was first used by Horace Smithy, and 
later by Blades, Blalock, Bailey and others. Apparently the 
myocardium can be infiltrated safely prior to the placement of 
a purse-string suture around the area to be incised. Local anes¬ 
thesia in this area tends to prevent arrhythmias from extrinsic 
stimulation. A 1 or 2 per cent procaine solution is not of ade¬ 
quate strength to reduce myocardial irritability. I would rec¬ 
ommend that a 5 per cent solution be used in the pericardium, 
and that the heart he allowed to swim in this solution for several 
minutes before the incision is made in the auricular appendage. 
In patients with mitral stenosis pulmonary hypertension de¬ 
velops. If intrapulmonic pressures are increased above the 
patient’s compensated level, right heart failure may be expected. 
This possibility should be borne in mind in all anesthetic man¬ 
agement. Working with dogs, Pierpont, Blades and I found that 
controlled and supported respiration increased pressures within 
the pulmonary arteries and right ventricle greatly above normal 
levels. It seems possible that controlled respiration or too vigor¬ 
ous supported respiration in patients with mitral stenosis might 
increase pulmonary hypertension to such an extent that right 
heart failure with pulmonary edema could develop in a short 
period of time. The same condition might result from the appli¬ 
cation of positive pressure oxygen or air in an attempt to treat 
pulmonary edema in patients who have pulmonary hypertension. 
We know too little regarding the hemodynamics of pulmonary 
and cardiac circulation during our positive pressure and con¬ 
trolled respiratory manipulations. A great amount of research 
in the physiology of circulation needs to be done soon, in order 
that our anesthesia improvements can keep pace with the newer 
developments in intracardiac surgery. 

Dr. W. O. McQuiston, Peoria, Ilf.: The results reported by 
Dr. Ruth and his associates are spectacular. The patients in 
this series could by no stretch of the imagination be considered 
even fair anesthetic risks. Commissurotomy in the adult is a 
much more difficult and dangerous procedure than commis¬ 
surotomy or valvulotomy in the child, just as division of a 
patent ductus or excision of a coarctation of the aorta in the 
adult is a much more formidable procedure than the same 
operation in the child. Since I have had no experience with 
intracardiac surgery in the_ adult, it would he presumptuous, and 
possibly dangerous, to suggest that the relatively simple anes¬ 
thetic technique that we have used successfully for intracardiac 
surgery in children might also be adequate for the adult. How¬ 
ever, in children, at least, other agents and techniques may be 
used. We attempt to reduce the metabolism without respiratory 
depression, by administering relatively large doses of morphine 
and scopolamine or atropine preoperatively. Morphine has 
always been our favorite sedative drug for cardiac patients, and 
we wonder if Dr. Ruth uses meperidine (demerol®) hydro¬ 
chloride for intracardiac surgery because of its spasmolytic 
action, and if he prefers it to morphine for all types of cardiac 
patients. We have used cyclopropane for all our intracardiac 
surgery as well as for exploration inside the pericardium. 
After the pericardial sac is opened, 1 per cent solution of pro¬ 
caine is poured into the sac, bathing the heart with procaine 
for at least five minutes before the heart is opened or handled. 
Arryhthmia has not been noted. By means of this technique 
fouT patients—23 days, 2 months, 11 months, and 10 years of 
age—have undergone pulmonary vavulotomy with no mortality, 
and several children have undergone extensive intrapericardial 
explorations. Adequate pulmonary ventilation with an atmos¬ 
phere rich in oxygen has been stressed by Dr. Ruth. After ex¬ 
perience with over 500 patients undergoing cardiac surgery, it 
is my clinical impression that oxygenation Ls the most important 
factor in preventing cardiac disturbances. We feel that un¬ 
assisted or occasionally assisted respiration when the chest is 
opened may result in inadequate pulmonary ventilation, and we 
therefore use controlled respiration on all patients. The danger 
of overloading the cardiovascular system with fluids cannot he 
overemphasized. With too much fluids pulmonary edema and/or' 
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cardiac decompensation may occur. We administer a 50 per cent 
dextrose solution intravenously if edema occurs, and digitalize 
the patient with one of the drugs for intravenous administration 
if cardiac decompensation occurs. 

Dr. Henry S. Ruth, Philadelphia: Emphasis should be placed 
on the fact that we not only have used the method presented to 
you, which is the method of anesthesia management we employ 
at the present time, but have also employed ethyl ether, cyclopro¬ 
pane and other drugs. In our hands, at least, these agents 
did not provide as satisfactory results. Instillations of the 
higher percentages of procaine in the pericardium after it has 
been opened and after the injection of the auricular appendage, 
were not called to your attention because they are performed 
by the surgeon, and limitations of time prevented us from dis¬ 


cussing any portion of the surgical management in great detail. 
I do not believe that Dr. Mousel’s criticism of oxygen admin¬ 
istered under pressure applies to our use of it in the manner re¬ 
ported. If you will recall, oxygen under pressure for the treat¬ 
ment of pulmonary edema was listed under postanesthesiologi- 
cal care. It is to be remembered, too, that the pressure in the 
pulmonary circuit is relieved by commissurotomy. Therefore, 
no greater precautions in the utilization of oxygen under pres¬ 
sure appear to be indicated here than elsewhere. Lastly, to an¬ 
swer a question by Dr. McQuiston: We are using meperidine 
(demerol®j hydrochloride for spasmolytic effect, and, also, be¬ 
cause we believe less nausea and vomiting follow its use. Any 
bouts of postoperative nausea and vomiting are, of course, not 
well tolerated in these patients. 


HYPERTHYROIDISM WITHOUT APPARENT HYPERMETABOLISM 


Sidney C. Werner, M.D. 

and 

Howard Hamilton, M.D., New York 


A recent study in this clinic of the newer laboratory 
technics for appraising thyroid function 1 has revealed 
several points of interest. First, the evaluation of a single 
function of the gland, such as the ability to take up radio- 
iodine 2 or to maintain the level of precipitable iodine in 
the serum, 3 does not always reflect the over-all activity of 
the gland. Second, the appraisal of several functions of 
the thyroid has not overcome this difficulty. The determi¬ 
nation of the levels of both radioiodine tracer uptake and 
serum precipitable iodine chemically, or of tracer uptake 
and basal metabolic rate, provides, with about 95 per 
cent accuracy, a reflection of gland activity, but it is still 
not pathognomonic of either hyperthyroidism or hypo¬ 
thyroidism. Third, despite this limitation, the use of the 
newer technics has permitted the characterization of a 
hitherto poorly recognized group of patients who have 
hyperthyroidism but no apparent concurrent elevation 
of basal metabolic rate. 


From the Department of Medicine, College of Physicians and Surgeons, 
Columbia University, and the Presbyterian Hospital. 

Read before the Section on Internal Medicine at the Ninety-Ninth 
Annual Session of the American Medical Association, San Francisco, June 
28, 1950. 
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An analysis of the data from 15 such patients seen at 
the Presbyterian Hospital in the past year is the subject 
of the present report. There are several of the 15 patients 
in whom the clinical picture was induced during radio- 
iodine therapy for hyperthyroidism. 4 As a consequence, 
we had considerable difficulty in establishing whether 
control over toxicity was in part or was entirely achieved. 

The concept that hyperthyroidism may occur without 
ostensible hypermetabolism has received sporadic atten¬ 
tion in the literature. 5 However, these papers have not 
won acceptance of the entity by all clinics. The well 
known difficulties in clinical differentiation between 
hyperthyroidism and anxiety or other psychoneurotic 
states De has made for skepticism toward a diagnosis, 
which has to be made in the face of lack of support from 
the laboratory. Swenson and Curtis 0 most recently have 
been interested in the problem. They studied diffuse and 
nodular goiter and noted a group of patients with normal 
basal metabolic rates, but with elevation of the serum 
iodine level. They postulated that these patients might 
have toxicity from goiter. Soisalo, however, in a similar 
series could not entirely concur with this interpretation 
on the basis of a more detailed iodine tolerance test. 7 
Moreover, the relatively high incidence of elevated values 
of serum iodine in euthyroid subjects proved not to have 
hyperthyroidism 8 makes difficult the acceptance of this 
test as a final diagnostic criterion for the individual 
patient. 

In order to avoid question, a definite response to ther¬ 
apy has been required in the present study, in addition 
to laboratory evidence from the radioiodine tracer, serum 
precipitable iodine and basal metabolic rate determina¬ 
tions, before a final diagnosis of hyperthyroidism with¬ 
out apparent hypermetabolism has been accepted. 

METHODS 

All patients were seen either in the hospital or in the 
thyroid clinic by one of us (S. C. W.). Adequate follow¬ 
up has been possible after initiation of therapy in all but 
one patient. This patient’s data have been included m the 
tables since there is little doubt as to the correctness of 
the diagnosis. 
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Customary clinical and laboratory procedures have 
been employed to establish a diagnosis and evaluate the 
results of treatment. Basal metabolic rate determinations 
were performed in the routine basal metabolism labora¬ 
tory with the use of a Benedict-Roth apparatus. Two or 
three readings of five minutes each were made after the 

Table L— Previous Treatment for Hyperthyroidism 

Therapy Group 1 Group 2 

No previous treatment. e 3 

Chronic antithyroid drug. 2 I 

Operation. ~ 0 

Radioiodine. 4 * " 

Roentgen—.. 1 0 

* 0£ the Jour patients under radioiodine therapy, one had not been 
operated on previously, and three had had recurrence ot hyperthyroidism 
alter operation. 


Table 2 .—Initial Symptoms 


Group X Group 2 


f ---— -\ r -—' 

No. No. No. No. 

Symptom Positive Tested Positive Tested 

Weight loss.*— 11 15 1 2 

Nervousness. 11 15 1 2 

Fatigability. 8 11 2 2 

Palpitation. 8 13 0 1 

Sweating, heat sensitivity... 4 11 0 1 

Diarrhea. 2 7 0 1 

Eyes. 0 15 0 2 


usual 30 minutes of bed rest. Spirograms were reviewed 
aud considered satisfactory in all patients listed except 
one with a habit spasm, champing of the jaws. 

The uptake of radioiodine was measured directly over • 
the gland 24 hours after the ingestion of 40 microcuries 
of I 131 , as previously described. 0 The chemical determi¬ 
nation of precipitable iodine in the serum was done by 
the method of Barker. 311 The determination of serum cho¬ 
lesterol was done with the patient in the fasting state by 
the method of Bioor. 10 The inherent inaccuracy of the 
method is recognized, but experience indicates that rising 
levels usually represent clinical improvement. 


Table 3. —Initial Physical Signs 



Group X 

Group 2 






Physical Sign 

No. 

No. 

No. 

No. 

Positive 

Tested 

Positive 

Tested 

Dulse rote . 



o 

n 

Tremor... 




o 

Coarse.. 










Palms “hothouse**,. 

8 

14 

1 

I) 

Thyroid enlargement.... 

10 

15 

1 

2 

0. 





-f. 



1 


-i+ . 









++++. 

0 


0 


Exophthalmos..... 





group e 2 r waam t0 “ P 1 nmScd Irom 86 to 120 pcr 

minute. 

Pulse rate 


The result of a trial period of administration of a seda¬ 
tive or sodium iodide was observed in several instances 
or confirmation of the clinical impression. Definitive 
therapy was undertaken with radioiodine in six instances, 
propylthiouracil in five and surgical intervention, in one. 
Sodium iodide alone was given in two. No treatment was 
possible in the one patient lost to follow-up. Of the two 
patients thought not to have hyperthyroidism, one re¬ 


ceived roentgen therapy, and the other antithyroid drug 
in the same dosage as the other patients. There was xio 
response in either instance. 

RESULTS 

Clinical Observations .—The history and physical ex¬ 
amination of each of the 15 patients considered to have 
hyperthyroidism (group 1) has been analyzed (tables l, 
2 and 3). There are 13 women and two men, whose 
ages range from 21 to 61 years. Two additional patients 
thought not to have toxic goiter because of lack of re¬ 
sponse to therapy (group 2) are included in the tables to 
emphasize the inherent error in reliance on laboratory 
findings alone. Their ages were 34 and 63 years, respec¬ 
tively. 

A clinical suspicion of hyperthyroidism was present in 
almost every instance prior to investigation. Neverthe¬ 
less, the symptom picture was equally consistent with the 
manifestations of a neurosis, such as anxiety state or 
neurocirculatory asthenia. As a result, there was gen¬ 
erally no uniformity of opinion as to the diagnosis among 
the several experienced clinicians first seeing a given 
patient before the reports from the laboratory were re¬ 
ceived. The most consistent symptoms elicited in the 
history (table 2) were nervousness in 11 of the 15 pa¬ 
tients, weight loss with good appetite in 10, palpitations 
• and fatigability in eight each. 


Table 4. —Response of Body Weight to Treatment 

Weight Gain 

,—---A __„ 


Arcrtige, Range, 

Group Lbs. Lbs. 

1 . 7 3-14 

2 . + 1,-1 + 1 — 1 


The one consistent finding on physical examination 
(table 3) was tachycardia, noted in all 15 patients, with 
pulse rates between 86 and 120 per minute. Warm moist 
palms were noted in eight. A readily palpable gland was 
observed in five patients. The gland was barely palpable 
in five and was impalpable in the other five. Tremor of the 
extended hands was present in nine patients, fine in char¬ 
acter in five of these and coarse in the other four. No 
tremor was apparent in four, while the observation was 
not made in one. Weight gain (table 4) and subsidence 
of symptoms and signs were noted in response to treat¬ 
ment in all the patients diagnosed as having hyperthy- 


, ‘ . c !? cr Lr* C,; ^ uirnby « E. H. f and Schmidt, C.: Radioactive Iodine 

l ' 13 }' l h , e „ Trca , tm , ent of Hypothyroidism, Am. J. Med. 7.-731, 1949 ’ 
'S .1 hidter, X. L., and Raulston, B. O.: Recognition of Mild HvDer 
thyroidism, J. A. M. A. 79: 1509 (Oct. 28) 1922 . (6) Ball F E Thyto 
“ M th ,h ^ 0rm ? 1 Mctabolis m Early in the Course of the Disease 
thOrnM . Am “ ca 14: J277 - ,93! - Smith, P. s,: Mild Hyper- 

l hy °‘?. lS ™ 3nd ,h | Neuroses, Ann. Int. Med. 4: 1460, 1931 . (rf) Gorfon 

Basa, 

DiaBn0SiS ° f B0fderli " e Hyperthyroidism^ 

ufth mrneh? '^vr Thc , ,n " reascd Prolcin Hom'd Blood Iodine in Pmiemi 
^yperthyrojdttm, J. Cim. Endocrinol. 8:934, 1948, 

7. Soisalo, P.: Blood Iodine and Thyroid Function: A Studv nr -k,i 
C ases, Acta med. Scandinav. 133* 186 1949 * ^ ^ 

9 We^r K s a ci k n,? n b tonnor ’ Curtis 3nd Swenson.* 

Chem 29: w; mi The De,emi ™™ of Choicsterot in Biood, J. Biol. 






























452 


HYPERTHYROIDISM—WERNER AND HAMILTON 


J.A.M.A., June 2, 1951 


roidism except in the one patient not adequately fol¬ 
lowed, of whom proper observation was not possible. 

Laboratory Findings .—The levels of tracer uptake 
and serum precipitable iodine chemically are abnormally 
high in the patients presented in this report, since this 
has been a requirement for diagnosis (table 5). The 
results of the basal metabolic rate determination before 
definitive treatment range from + 1 per cent to + 16 per 
cent, with an average of + 11 per cent. 

There is only one basal metabolic rate value of + 16 
per cent; nine of the remaining fall between + 10 per 
cent and + 15 per cent and five between ± 0 per cent 
and + 10 per cent. The selection of + 15 per cent as the 
upper limit of normal for the basal metabolic rate is 
based on the fact that in this laboratory, approximately 
25 per cent of concurrently tested and proved euthyroid 
patients have basal values in excess of + 10 per cent 
and about 15 per cent in excess of + 15 per cent. 1 Thus 
distinction between thyroid overactivity and anxiety or 
hypertension on the basis of a basal metabolic rate de¬ 
termination in the + 10 per cent to + 15 per cent range 
is virtually impossible from this evidence alone. 

The highest level of radioiodine tracer uptake for the 
hyperthyroid group presented herein is 77 per cent up- 


Treatment of hyperthyroidism in these patients is fol¬ 
lowed by a definite fall in basal metabolic rate, a return 
of the serum precipitable iodine level toward normal and 
a slight rise in serum cholesterol. The correlation be¬ 
tween tracer uptake and hormone release may be dis¬ 
rupted by therapy so that this test was not followed 
after treatment. 

COMMENT 

The concept that hyperthyroidism may exist without 
apparent elevation of basal metabolic rate appears to 
have been confirmed. This statement applies to the basal 
rate determination as done routinely in the laboratory 
and has not been subjected to verification by special 
technics. These persons mainly have been classified in 
the past as neurotic or hypertensive on the basis of the 
relatively normal result of the basal metabolic rate de¬ 
termination. The introduction of the radioiodine tracer 
test has made it relatively simple to screen out for further 
study 11 those patients with elevated uptake. Confirma¬ 
tion of possible hyperthyroidism should then be sought 
by the serum precipitable iodine and basal metabolic 
rate determinations. However, even with support from 
the laboratory data, it must be emphasized again that 
further documentation of the possibility of toxicity from 


Group 1 
Average. 
Range- 

Group 2 
Range... 


Table 5. — Laboratory Values Before and After Treatment 


Cholesterol, Rndiolodine S.P.I., 

BMR, % Mg./100 Cc. Uptake, % at 24 Hr. Gamma/lOO Cc. 

-A-, --*-- ,-,-A-- --A- 


Before 

After 

Before 

After 

Before 

After 

Before 

After 

+n 

G 

'176 

234 

55 


13.1 

7.2 

+ 1-+ 10 

—18-+ 8 

111-249 

181-371 

38-77 

•• 

9.3-25.9 

5.C-8.9 

— 20-± 0 

—18-+3 

153-199 

238 

CO 

30 

9.3- 0.6 

... 


take at 24 hours. There are nine uptake values greater 
than 50 per cent at 24 hours, five values between 40 
and 49 per cent and one value of 38 per cent. Over-all 
experience with the method reveals practically no inci¬ 
dence of uptake greater than 50 per cent at 24 hours in 
euthyroid subjects, although 10 per cent of patients with¬ 
out known thyroid disturbance take up 40-50 per cent 
of the tracer dose at 24 hours. 1 

Serum precipitable iodine levels in the hyperthyroid 
group range between 8.4 and 25.9 gamma per 100 cc. 
The average for the series before treatment is 13.1 
gamma per 100 cc. The upper limit of normal for the 
method is considered as 8 gamma per 100 cc. It is gen¬ 
erally agreed that about 5-10 per cent of serum iodine 
values may exceed 8 gamma per 100 cc. in apparently 
euthyroid subjects, often by a considerable margin. 

The values for fasting serum cholesterol are listed in 
table 5. There is no definite trend indicated by the results. 
The normal range by the method used is approximately 
150-250 mg. per 100 cc. 


11. Werner, S. C.; Goodwin, L. D„ and Quimby, E. H.: The Tracer 
Technique with Radioiodine, I'=‘, as a Potential Substitute for the Basal 
Metabolic Rate Determination in Routine Clinical Practice, abstracted, 
J Clin Endocrinol. £>: 664, 1949. Werner, S. C.; Quimby, E. H.; Goodwin, 
L. C., and Schmidt, C.: Some Results from the Use of Radioiodine, 1 U1 , 
in the Diagnosis and Treatment of Toxic Goiter, Am. J. Roentgenol. 
63* 889 1950. 

12. Means, J. H.: The Thyroid and Its Diseases, ed. 2, Philadelphia, 
J. B. Lippincott Company, 1948, p. 378. 


goiter must be found in a favorable result from therapy 
before the diagnosis can be said to be complete. 

There is real danger that innumerable patients with 
neuroses, anxiety state, hypertensive disease or some 
extraneous disorder may be treated for hyperthyroidism 
if reliance is not placed on all these criteria. In case of 
doubt as to the ultimate result to be expected from treat¬ 
ment, information frequently may be gained by the ad¬ 
ministration of sodium iodide for a two week period. 

A favorable response to the drug is indicated by weight 
gain, by amelioration of toxicity and often by some de¬ 
crease in basal metabolic rate. Serum precipitable iodine 
values tend to decrease under the influence of sodium 
iodide. A return of toxicity should follow discontinuance 
of sodium iodide. 

The production of hyperthyroidism without elevation 
of basal metabolic rate after incompletely successful 
radioiodine therapy of toxic goiter (table 1) is of interest 
in terms of the mechanism of action of radioiodine. It 
appears likely that a quantitative reduction of functional 
thyroid tissue accounts for the remission induced by this 
treatment, rather than that a physiopathologic process is 
interrupted. It is also apparent that the clinician must be 
alert to the possibility of this type of borderline toxicity 
when control over toxicity is not quite complete after 
forms of therapy for hyperthyroidism other than radio¬ 
iodine. A basal metabolic rate between ± 0 per cent and 
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4-15 per cent cannot be relied on too heavily as an 
indication that complete remission from toxicity has been 
obtained. 

summary 

Hyperthyroidism without apparent hypermetabolism 
has been observed in 15 patients at the Presbyterian Hos¬ 
pital within the past year. It has been required for the 
diagnosis that the values for both radioiodine uptake and 
serum precipitable iodine chemically determined be ele¬ 
vated and that there be a satisfactory response to therapy 
subsequently. It is stressed that these rigid criteria must 
be maintained if needless treatment of countless neurotic 
and hypertensive patients is to be avoided. The clinical 
picture and laboratory findings in this group are sum¬ 
marized. Two additional patients are reported with 
laboratory findings consistent with the diagnosis of hy¬ 
perthyroidism but with lack of response to treatment. 

ABSTRACT OF DISCUSSION 

Dr. M. Paul Starr, Pasadena, Calif.: It is no surprise to me 
that this, excellent paper by Dr. Werner points out that there 
are some persons with hyperthyroidism who have a basal me¬ 
tabolism within the normal range. With regard to the rate of 
uptake of radioactive iodine, which I also have studied, I think 
that it measures the activity of the thyroid gland in its relation 
to the metabolism of iodine and does not have much to do with 
whether or not the patient has hyperthyroidism. From the ex¬ 
periences I have had in being consulted with regard to radio¬ 
active iodine, I would like to have the profession realize that it 
is no more pathognomonic or diagnostic than other laboratory 
methods: in fact, the uptake, I feel, is rather unreliable as a 
diagnostic procedure. The basal metabolic rate test is unre¬ 
liable because it is nonspecific, since it measures the total oxygen 
found in the body, which is influenced by many things that are 
not directly dependent on the thyroid hormone. On the other 
hand, it seems to me that the protein-bound iodine, which meas¬ 
ures the level of the thyroid hormone in the blood, is the most 
reliable diagnostic method. One trouble in this whole discussion 
is that none of us is clear about what hyperthyroidism is, and 
since we cannot define what we mean by the disease, it is a little 
hard to decide what is the best diagnostic test for the disease. 
In one sense, we are studying the thyroid too much; whereas we 
should think of the disease as a failure of homeostasis. Dr. 
Means suggested this several years ago. The condition we are 
thinking of as Graves’ disease or hyperthyroidism is a failure in 
some response to stress. We all have stresses. The patient with 
hyperthyroidism, however, cannot get back to normal. The 
patient’s history and complaints are a poor guide to whether or 
not he has the disease. Dr. Mayo Soley laid down a dictum 
sometime ago which I think was to the point, i. e., that many 
patients with hyperthyroidism cannot tell you whether or not 
they have hyperthyroidism until they have been relieved of the 
hyperthyroidism; in other words, they have to return to a 
euthyroid state and homeostasis must be restored before they 
can think properly about their previous condition and then 
realize that they were sick. In our hands, the use of the chemical 
measurement of the protein-bound blood iodine is the most re¬ 
liable method of diagnosis of hyperthyroidism. I would like to 
emphasize the chemical determination of the disease in this case 
just as one uses the chemical determination in diabetes. The ex¬ 
perience in the Diabetic Association throughout the country has 
been that there are many people who have diabetes without 

noising that they have it, but that it is demonstrated by the 
chemical determination of excess sugar. I believe that the same 
thing is true of hyperthyroidism with relation to excess thyroid 
hormone iodine. 

Dr. Edward D. Robbins, Chicago: Ever since the introduc¬ 
tion of clinical calorimetry, there has been a regrettable tendency 
to identify the basal metabolic rate more or less exactly with the 
function of the thyroid. But it is known that this gland con¬ 


tributes at most 40 per cent to the total basal metabolic rate, 
that many morbid processes other than thyroid disease affect the 
basal metabolic rate and that the basal metabolic rate may de¬ 
viate considerably from so-called “normal” without thyroid 
dysfunction being present. Hyperthyroidism, hypermetabolism, 
hypometabolism and perhaps even hypothyroidism may exist as 
independent variables. It is common knowledge that a large 
number of nonmetabolic diseases, e. g., pheochromocytoma and 
leukemia, may produce states of hypermetabolism without hy¬ 
perthyroidism. Drs. Werner and Hamilton have described cases 
of hyperthyroidism without hypermetabolism. There is excellent 
evidence that most patients with low basal metabolic rates but 
without myxedema have hypometabolism but not hypothyroid¬ 
ism. Further, many patients with undemutrition and anorexia 
nervosa have low basal metabolic rates without hypofunction of 
the thyroid. There may be one rather obvious explanation for the 
six cases in this report that had no previous treatment. The nor¬ 
mal distribution curve for the basal metabolic determinations on 
patients without metabolic disease is a gaussian one, and while 
95 per cent of patients fall between —18 per cent and 4- 22 
per cent, 2V5 per cent of these patients have basal metabolic 
rates below—18 per cent. When a euthyroid person whose basal 
metabolic rate is normally —20 per cent develops hyperfunction 
of the thyroid gland sufficient to raise his basal metabolic rate 
30 points, it is then + 10, which is still within the so-called 
“normal” range. There are some reservations which must be 
borne in mind when one interprets data from thyroid uptake 
studies with I 131 : First, Salter has emphasized that to measure 
the turnover rate of iodide to hormonal iodine, which is what 
we are 'really interested in, one must make simultaneous meas¬ 
urements of isotope and stable element. Second, when one 
measures the total isotope content by an external counter, one 
measures the avidity of the gland for iodine, but not the turn¬ 
over rate of iodide to hormonal iodine. It is possible that cases 
of high isotope uptake after partial destruction of the gland by 
radioiodine or subtotal thyroidectomy are caused by hyperplasia 
of the remnant of the gland and/or by decrease in total body 
iodine which results from loss of part of the thyroid gland with 
its stored iodine. 

Dr. Earle M. Chapman, Boston: As a member of Dr. 
Mean’s clinic, I want to say that we have seen recent cases of 
this kind. We recently studied two such cases thoroughly for 
comparative data. One of these women was treated for what 
was called rheumatoid arthritis for a period of two years, and 
we presented her in our clinic, where it was agreed she was not 
thyrotoxic and yet her uptake of radioiodinc was 90 per cent 
and her protein-bound iodine was up about 12 to 13 micrograms. 
We have not yet undertaken therapy with her. We had another 
similar case, and in all, I think we will be able to collect about 
eight or 10 such cases now in our clinic. 


The Quality of Medical Care,—In these stormy and contro¬ 
versial days, much is being said about problems, real or im¬ 
agined, in the general area of medicine as they relate themselves 
to society at large. Particularly do we hear about difficulties in 
the quantity and distribution of medical care, and in the eco¬ 
nomic mechanism of the provision of adequate medical care. 
The factors of quantity and economics have tended to obscure 
far too often the basic fact that the existence of medical care 
and the ability to buy it are essentially in vain if the care is not 
of the highest quality. The research laboratories have put into 
the hands of the practitioners of medicine in all fields, tools 
which are in a sense double-edged swords. When applied with 
skill to a medical problem, these tools can be of enormous diag¬ 
nostic and therapeutic good. When applied carelessly and with¬ 
out complete knowledge, these tools may reap havoc. There¬ 
fore, it is incumbent on everyone who concerns himself with 
medicine increasingly to orient his actions and thinking toward 
programs designed to deliver to the American people not only 
adequate amounts of medical care at a price which the people 
can pay but, perhaps above all else, medical care of the verv 
qu ^-«n D. Murphy, M.D., Postgraduate 
Educatmn with Reference to Anesthesia, Anesthesiology, Janu- 
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NASOPHARYNGEAL IRRADIATION 

RELATIVE MERITS OF ROENTGEN AND RADIUM THERAPY FOR BENIGN CONDITIONS 

L. H. Garland, M.D., H. A. Hill, M.D., M. E, Mottram, M.D. 

and 

M. A. Sisson, M.D., San Francisco 


For many years irradiation has proved to be of consid¬ 
erable benefit in cases of hyperplasia of the lymphoid 
tissue in the nasopharynx. What are the actual results of 
treatment in clinical practice? What is the most effective 
method of irradiation? In an attempt to answer these 
questions we have reviewed our results in several hun¬ 
dred cases and have summarized the relative physical 
effectiveness of the two commonly applied methods of 
irradiation. 

' ANATOMIC CONSIDERATIONS 

In adults the eustachian tubes are about 3.6 cm. in 
length and the orifices usually 4 cm. apart. The bony por¬ 
tion of the eustachian tube comprises the outer third; it 
joins the cartilaginous portion at the isthmus, or narrow¬ 
est part of the tube. The size of the tube increases as it 
reaches its pharyngeal end. Normally the walls in its 
mesial half are apposed; its ostium is vertical and slitlike 
except when forced open by muscular action or positive 
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Fig, I,—Diagrams showing location of pathological changes in benign 
nasopharyngeal lymphoid hyperplasia. Note the location of shaded areas 
of hyperplastic lymphoid tissue, especially those along each eustachian 
tube; the latter deposits develop with repeated or chronic infection. 


pressure. The nasopharyngeal orifices of the tubes are 
surrounded above and behind by the torus tubarius, a 
prominent bulge composed of cartilage covered by mu¬ 
cosa. Above and behind the torus, is the fossa of Rosen- 
miiller, which is lined with lymph follicles and lymphoid 
tissue. On the roof and upper posterior wall of the naso¬ 
pharynx lies the adenoid. Although there is one central 
area of attachment, it may he very extensive and extend 
into the fossa of Rosenmviller and even over the torus 
tubarius. There is no well defined tissue or capsule sepa¬ 
rating the adenoid from the superior constrictor muscle. 

Scattered superficial bands of lymphoid tissue lie 
on the posterior and lateral walls of the pharynx and 
nasopharynx. Both the lateral bands and the scattered 
nodules are more developed in the upper part of the 
nasopharynx and less developed inferiorJy. This tissue is 
normally about 2 mm. thick. Farrior, 1 Wolff, Teutleben 


Read before the Section on Radiology at the Ninety-Ninth Annual 
Session o£ the American Medical Association, San Francisco, June 28, 

?" Parrior J. B.: Histopathological Considerations in Treatment of the 
Eustachian Tube, Arch. Otolaryng. 37:609 (May) 1943. 

1 Shilling C W.» and others: Prevention and Treatment of Aerotitis 
Media, U. S.Wv. M. Bull. 46: 1529 (Oct.) 1946. 


and Zollner have shown that lymphoid tissue is absent in 
and about normal tubes. In the presence of acute and 
chronic infection lymphoid tissue may occure anywhere 
along the tube and even in the middle ear. The lymphoid 
tissue is most prominent at the pharyngeal end of each 
tube, where it is sometimes called the tubal, or Gerlach’s, 
tonsil. The mucous membrane lining of the tympanic 
cavities and eustachian tubes is continuous with that of 
the nasopharynx. The pharyngeal ostium acts as a flutter 
valve, allowing escape of air under pressure from the 
middle ear but preventing passage of air into the middle 
ear. 

PATHOLOGIC CONSIDERATIONS 

The lymphoid tissue comprising Waldeyer’s ring is 
normally “thick” or “hypertrophic” in childhood. About 
the time of puberty it begins to atrophy, except in cases 
of infection, when it persists with or without scar tissue 
formation. With repeated infections, adhesions may form 
from the adenoids to the torus. The close association of 
this lymphatic tissue to the nose, sinuses and eustachian 
tubes seems to be a factor in frequent infection. 

The normal air exchange between the middle ear and 
the nasopharynx is extremely slow. The normal tube does 
not open with each act of swallowing and may remain 
closed for long periods of time each day. With" edema or 
hyperplasia of the lymphoid tissue in the eustachian tubes 
or around their orifices there is blockage, which, if pro¬ 
longed, leads to changes in the middle ear. Deafness may 
result by mechanical block or compression of the pharyn¬ 
geal end of the tube (fig. 1). 

In chronic or repeated infections there are hyper¬ 
trophy of the lymphoid tissue and inflammatory changes 
that may apparently act as a focus of infection for subse¬ 
quent development of sinusitis or otitis. Patients may 
show a granular pharyngitis or mucus hypersecretion. 
Aviators with lymphoid hyperplasia may get on well until 
a cold develops with consequent edema of the lymphoid 
tissue and excess mucus formation; this blocks the eu¬ 
stachian tube, leading to aero-otitis. 

There are various stages of aero-otitis, and if the air 
pressure is increasing, the pressure in the middle ear and 
nasopharynx must be equalized and the tube opened by 
means of its muscles, or a definite sequence of events 
follows. With a difference of 3 to 5 mm. pressure of mer¬ 
cury (at sea level) “fulness” develops in the ears; at 15 
to 30 mm. there are discomfort and diminished hearing; 
above 30 mm. there may be pain, tinnitus, bleeding, 
vertigo and nausea; at 80 to 90 mm., great pain and 
exacerbation of all the other findings. When the air pres¬ 
sure in the tube is greatly decreased the veins in its wall 
will expand and may rupture, with blood and serum fill¬ 
ing the middle ear. 2 

Once fluid has formed, its complete replacement by air 
takes about two weeks even when normal tubal function 
is maintained. Prolonged tubal obstruction, with or with- 
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out exudative catarrh, may produce temporary or irre¬ 
versible changes in the conduction mechanism. As 
Crowe 3 and others have pointed out, it is not alone the 
presence of the lymphoid tissue in the nasopharynx but 
also its localization at or near the tubal orifices that is 
important in deafness. 

After infection, the torus tubarius shows marked in¬ 
flammatory changes, particularly around the anterior lip 
where the mucosa is not bound firmly to the underlying 
structures. The inflammation may obliterate the orifice 
completely. Adenoid tissue may reach obstructive pro¬ 
portions. The posterior tips of the inferior turbinates are 
frequently edematous and show polypoid changes, and 
although they do not influence the tubes per se, they indi¬ 
cate associated inflammatory conditions. Since there is 
no clinical means of determining the presence or absence 
of lymphoid infiltration of the tubal wall beyond the 
torus, one may reasonably infer its presence when there 
is generalized lymphoid infiltration of the pharyngeal 
walls, torus and fossae. Farrior has illustrated the de¬ 
tailed histopathological changes of chronic infection. 1 

SYMPTOMATOLOGY 

This brief review of pathological changes presages the 
wide variety of clinical findings one may encounter in 
these patients. There may be. diffuse inflammation or 
thickening of the mucous membrane, with excess mucous 
discharge and postnasal drip. The patients have frequent 
colds, sore throats, sinusitis and catarrhal otitis; the 
crypts in the lymphoid tissue are said to be favorable 
locations for the common cold virus and the bacteria of 
upper respiratory tract infections. There are stuffiness 
and fulness in the ears and nose. Buzzing and roaring in 
the ears are common. There may be intermittent deaf¬ 
ness, often improved in the summer months. Progressive 
deafness, beginning with the highest tones (above 8,000 
double vibrations) may develop in patients with chronic 
eustachian tube block. During World War II aero-otitis 
(or barotrauma) was of considerable import among Air 
Force and submarine personnel. 4 Aero-otitis is charac¬ 
terized by middle ear lesions caused by failure to equalize 
pressure between the middle ear and the surrounding 
atmosphere. Effects of altitude on the middle ear have 
long been recognized but recently have been of greater 
concern because of increased commercial and military 
aviation. Patients suffering from this condition have 
otalgia, fulness in the ears, tinnitus and recurrent dis¬ 
charge. The pain in some cases is reported to be so great 
that there are associated vertigo, nausea and vomiting. 
The drum may be hemorrhagic and retracted and in 
severe cases may rupture. With a less severe process, 
there is reddening along the handle of the malleus and 
the periphery of the drum, as in beginning otitis. With 
relatively negative pressure due to oxygen absorption, a 
transudative fluid appears in the middle ear (serous 
catarrh) or there is gross bleeding. 

TREATMENT 

The treatment of choice in hyperplasia of the lymphoid 
tissue is radiation therapy, since this hyperplastic tissue 
is not amenable to surgery. This therapy can be applied 
either by external or intraoral use of roentgen rays or by 
local nasopharyngeal application of radium. Jarvis, in 
1923, first reported on the use of nasopharyngeal roent¬ 


gen therapy for patients with congested ears. Crowe has 
been using radium or radon applicators for lymphoid 
hyperplasia since 1924, and during the recent war radium 
was used extensively in the medical departments of the 
Air Force and Navy. 

Radium Therapy ,—'flic radium applications are car¬ 
ried out after local anesthesia. The holder is inserted 
along the floor of the nose to the region of the eustachian 
tube orifice, so that the radium centers on the orifice and 
does not enter it. There are a number of different types 
of holders 5 for the radium, and the one now in common 
use is made of monel metal, with a wall thickness of 0.3 
mm. monel. The active length is 15 mm. and the outside 
diameter 2.3 mm. Each holder contains 50 mg. of ra¬ 
dium. The holders are usually left in place 12 minutes, 
giving 600 mg. minutes of radiation to each side. This 
container gives beta as well as gamma rays (fig. 2). 

Measurement of the precise amount of radiation ema¬ 
nating from the radium applicator is difficult, and dif¬ 
ferent sets of figures are obtained from the literature. 
Fowler 0 and Quimby give the roentgens obtained with 



Fig. 2.—Diagram showing usual method of radium treatment. Two 
standard containers, each with 50 mg. of radium in monel shells 0.3 mm. 
thick and 15 mm. in length, are inserted following application of local 
anesthesia. An attempt is made to slide the applicators into place so that 
the centers of each applicator overlie a eustachian tube orifice. Treatment 
time is usually 12 minutes. Three treatments are given at two week inter¬ 
vals. 


50 mg. of radium, using various filters and times (table 
1). At the surface of the monel metal applicator the beta 
rays predominate, while after passing through 1 cm. of 
tissue the radiation is virtually all gamma. Ionization 
measurements close to the applicator record the summa¬ 
tion of beta and gamma ray “roentgens”; at a distance 
of about 1 cm. they record the gamma ray roentgens, the 
beta having been absorbed. 

Fowler also gives the estimated tissue dose in roent¬ 
gens at various depths in tissue from the surface of a 
standard monel metal applicator, as determined by 
Quimby (table 2). 


. . 3 - (a) F- m Jack50n Md Jackson: Diseases of Nose, Throat 

Mio„ E ^'« h,Ia l dPh,a ’ Wl B - S a un *rs Company, 1945, p, 166; ( 6 ) Irradi- 
ation ol Nasopharynx, Ann. Oto!., Rhin, & Laryng. 46 : 779 (Dec) 1946- 
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Carl Braestrup 7 constructed a series of cylindrical 
ionization chambers of polystyrene with the inner walls 
coated with aquadag to make them conducting. By the 
use of various chambers the air spacing was varied from 
a few millimeters down to 0.25 mm. Measurements were 
also made after the rays had passed through tissue- 
equivalent absorbers. The results obtained by two differ¬ 
ent measuring systems varied within a few per cent 
(table 3). 

Quimby’s and Braestrup’s figures, obtained indepen¬ 
dently, are in close agreement and, in view of their careful 
work, are believed to be the most accurate available. 

In the nasopharynx the space between the tube orifices 
is 4 cm. and the eustachian tubes are approximately 3.6 
cm. in length. Table 4 shows the radium dosage in roent¬ 
gens at various points in the nasopharynx and tubes. 

It has been shown by the above tables that there is a 
tremendous “fall off” in the roentgens delivered at short 
distances from the containers. Extremely large doses are 
given to the eustachian orifices with proportionately little 
radiation reaching all the other lymphoid tissue in the 
nasopharynx, the tubes and the middle ear. No other 
nonmalignant condition is given such heavy radiation. 
Further, as Fowler observes, “The exact dose in each 
case varies, since the apparatus lies at different distances 
from the tissue in different persons.” Radium, as gen- 


by the operator and estimated that the treating of three 
patients a week would result in the tolerance dose to the 
skin of the hands. 

Roentgen Therapy.—We believe that the simplest and 
safest method of irradiation of lymphoid tissue in the 
nasopharynx is the use of roentgen rays externally. The 
only “disadvantage,” if it can be called such, is that there 
must be four to six treatments rather than three and that 
these usually necessitate attendance at a roentgenologist’s 
office or department. 

No anesthesia is required. The treatment can be given 
easily to children. We have treated most of the patients 
in the age group 1 to 4 without restraints, after the child 
finds that the initial treatment is painless. We have not 
had to discontinue treatment because of noncooperation. 
The great advantage of roentgen therapy over radium is 
that the whole lymphoid-bearing area of the nasopharynx 
is included in the field. Thus the entire tubes are treated 
as well as the adenoids, the fossa of Rosenmiiller and the 
scattered lymphoid deposits on the nasopharyngeal walls. 
Further, the dose is relatively homogeneous in compari¬ 
son with the exceedingly uneven dose around the radium 
tubes. Centering can be accurate and easily duplicated. 

Roentgen ray treatment usually consists of the use of 
medium or high voltage beams 140 to 200 kvp, with a 
half-value layer of 0.3 to 1.0 mm. Cu. The field sizes in 


Table 1. — Depth Doses in Roentgens Around SO Mg. Radium Tubes with Various Filters (Quimby) 


Filter 

0.5 Mm. Platinum. 

3 Mm. Brass. 

0.3 Mm. Monel. 


Distance from Applicator 

_A- 

1 Mm. 1 Cm. 2 Cm. 

-A-- ^-A-- -A- 


f -- A -\ r*- -•» r —■—■— - -\ 

Type of Ray 6% Min. 40 Min. 00 Min. 6% Min. 40 Min. 60 Min. 6% Min. 40 Min. CO Min. 

Gamma . 1,600 2,250 .. 205 400 .. 70 100 

8% Beta . 1,800 . .. 300 ... .. 70 100 

76% Beta 1,520 . . 55 ... ... 15 


erally employed, is therefore potentially useful in control 
-of localized lymphoid hyperplasia but not for the usual 
patient having aero-otitis with deafness, who has gen¬ 
eralized lymphoid hyperplasia. 

Severe epithelitis may result from the above dosages 
(Fowler). One of us (L. H. G.) has been informed of 
three patients with radiation ulcers in the posterior naso¬ 
pharynx from such use of radium. Robbins and Schultz 8 
note that erythema on the skin of the forearm has been 
seen following as little as about 700 r in a single dose. In 
a benign condition an erythema dose usually should not 
be exceeded. In acute infections radium should be em¬ 
ployed with extreme caution; if not deferred, the dose 
should be cut in half. 

Hendricks’ group in the Air Forcetreated 6,8 81 men 
with 14,045 applications of radium and noted no burns 
or ulcerations, using eight and one-half minutes, two or 
three times. He states, however, “Throughout thejmtire 
•project the rapid shifting of flying personnel made fol¬ 
low-up studies extremely difficult.” 

The usual precautions for handling and storing radium 
must be used. Braestrup calculated the dosage received 


7 Braestrup C B.: Measurements of the Radiation Dose from the 
Nasopharynx Radium Beta-Gamma Ray Applicator, read before the 
Radiological Society-of North America, Cleveland December 6 , 1949 

8 . Robbins, L. L., and Schulz, M. D.: Potentmi Hazards from Radia¬ 
tion Treatment of Hypertrophied Lymphoid Tissue in Nasopharynx, 
Laryngoscope 59:147 (Feb.) 1949. 


the literature vary considerably and range from a 5 cm. 
circle to 10 by 15 cm. fields. The distance also varies but 
is usually 40 cm. Treatments range from 75 to 150 r each 
and from three to six in number (fig. 3). We have found 
140 kvp with a half-value layer of 9 mm. Al. to be en¬ 
tirely satisfactory, although we often treat patients with 
200 kvp and a half-value layer of 1 mm. Cu. The field 
size should be small enough to avoid dryness of the 
mouth but adequate to cover all the involved area. We 
employ a vertical field 6 by 7 cm. in size. Usually six 
treatments of 100 to 150 r air to each side are given at 
weekly intervals. The patient is immobilized in lateral 
position and the fields centered carefully 1 to 2 cm. ante¬ 
rior to the inferior border of the tragus (this is approxi¬ 
mately over the temporomandibular joint). 

The average adult skull measures 14 cm. in width at 
the level of the nasopharynx; the eustachian tube orifices 
are 5 cm. deep. The variations in skin and tissue dosage 
in roentgens at the orifices and midline are compared in 
table 5, using beams of various half-value layers and 
giving 100 air r to each side with a 50 square cm. field. 

It is thus seen that half-value layer 1 mm. Cu. is the 
most efficient of the three beams but that there is little 
difference between employing half-value layer 9 mm. Al. 
and half-value layer 1 mm. Cu. With these doses the 
treatment time is short and the skin dose well below the 
erythema dose. No late skin changes have been noted 
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during a period of 20 years, and no permanent loss of 
facial hair. No changes have been seen or reported in the 
temporomandibular joint. 

RESULTS OF TREATMENT AS REPORTED 
IN THE LITERATURE 

Radium Therapy .—Because of the variation in radium 
and roentgen ray dosage in the literature and variations 
in presenting complaints, the published results are diffi¬ 
cult to compare. These results would have to be analyzed 
separately for each presenting sign or symptom to be sig¬ 
nificant. From a multiplicity of reports we present the 
following results as fairly representative: 

Fowler 0 found that, of 66 Air Force personnel, 69 per 
cent obtained relief of aero-otitis after radium treat¬ 
ments. Shilling 2 reports over 90 per cent improvement 
in aero-otitis media. He used three to eight radium treat¬ 
ments of eight to 10 minutes each. 

Proctor, Polvogt and Crowe 0 report on radium ther¬ 
apy results in 835 patients followed two and one-half to 
15 years: 

Of 128 treated because of frequent severe colds, 40 
per cent showed marked improvement. 

Of 110 with postnasal drip due to nasopharyngeal in¬ 
fection, 25 per cent had complete relief, and 75 per cent 
were improved. 




Fig- 3.—Diagram showing authors* method of roentgen treatment. The 
patient’s head is placed in true lateral position. Fields 6 by 7 cm., with the 
long axis vertical, are centered 1 to 1 cm. anterior to the inferior border 
of the tragus. Irradiation is given with medium or high vottage beams 
(half-value layer 9 mm. Al. or 1 mm. Cu.). Doses of 100 to 150 r, 
measured in air, are given to each side of the nasopharynx, weekly, for 
six treatments. 


Of 282 with impaired hearing attributable to ob¬ 
structed eustachian tubes, 85 per cent had “great and 
lasting” improvement. 

Of 112 with complaints thought to be attributable to 
a focus of infection in the nasopharynx, 90 per cent were 
improved. 

Of 87 with partial nasal obstruction due to adenoid tis¬ 
sue, 90 per cent were completely relieved and the other 
10 per cent improved. 

Of 97 with tinnitus, only three had relief, and, of nine 
with fulness in the ears, eight were relieved. 

A report of the results of radium treatment of the 
nasopharynx in asthmatic patients is given, among others, 
by Cohen and Fisher, 10 who consider radium an auxiliary 
to other types of asthmatic treatment. Proctor and Crowe 
found improvement in children with bronchial asthma 
when the asthma was on an infectious basis. 

Hendricks 13 reports on results in the Army Air Force’s 
use of radium for aero-otitis. Because of rapid shifting of 
flying personnel, follow-up was difficult. Of 575 patients 
who received two treatments, approximately 65 per cent 
had objective improvement, and of 778 who received 


three treatments, approximately 90 per cent had ob¬ 
jective improvement. Subjectively, there was a wide 
variation in the percentage improved, depending on the 
complaint. Collins, in the same report, found 78 per cent 
subjective and 94.6 per cent objective improvement 30 
days after the third radium treatment in his group of 230 
men. The results of the other co-authors in this sym¬ 
posium are similar to those just quoted. 


Table 2. —Depth Doses in Roentgens Around 50 Mg. Radium, 
in Standard Monel Metal Applicator (Fowler & Quimby) 


Distance from Applicator 

--a_-—--> 

Time, Alin. 1 Mm. 2 Mm. 10 Jim. 30 Mm. 

8.3. 1.M0 1,130 42 5 

12 . 2,740 1,620 60 7 


Table 3. —Depth Doses in Roentgens Around 50 Mg. Radium 
in Standard Monel Metal Applicator (Braestmp) 


12 Min. 36 Min. 

Depth, Mm. 1 Min. 1 Treatment 3 Treatments 

Snrince. 370 4,450 13,350 

0.5. 223 2,700 8,100 

1 . 168 2,020 6,030 

2 . 00 1,152 3,100 

5. 23 276 830 

10. 5 60 180 

20. 1.3 14.4 43 


Roentgen Therapy. —Rossitto 11 employed roentgen 
therapy at 200 kvp and half-value layer of 1 mm. copper. 
The field sizes varied and usually included both the naso¬ 
pharynx and tonsillar regions. He gave 60 to 125 r to 
each side four to six times and obtained “90 per cent 
good results” in children with tonsillitis, sore throat, 
mouth breathing, nasal obstruction, otitic complaints 
and, in some cases, asthma. He judged his results in the 
relief of symptoms by questioning patients and referring 
physicians. 


Table 4. —50 Mg. Radium in Standard Monel Metal Container 
in Each Posterior Nasopharynx (Using Braestrup’s Figures) 


Time, 

Dose at Each 

Dose 1 Cm. 

Dose at 

Dose 2 Cm. Dose 3 Cm. 

Min. 

Tube Orifice 

up Tube 

Midline 

up Tube 

op Tube 

12 

4,450 r 

GOr 

28.8 r 

14.4 r 

7 r 

30 

13,350 r 

180 r 

SG r 

43 r 

21 r 


Table 5. —100 Air r Each Side to 50 Square Cm. Field at 
40 Cm. Focus-Skin Distance 


KVP 

Filter 

Half-Value 

Skin Dose Depth Dose 
(Includ- at Each 

Depth Dose 
at Midline 

Layer 

mg Exit) 

Orifice 

120 

3 imn. Al. 

4 Al. 

139 r 

74 r 

GO r 

340 

0.25 Cu. 

9 Al. 

147 r 

300 r 

90 r 

200 

0.50 Cu. 

3 Cu. 

148 r 

104 r 

300 r 


Reeves 12 used 100 kv. and 3 mm. Al., filtered, giving 
100 r to each side weekly, four to six times. He finds that 
“Roentgen therapy gives results when all other methods 
have failed.” 


- iT ..I./ * *' xvi., ana i*rowe, S. J - irradiation of 

Lymphoid Tissue m Diseases of Upper Respiratory Tract, Bull Johns 
Hopkins Hosp. 83:383 (Nov.) ms, J nns 
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Young and Woutat 13 give the results on 116 patients 
treated for deafness resulting from eustachian tube ob¬ 
struction by lymphoid tissue. Results were determined 
by tuning fork tests, ability of the patient to hear the 
whispered voice and periodic audiograms in all patients 
old enough to cooperate. Of 63 patients under 15, 72 per 
cent had significant improvement or return to normal 
hearing, 17 per cent, partial improvement and 11 per 
cent, no response. In 53 patients over 15,49 per cent had 
noticeable improvement or return to normal hearing, 23 
per cent, partial improvement and 28 per cent, no re¬ 
sponse. Of 36 with chronic otitis, about 61 per cent were 
healed. 


period of years, that roentgen rays give more satisfactory 
results than do radium rays, presumably because of their 
more even distribution of ionization. Another referring 
otolaryngologist found that approximately 90 per cent 
of his patients were symptom free after a single course 
of roentgen therapy. Many of these patients, however, 
were children and presented a variety of complaints be¬ 
sides deafness. 

In our entire series 60 to 90 per cent were relieved 
of presenting signs or symptoms by the first course of 
roentgen treatment; the rest had partial or no relief of 
symptoms. About 5 per cent of the patients returned for 
additional irradiation, with resultant improvement 


Results of Roentgen Therapy .—We have treated 720 
patients for lymphoid hyperplasia in the nasopharynx 
with the technic as given above. These were, in the main, 
patients previously untreated, but a few were included 
who had had unsuccessful radium treatments or in whom 
radium could not be inserted due to their being unco¬ 
operative. All patients were referred by otolaryngologists 
or general practitioners and suffered from one or more of 
the usual complaints. The evaluation of results in these 
patients was made by the patients and/or the referring 



Fig. 4.—Diagram showing the comparative doses of irradiation applied 
to the pharyngeal and tubal areas during a full course of treatment with 
radium or roentgen rays. The upper row of figures gives the dose in 
roentgens received with three applications of radium as specified in the 
text. The lower row of figures gives the dose in roentgens using roentgen 
beams as described in the text. Note that much more homogeneous irradi¬ 
ation is obtained with roentgen rays and that the dose at the tubal orifices 
is excessive with radium. 


physicians, who frequently checked progress with audio- 
grams and direct nasopharyngeal observation. 

One of the referring otolaryngologists had been using 
radium for five years and then had discontinued it in 
favor of roentgen rays because “Radium gave only local¬ 
ized shrinking of hyperplastic tissue and left the bulk of 
the lymphoid nodules unchanged.” With roentgen rays 
he noted that about 55 per cent of his adult patients 
with deafness secondary to hyperplastic lymphoid tissue 
around the eustachian orifices were cured with a single 
course. In the remaining 45 per cent “Sufficient lymphoid 
tissue remained to cause persistent signs or symptoms.” 
Some of these were referred for a second course with 
good results. His opinion is that almost one half of the 
adult patients with the complaint of deafness require 
heavier roentgen dosage than is usually employed to 
eradicate all the lymph nodules. He has found, over a 


11 Youric N. A., and Woutat, D. H.: Treatment of Certain Types of 
Deafness by Roentgen Ray Therapy, Ann. Otol., RMn. & Laryng. 57 : 984 
{Dec ) 1948 

14. Ashbury, H. H.: Radiation Therapy of Lymphoid Tissue in Naso¬ 
pharynx and Pharynx, Radiology 43 : 250 (Sept.) 1944. 


RELATIVE MERITS OF ROENTGEN AND 
RADIUM THERAPY 

Crowe observes, regarding roentgen treatment: 

“Since approximately one-half of the rays delivered at the 
skin surface are absorbed by neck tissues before they reach 
the nasopharynx, it is evident that several portals must be used 
in order to prevent skin irritation. The fact that a large per¬ 
centage is absorbed necessitates a dosage on the skin surface 
much larger than is necessary to correct the lesion in the naso¬ 
pharynx for which the treatment is given. This excessive dosage 
subjects the centers of ossification for the growing bones of the 
face and skull to a large amount of radiation which may do 
harm in a child and is of no value in the treatment of the primary 
condition in the nasopharynx. Furthermore, it is difficult to 
maintain young children in a position for accurate cross-firing 
for the duration of the treatment ...” 

If this paragraph is analyzed, it brings out several in¬ 
teresting points and indicates why roentgen, not radium, 
therapy is actually advised by many otolaryngologists. 
In the first place, the use of “several portals” is not neces¬ 
sary; two portals will deliver a satisfactory amount of 
radiation to all the involved tissues and not merely to 
the eustachian orifices, as is done with radium. With 
proper choice of beam, there will be no skin or soft tissue 
damage (fig. 4). 

Comparison of the charts giving the distribution of 
energy around radium tubes and those for the distribu¬ 
tion of roentgen rays shows the tremendous “drop off” 
in the dosage from the former, so that at 1 cm. there is 
very little radiation (fig. 4). Since the two eustachian 
tubes total 7.2 cm. in length and the space between them 
measures 4 cm., the area of potential lymphoid tissue 
involvement measures 11.2 cm. in width. This entire 
zone should be irradiated. 

Most of the articles on the use of radium caution 
against roentgen rays because of “damage to the normal 
tissues traversed in using external beams.” Actually, we 
have been able to find no reports of damage from roent¬ 
gen therapy in the doses specified, after an extensive 
search for such in the literature. We are firmly convinced 
that in the use of the method we describe there is no 
danger either to the skin, the underlying soft tissues or 
the bones. With second courses there may be temporary 
tanning of the skin. 

Ashbury 14 employs 800 to 1,200 tissue r in four to 
five weeks and has found no side effects. Much larger 
doses have been used over growing epiphyses without 
damaging growth in other locations, for other conditions. 
Not only have thousands of children been treated for 
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lymphoid hyperplasia but many more for epilation of 
the scalp for ringworm, and no cases of damage to grow¬ 
ing bone or to the pituitary gland from moderate dosage 
have been reported. 

It has been stated that external roentgen radiation 
causes severe dryness of the mouth. Actually, dryness 
occurs only with the use of large fields, which involve the 
salivary glands; these are rarely employed. Since irradia¬ 
tion of the involved tissue may be done with small beams, 
large fields are not required in the average case. Seedorf 
and McKay 15 note the occurrence of roentgen parotitis 
for one to two days after the first treatment, but they use 
10 by 10 cm. fields, which, of course, cover a large por¬ 
tion of the parotid. If the lymphoid tissue lying on the 
posterior oropharyngeal wall or the tonsils are to be 
included in the ionizing beam, a 5 by 8 or 5 by 10 cm. 
field should be used, but for cases with the hyperplasia 
limited to the eustachian areas and nasopharynx, a 6 by 
7 cm. field, accurately centered, is all that is necessary; 
with such fields temporary parotid swelling rarely ensues. 

Uhlmann and associates 10 and Schenck 17 have re¬ 
ported microscopic studies made on tonsils and hyper¬ 
plastic lymphoid tissue removed at various intervals fol¬ 
lowing termination of roentgen and radium treatment; 
no unwarranted effects secondary to radiation were pro¬ 
duced and no changes noted indicating any adverse 
effects on the tissues. The qualitative histological changes 
in tissue are identical with comparable doses of filtered 
roentgen rays or radium rays. 

Schenck notes that, prior to radiation, great variety 
in the cellular structure of the lymphoid tissue is found, 
and, because of this caution should be observed in inter¬ 
preting single specimens. The initial changes noted were 
essentially those of chronic infection and chronic inflam¬ 
mation. After irradiation by radium and roentgen rays, 
Schenck took serial biopsies at two week, four week and 
six month intervals. The least change was edema of the 
follicular structures without desquamation or karyolysis. 
The maximum finding was swelling of the epithelial cells, 
with vacuolation and small hemorrhages. There was de¬ 
struction of endothelial cells. Detachment of ciliated cells 
was not uncommon. The adult lymphocytes showed little 
alteration, but the young lymphocytes showed nuclear 
disturbance or dissolution. The most pronounced changes 
were in the germinal centers, with liquefaction of many 
of the cells. Examination after six months showed begin¬ 
ning regeneration, with reappearance of lymphocytes. 
The germinal centers had not reappeared. There was 
diminution of fibrous tissue. Often there was no evidence 
of chronic inflammatory changes. 

As to the clinical results of irradiation, it has certainly 
been shown in thousands of cases that either roentgen or 
radium therapy can be satisfactory. The dose of radium 
rays in gamma roentgens must be larger than the corre¬ 
sponding dose of roentgen rays in roentgens to produce 
similar clinical and histological changes in lymphoid tis¬ 
sue. It must be remembered that the results of irradiation 
are never immediate but that the changes occur slowly 
after treatment of one to three months. 

Radium Therapy ,—The advantage of radium therapy 
is that it can often be done in the otolaryngologist’s office 


in two or three treatments; however, some cases require 
a second course (Proctor). Distribution of ionizing en¬ 
ergy is adequate if the lymphoid tissue involvement is 
limited in extent and is not associated with the usual 
generalized nasopharyngeal hyperplasia. 

The disadvantages of radium are several. We have 
shown the very intense ionization close to the applicator 
and the rapid “fall off” at a short distance. This means 
that placement must be exactly on the lymphoid tissue 
and, further, that only the hyperplastic lymphoid tissue 
in the immediate vicinity of the applicator receives an 
adequate dosage. Radium must be used cautiously, if at 
all, after previous irradiation. It should be used in small 
doses, or treatment should be deferred, in the presence of 
severe infection. There is definite danger to the operator 
on repeated use of radium, and care must be taken to 
keep his own dosage within tolerance. The beta radiation 
can be avoided by the use of two pairs of rubber gloves, 
but the only protection against gamma rays is distance. 
The physician should stay 30 feet away from the patient 
once the radium is in place. The radium must be stored 
in a lead cylinder 4 to 6 inches (10.16 to 15.24 cm.) in 
thickness and the usual precautions observed in han¬ 
dling it. 4b 

The treatment is not as harmless as generally consid¬ 
ered. There have been cases of radium ulcers on the 
posterior nasopharynx from the above dosages. As noted 
above, Braestrup estimates that in treating three patients 
a week permissible tolerance of the hands of the phy¬ 
sician or nurse would be reached; therefore, relatives 
should hold the applicator when such is necessary. 
Fowler 0 has seen cracked thumb nails secondary to lift¬ 
ing the nostril and inserting applicators. Robbins and 
Schulz estimate that the operator receives 10 r a treat¬ 
ment at the outer tip of the handle of the applicator; 
this is quadrupled halfway down the handle. Crowe, on 
the other hand, states that he has used radon or radium 
daily for 20 years without any ill effects. Braestrup be¬ 
lieves that the regularly employed dose may be produc¬ 
tive of late radiation damage to the patient, with ulcers or 
even neoplasm in the nasopharynx. These changes may 
take 10 or 20 years to develop. 

Robbins and Schulz warn against the routine use of 
radium or roentgen rays in benign conditions. Postradia¬ 
tion damage may be years in developing, and with the 
relatively recent use of the radium monel applicator, with 
its exceedingly high output, late untoward results may 
occur. These authors suggest the determination of an 
erythema dose on the arm of the operator and advise that 
less than an erythema dose be administered in the naso¬ 
pharynx. As little as 700 r given with mildly filtered 
radium may produce an erythema of the skin, and some 
late scarring may follow. With the larger doses routinely 
employed in the radium treatment of the nasopharynx, 
the likelihood of atrophy, necrosis or even neoplasia 
increases. 


is. seedorf fc. fc., and McKay, E. 0.: Roentgen Therapy for Lymphoid 
Hyperplasia of Nasopharynx, Texas State J. Med. 43 :457 (Nov.) 1947. 

16. Uhlmann, E. M.; Rosenblum, P., and Perlman, S. 3.: Radiation 
therapy of Tonsils and Adenoids, Arch. Pediat. 65:532 (Oct.) 1948 ' 

Histoloete Ex fe a’m? n 'J;; I fS nCe °, f ^^Pharyngeal Hyperplasia on Ear: 
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Roentgen Therapy .—The “disadvantage” of roentgen 
therapy is that it necessitates three to six treatments. 
There occasionally may be transient parotid swelling and 
temporary dryness of the mouth if large fields are used. 

The advantages of roentgen therapy, as compared 
with those of radium therapy, are that no anesthesia is 
required, it can easily be given to children and there is no 
pain. The centering of the roentgen beam can be exact 
and duplicated without difficulty. One of the great ad¬ 
vantages, as we have shown above, is that the entire 
lymphoid-bearing area can be irradiated with an ade¬ 
quate dose without harm to the skin, underlying tissues 
or bones. The weekly dose is only a fraction of an 
erythema dose. When the roentgen treatment is pro¬ 
tracted ionization is more gradual and “gentle” than it is 
with radium. 

COMMENT 

The clinical value of radium or roentgen therapy in 
the control of lymphoid hyperplasia of the nasopharynx 
has been established over a period of years in thousands 
of cases. The recognition of the importance of these cases 
rests with the general practitioner and the otolaryngolo¬ 
gist. The realization of the severe consequences of chronic 
eustachian tube block with resultant deafness and the 
multiplicity of signs and symptoms of lymphoid hyper¬ 
plasia should encourage the physician to be alert to detect 
these conditions and to expose them to safe radiation 
therapy. 

SUMMARY 

We discuss the relative advantages and disadvantages 
of roentgen and radium therapy in the treatment of 
lymphoid hyperplasia of the nasopharynx that causes 
deafness and allied auditory disturbances. 

We illustrate the distribution of ionization through the 
involved tissues and adjacent areas, using the two com¬ 
mon forms of radiant energy, and we report some recent 
data on the beta and gamma dosage from standard ra¬ 
dium applicators. 

In the light of these physical data we show that 
the dosage throughout the zone commonly involved in 
lymphoid hyperplasia is more homogeneous and efficient 
with external roentgen beams than with intranasal radium 
beams. 

We also show that the dose in the immediate proximity 
of the radium applicators is some 10 times the dose ordi¬ 
narily regarded as reasonable or safe for the treatment 
of nonmalignant conditions. 

From personal experience in the treatment of 720 
cases, we report excellent results with roentgen therapy 
in from 60 to 90 per cent of the cases, depending on the 
severity of the disease and the nature of the subjective 
complaints. These results were validated by independent 
clinical observation of the referring physicians, many 
supplemented by audiometric and other objective tests. 

The maximum tissue dose required for cure when 
roentgen therapy is employed is much lower than when 
standard radium applicators are used: roentgen therapy 
is consequently safer and should, in our opinion, be 
employed as the method of choice. 

450 Sutter Street. 


ABSTRACT OF DISCUSSION 

Dr. U. V. Portmann, Cleveland: As stated by the authors, 
there are reports of ulcerations and other injuries attributed to 
the radiation from nasopharyngeal applicators. It is possible that 
not all are due to direct radiation effects but may be the result 
of injudicious treatment in the presence of acute infection or of 
unnecessary trauma. Nevertheless, the applicator dosage charts 
indicate that the quantities of radiation from them at the 
eustachian orifices are relatively large in comparison with the 
amounts necessary for destruction of lymphoid tissue or for 
effectual irradiation of the nasopharynx by roentgen therapy. 
The particular indication for the radium applicator is for the 
small masses of lymphoid tissue at the orifice of the eustachian 
tube or in the fossa of Rosenmiiller that cause symptoms. Even 
this localized treatment, in the presence of acute infection, may 
be injurious. The reaction to the combination of infection and 
radiation may result in temporary obstruction to the eustachian 
tube, causing otitis media, or resulting in later permanent ob¬ 
struction. Correctly administered roentgen therapy will not 
cause such damage in the presence of infection. Radium therapy 
should not be used to destroy large masses of lymphoid tissue 
in the nasopharynx. The quickest way to eliminate them is sur¬ 
gical removal; roentgen therapy is efficacious, especially if acute 
infection is present, or postoperatively if there are remnants. 
Also, roentgen therapy is preferable for primary or secondary 
enlargement of the lingual tonsils sometimes associated with 
hyperplastic lymphoid tissue in the nasopharynx. This treatment 
is indicated for otorrhea, resulting from the same condition, 
when the eustachian tube is patent yet mucoid material forms 
in the middle ear. In such cases the eardrum usually is damaged 
or destroyed. Discussion of the technic for roentgen therapy 
sometimes leads to unnecessary controversies and may be 
unimportant. The authors have found “140 kvp with a half¬ 
value layer of 9 mm. Al. entirely satisfactory”. I was one of the 
first to prove that biologic effect is independent of quality and 
that the physical dose applied is of major importance; therefore 
I consider the voltage and filter unimportant. I prefer 200 kv. 
therapy because there is less possibility of skin changes and the 
depth dose is somewhat higher. I prefer to direct the irradiation 
obliquely through circular portals over the maxillary antrums. 
The distance from these portals to the orifices of the eustachian 
tubes is the same (about 6 cm.) as it is through the lateral portals 
used by the authors. The entire nasopharynx can be treated by 
angulation through small maxillary portals and irradiation of the 
parotids, teeth and temporomandibular joint is avoided. 

Dr. Henry J. Ullmann, Santa Barbara, Calif.: I want to add 
one more point that Dr. Portmann left out. How many of these 
children receiving this relatively massive local dose of radium 
are going to turn up with atresias, fibrotic areas or late radi¬ 
ation breakdowns, one, two, three, four, five or six years later? 
And the physician who sees them has never heard of their hav¬ 
ing had radium, and wonders how be is going to account for it. 
There are late effects that are extremely important, and I am 
frankly much worried at the percentage of those that will occur 
after the recommended dose of radium but will not occur with 
properly given roentgen ray therapy. 

Dr. John O’Sullivan, Melbourne, Australia: I should like 
to congratulate the speaker and the co-authors of the paper. I 
should like to ask only one question. In the presence of severe 
infection does Dr. Mottram in any way modify the dosage ad¬ 
ministered especially in the early cases? I have personally car¬ 
ried out this method, and I start off with a much smaller dose; 

I am just wondering whether she has in any way found that 
jj gccss2ry< 

Dr Martha E. Mottram, San Francisco: We prefer to have 
the otolaryngologist try to clear the infection in the nasopharynx. 
Otherwise if we start radiation therapy, the dose is cut down, 
and of course, with radium therapy in acute infection treat¬ 
ment should be deferred or it should be cut down very consid- 

£r Oilairman: You said the radium therapy should be cut down? 

Dr. Mottram; Or deferred. 

Chairman: But you have not had any difficulty with the use 
of roentgen therapy in cases that have shown infection? 

Dr Mottram: No, we have cut our doses, but we prefer to 
have the infection cleaned up first if it is severe. 
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SPECIAL ARTICLE 

BENIGN AND MALIGNANT DISEASES OF THE BREAST 

Edward J. McCormick, M.D., Toledo, O. 


From time to time there will be published in The Journal 
review articles intended for the general practitioner. Dr. Mc¬ 
Cormick's article is one of this scries. Ed. 

Many of our ideas regarding breast tumors and cancer 
and the results of treatment are misleading for various 
reasons. Surgeons generally are inclined to speak of 
breast operations in numbers that far exceed the inci¬ 
dence of breast cancer in the experience of the individual 
operator. A recent survey at one hospital, where I par¬ 
ticipated in a heavy surgical schedule (7,059 operations 
in 1949 and 7,032 in 1950) and where admissions to all 
* departments average 13,000 a year, showed that 129 
breast specimens were examined in 1949 and 99 in 1950. 
Of the 228 biopsies done, 59 were on adenocarcinomas. 
A similar ratio has been found to exist in other large 
general hospitals in communities of 200,000 or 300,000 
inhabitants. There is, of course, no doubt that some 
surgeons in a few centers, who have devoted themselves 
in large part to breast surgery, have operated on large 
numbers of patients with breast cancer, but this is not 
true of the average general surgeon. The busy operator 
will be surprised if he reviews his last 10,000 operative 
procedures to find that he has done comparatively few 
radical operations for breast cancer. 

Adair 1 states that breast cancer is the commonest 
type of cancer found in women, and he notes that in 
New York state there are 60 women per 100,000 popu¬ 
lation in whom breast cancer develops or one new breast 
cancer develops in women annually to each 1,666 of the 
population. This means, according to Adair, that in a 
city of 100,000 population not more than 60 new breast 
cancers would develop in a year. The probability that a 
woman will acquire cancer of the breast is higher than 
the probability that the same woman will acquire cancer 
of the cervix, uterus or ovary, according to a survey 
made by the Bureau of Cancer Control of New York 
state in 1948 and cited by Adair. These figures would 
be found true in the average community. In a city of 
300,000 population 180 cases in a year divided among 
the qualified operators give each surgeon few cases and 
the occasional operator little experience in this field. It 
has been estimated that 12,000 women die each year in 
the United States from breast cancer. It has been said 
that about 4 per cent of all female adults acquire the 
disease. 

I think it can also be stated that the various prognostic 
classifications of breast cancers are faulty. The fact that 
the patient has a small movable tumor and no palpable 
axdlaiy nodes does not necessarily place her in a group 
m which 80 per cent or more cures may be expected. 
Distal metastases may be present. Unless a more diligent 
search by x-ray and physical examination is undertaken, 
the family, the patient and the surgeon may be dis¬ 
appointed. It is also true that the larger tumor with some 


fixation and palpable axillary nodes may still be localized 
in the breast and axilla. 

No statistics dealing with results of radical breast 
surgery should be based entirely on the so-called five 
year cure. Cancers do recur 10, 15 and 20 years follow¬ 
ing radical mastectomy. Five year salvage is not perma¬ 
nent cure. 

Examinations of breasts are being conducted by 
physicians and patients more frequently because of pub¬ 
licity and information reaching the laity. Biopsies are 
increasing in most hospitals. Prevention is always su¬ 
perior to attempted cure. More radical treatment of 
questionable benign and so-called premalignant condi¬ 
tions should be considered. I see no reason for too much 
conservatism in management of so-called chronic cystic 
mastitis, in which a local biopsy removes only a small 
part of a disseminated condition that is frequently pain¬ 
ful and considered by many as chronically irritating and 
capable of undergoing malignant change. There are 
opinions to the contrary. Some experienced men have 
said, in effect, that so-called chronic cystic mastitis will 
subside with the menopause. This may be true, but the 
real answer as to what a physician should do in such a 
case is obvious if he has as much concern for the patient 
as he would have for his mother, wife or sister. 

In my experience, the type and location of the growth 
and the age of the patient are perhaps more important 
than the size of the mass or its movability. 

The connection between breast tumors and endocrine 
activity deserves continued study, and this is especially 
true so far as replacement therapy is concerned. While 
it is said that cancer of the breast can be caused by 
administration of estrogens in the experimental animal 
but not in the human, the prolonged administration of 
certain preparations causes changes in the female genital 
tract and in the breast. This is especially true of the too 
ambitious use of diethylstilbestrol (premarin ® a water- 
soluble estrogenic substance) and other products. If this 
type of therapy is necessary, the patient should be under 
observation and the breasts should be examined at 
frequent intervals. 

Testosterone has a definite place in the treatment of 
breast cancer. One of my patients, with bone and soft 
tissue recurrences, pathological fractures of several ribs 
and fluid in the pleural cavity, requiring thoracentesis 
on three or more occasions, has shown no recurrence 
after testosterone therapy. Seventeen thousand milli¬ 
grams has been administered by implantation and by 
injection. The result has been amazing. Other patients 
have responded in degrees that could be described as 
good, fair and poor. It is astounding to me that cancer 
of the breast can present so great a variation of response 

1. Adair, F. E.: Practitioner 165 : 473-481, 1950. 
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to all forms of treatment and to all combinations of 
recognized surgical and therapeutic measures. I have 
seen cases in which testosterone propionate had no effect. 
Some patients have seemed to improve to a degree after 
cessation of treatment. Estrogens have been used. My 
observations of the efficacy of female hormones have 
been limited and the results not impressive. I have been 
enthusiastic in my use of testosterone, but extremely 
cautious in my use of estrogens, in breast cancer. I have 
felt at times that patients with breast disease who return 
to their homes after surgery and radiation should be 
warned against female hormone therapy unless it is 
administered by someone expert in the field of cancer. 
George Crile’s statement years ago that sterilization of 
the breast cancer patient seemed helpful, and the sub¬ 
sequent observation by others that orchidectomy and 
diethylstilbestrol treatment were indicated for cancer of 
the prostate gland and testosterone therapy for the im¬ 
provement of some patients with breast cancer—both 
impress me with the fact that there are powerful extracts 
and drugs whose complete potentialities may not be 
understood. The endocrine glands and substances pre¬ 
sent a rich field for the researcher in cancer. In this 
connection, reports have reached me concerning the 
development of gynecomastia and breast cancer in pa¬ 
tients with prostate disease who are on diethylstilbestrol 
therapy. One such patient has been operated on recently 
by one of my colleagues. 

I have removed many benign tumors and some car¬ 
cinomas from male breasts. The results of treatment of 
cancer of male breasts are very poor. 

I have no hesitancy in advising surgical or x-ray cas¬ 
tration in the child-bearing group. Cancer of the breast 
in young women and in pregnant women has pathologi¬ 
cal potentialities, I have found, which might be com¬ 
pared to the physical powers of the atomic bomb. Preg¬ 
nancy is a stimulator of cancer of the breast or the cervix. 
The most rapidly fatal cases in my series have been 
among the younger patients with active gonads and 
pregnancy. 

No consideration of the breast is complete without 
some understanding of the profound changes occurring 
in the organ from birth and through puberty, the 
menstrual periods, pregnancy and the atrophy of old age. 
The female breast is in a constant state of activity. These 
changes are physiological, and they are hormonal in 
origin. The physiological, embryological and hormonal 
influences on the male and female breast are important 
in the interpretation of pathology and the treatment of 
all breast lesions whether benign or malignant. 


EMBRYOLOGY 


About 55 years ago Schultz (cited by Fitzwilliams '') 
demonstrated epidermal ridges extending from the axilla 
to the groin in early pig embryos. These lines became 
separated into epidermal elevations as age advanced. 


2. Fitzwilliams, D. C. L.: On the Breast, St. Louis, C. V. Mosby Com¬ 
pany, 1924, chap. I, , , .. 

3 Bevan A. D,: The Problem of Tumors of the Breast from the 
standpoint of the General Practitioner and Surgeon: Diagnosis, Treatment, 
Pathology and Prognosis, J. A. M. A. 05:1311 (Nov. I) 1930; also Proe. 
internal. Asscmb. Inter-State Post-Grad. M. A., North Amer.ca 5:140- 

146 4. I9 Behan, A. D.: Cancer. St. Louis, C. V. Mosby Company, 1938, 
p. 159. 


This line is well developed in the human embryo 15 mm. 
long, and it segments when the embryo is 26 to 60 mm. 
long. These areas were called Anlagen by the Germans 
and milk spots by the English. The embryonal develop¬ 
ment of the breasts, therefore, makes possible many 
anomalies. Among these are (1) inverted nipples, (2) 
amastia (absence of the breasts), (3) polymastia, (4) 
hypertrophy, (5) polythelia, (6) gynecomastia and (7) 
athelia (absence of the nipple). 

Of special interest in the anomalous group is poly¬ 
mastia, the multiplicity of mammary glands, which pre¬ 
sents the possibility of primary breast tumors in the 
axillas, the abdominal wall, the groin and the thighs or 
buttocks. Breast tissue may be found in these locations 
with athelia or absence of the nipple. Hypertrophy is 
sometimes difficult to distinguish from malignant degen¬ 
erative changes. It is a surgical condition, incident in 
both young and old, and it can occur in any decade of 
life after puberty. 

Breast development in the male should be observed at . 
frequent intervals and especially in patients on hormone 
therapy. Any deviation from normal in the human 
breast makes possible the appearance of unsual patho- 
logy. 

There are certain conditions in the breast that, while 
not malignant, should be clinically considered so until 
proved otherwise. Among these are (1) adenomas or 
fibroadenomas, (2) myxomas, (3) chondromas and 
osteomas, (4) angiomas, (5) chronic mastitis and 
chronic cystic mastitis and Schimmelbusch’s disease, 
adenosis. 

Adenomas, once their capsule is ruptured, may 
become infiltrative if not malignant. Fibroadenomas are 
hard, encapsulated, freely movable tumors. Some intra- 
canalicular fibroadenomas have been known to grow 
rapidly, producing skin necrosis and forming an ulcerat¬ 
ing mass. 3 Myxomas, chondromas, osteomas and angio¬ 
mas are very rare and do not become malignant. 

I have previously referred to chronic mastitis or 
chronic cystic mastitis. This condition seems difficult to 
distinguish from adenosis. Perhaps these terms designate 
different states in one pathological condition. Contrary 
to the views expressed by some other experienced men, 

I am of the opinion that this condition may be precancer- 
ous. Everything necessary for chronic irritation is cer¬ 
tainly present. A cancerous change has been found in 
or subsequent to chronic cystic mastitis. It has been said 
by Behan 4 that the greatest number of adenocarcinomas 
arise in the walls of the papillary growths of cysts in 
chronic cystic mastitis. It has been my practice, when I 
do a biopsy for a breast lump, and when, in removing 
the suspicious area, I find the tissue of the breast per¬ 
meated with dark cysts of varying size, to proceed 
through a small incision to remove all or most of the 
breast tissue. Leaving such breast tissue when the frozen 
section is negative is an invitation to future trouble for 
the surgeon and continued complaint of lumps and sore¬ 
ness and mental disturbance of the patient. 

Cysts of the breast may be classified as (1) simple, 

(2) galactocele, (3) fibrocystic adenoma, (4) papillo¬ 
matous and (5) echinococcus. 
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Cancer has been found in cysts of the breast. All cysts 
should be removed for examination by the pathologist. 
In connection with chronic cystic disease and cystic 
adenoma, let us recall that Ewing 5 has pointed out that 
papillomas or cystic adenomas may be benign as long 
as the intracystic growth is confined by the cyst wall. 
When the capsule is penetrated, the growth is definitely 
malignant. 

CANCERS OF THE BREAST 

Cancer of the breast may be classified as (1) scirrhus 
carcinoma, (2) adenocarcinoma, (3) ductal carcinoma, 
(4) medullary carcinoma, (5) epithelioma, (6) Paget’s 
disease, (7) sarcoma and (8) metastatic neoplasm. 

These tumors ate all surgical if the diagnosis is early, 
and there is hope for cure. Surgical palliation may be 
necessary in certain advanced cases. It is my practice 
to advise the patient and the family as to what may be 
expected in the way of cure or palliation. Frank discus¬ 
sion of all probabilities results in better cooperation with 
the surgeon and radiologist and likewise informs the 
patient and her family regarding the limitations of the 
various modes of treatment. When the tumor is classified 
as to operability and prognosis from the standpoint of 
the breast and axillary findings, x-ray studies of the. 
bones of the head, neck, chest and trunk are helpful. 
Positive findings may contraindicate a radical pro¬ 
cedure and protect the surgeon and his art from criticism. 
The discovery of distal metastases will change the surgi¬ 
cal and radiologic procedures. 

Much confusion exists concerning the pathologic 
classifications and character of papillary neoplasms of 
the breast. The two types of papillary neoplasms are the 
benign intraductal papillomas and the malignant papil¬ 
lary carcinomas. The first type is frequent. The malig¬ 
nant type is rare according to some observers, but other 
operators have observed an incidence of malignancy of 
47.2 per cent in cases in which there was sanguineous 
discharge from the nipple. 0 Bloodgood concluded many 
years ago that serous or bloody fluid, in the absence of 
a palpable tumor, did not indicate cancer. Haagensen, 
Stout and Phillips advise local excision of the duct and 
papilloma in the nonmalignant type with a reasonable 
margin of surrounding breast tissue. 7 If the papillary 
neoplasm is malignant, radical breast surgery should be 
done. 

PROGNOSIS AND OPERABILITY 

The type of cancer cell, the age of the patient and 
other factors influence operability and prognosis. The 
following classification, not original with me, has been 
presented with variations by numerous authors: 

1. If the breast contains a small movable tumor and 
no palpable lymph nodes and there is no evidence of 
intrathoracic or skeletal metastases, a minimum of 70 
per cent of the patients should be alive and well five years 
after radical surgery, 71 per cent If postoperative radia¬ 
tion has been given. Some authors state that under these 
conditions 80 to 90 per cent should survive for five years. 
The point that interests me and all patients is the per¬ 
centage in this group in which the disease is entirely 
eradicated and permanent cure possible. All classifica¬ 
tions indicate that from 10 to 30 per cent are not alive 


in this, the most favorable group, after five years. Some 
of course, die from causes other than cancer. 

2. If there is a large tumor in the breast with fixation 
to the skin or to the pectoral muscles and palpable and 
microscopic evidence of axillary metastases, 28 per cent 
of the patients with such manifestations will be alive in 
five years following radical surgery and 57 per cent will 
be alive for this period if radical surgery is followed by 
radiation. 

3. Patients with axillary and supraclavicular nodes 
and distal metastases can be offered little hope. With 
radiation, 5 per cent or less may live five years. 

It is evident, as previously stated, that this and other 
similar classifications of breast tumors for prognosis are 
faulty. The curability figures given by different authors 
vary, and surgeons and radiologists frequently differ in 
their opinions regarding the classification into which a 
given patient should be placed. I have seen patients who 
were treated early promptly develop metastases, and I 
have in my own practice seen patients who were in class 
2 living and well years after surgery and radiation. The 
pathological picture and the age of the patient are proba¬ 
bly the most important factors and should supersede 
other considerations. 


SYMPTOMS OF BREAST CANCER 

Every paper and textbook describes and lists the symp¬ 
toms of cancer. MacCarty s has said, “Cancers are not 
recognized early by the medical profession and never 
will be until it learns that there are no characteristic signs 
and symptoms of early cancer.” 

A history of hereditary influences, trauma, abscess 
formation, caked breasts, pain and absence of pain, itch¬ 
ing, orange peel appearance of the skin, abnormal super¬ 
ficial vein pattern, change in contour and other signs and 
symptoms are of value, though some are evidence of ad¬ 
vanced growth. I prefer to tell my colleagues and patients 
that “every lump in the breast is a cancer until proved 
otherwise.” Transillumination is impressive but of 
limited value. I am not an advocate of aspiration of cysts 
or needle biopsy. Careful and proper examination of all 
breasts, both male and female, and biopsy of any sus¬ 
pected area offer more to the patient and doctor than 
do any other procedures. I have not been satisfied with 
results obtained by the Papanicolaou examination of 
fluid from the nipple. In this connectoin, removal of a 
lump or part of a lump from a breast, followed by 
surgery a week or two later, is the worst possible treat¬ 
ment in the light of our present knowledge. 

We hope, of course, that our research workers will 
develop a technique wherein the Geiger counter may be 
of value in breast examination and diagnosis. It is my 
opinion that the doctor or surgeon should forget text¬ 
book descriptions and symptoms and resort to biopsy 
when a lump is found in the breast. 
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Biopsy, removing by a good margin the mass in the 
breast, and frozen section by a capable pathologist 
should be followed immediately by radical mastectomy 
if cancer is discovered. All instruments, gowns, gloves 
and drapes used in the biopsy procedure should be dis¬ 
carded before the major operation is started. Pathologi¬ 
cal breast tissue cannot be removed without cutting 
across drainage channels, which in cancer cases probably 
contain malignant cells that may be transplanted. 

The operative technique may vary in radical mastec¬ 
tomy, but regardless of whether a transverse, Halsted or 
other incision is used, a complete dissection of the axilla 
should be done and all tissue from the axilla reflected 
downwards with the pectoral muscles and fascia extend¬ 
ing to the rectus sheath. No approach should ever be 
made for convenience of closure. Skin graft may be 
necessary on occasion. 

The radical surgical treatment is being widened in 
scope in some centers to include resection of the clavicle 
and dissection of the neck glands, and removal of in¬ 
volved ribs and of the axillary vein has been advocated. 
Additional experience with the extension of surgical at¬ 
tack may change to some extent the accepted routine of 
radical mastectomy, but it seems logical to believe that 
the large percentage of patients requiring such additional 
surgical attacks have already developed distal metastases. 

Simple mastectomy followed by x-ray therapy is ad¬ 
vocated by some and is mentioned only to be condemned. 
It should also be stated that there is no longer debate 
regarding the respective merits of surgery and x-ray ther¬ 
apy. The statistics plainly show that x-ray therapy alone 
is of limited value. Some good surgeons feel that no 
case of cancer of the breast is cured except by complete 
surgical removal. I agree with these competent and ex¬ 
perienced operators, but my patients all have postopera¬ 
tive therapy because results are improved and one can 
rarely be certain in cancer surgery that all cells have been 
removed, regardless of the skill of the operator or the 
extent of the excision. 

SUMMARY AND CONCLUSIONS 

In closing, permit me to emphasize some of the impor¬ 
tant points to be considered in breast cancer. 

The breast is one of the most accessible parts of the 
human anatomy. Examination is simple. Breast pathol¬ 
ogy should be recognized early by the practitioner if 
results are to be improved. 

Biopsy is the only reliable means of establishing the 
diagnosis. 

The age of the patient and the type of breast cancer 
are most important in the determination of prognosis. 

Complete excision of the breast and axillary contents 
is absolutely necessary if cure is expected. Operation 
should be followed by expert radiological treatment. 

Early diagnosis and radical mastectomy seem more 
important to me than extension of the surgical field to 
the neck, thoracic cage and other structures. Such ex¬ 
tension presupposes wide distribution of the disease 
beyond the scope of the aseptic scalpel. 

The endocrine field seems to offer much to the re¬ 
search worker and to the breast surgeon. There is little 


doubt in my mind at the present time about the possi¬ 
bility of direct relationship between malignant develop¬ 
ment in certain parts of the male and female anatomy 
and endocrine activity. 

A revision of the accepted preoperative and post¬ 
operative yardsticks, having to do with operability, prog¬ 
nosis, five year cure's and permanent cures, seems indi¬ 
cated. 

This paper and the conclusions contained therein are 
the result of the examination of thousands of breasts and 
hundreds of operations upon the breast for benign lesions 
and malignancies. There seems to be a tendency in the 
literature today for an ultrascientific appoach to breast 
lesions. I have never been able to convince myself that 
catheterization of the ducts, injection of opaque material 
and other suggested procedures are of great importance. 
It is my opinion that early biopsy and early operation, 
when indicated, will improve results, and it is also my 
belief that the removal of benign lesions will frequently 
prevent the development of cancer. In my experience, 
mortality following radical breast procedures, when 
ample blood replacement is used, is practically nil. I 
have had but one death among my last 300 patients. 
I am concerned with the problem of permanent cure. 
My percentage of permanent cures is in line with the 
experience of others who do much work in this field. I am 
always depressed, as is every breast surgeon, when metas¬ 
tasis develops in the so-called early case. 

The approach to the treatment of all cancers will 
change during the next 25 years. The cure will not be 
within the scope of our present techniques. It will be 
simplified. It is my hope that the youthful cancer sufferer 
and those of more years, in the so-called cancer age, 
will be protected against cancer or, if afflicted, promptly 
cured. This hope is common to all of us. We have made 
progress in our attack upon benign and malignant lesions 
of the breast, but we have a long distance to go and we 
will have more opportunity of reaching the millenium 
when we recognize the limitations of our present mode 
of attack on both the early and late cases. 

510-514 Ohio Building (4). 


Advice on Diet._The fundamental principles of medical 

dietetics are only slowly emerging from an accumulation of 
scientific data on one hand and a mass of traditional empiricism 
on the other. Just as the paramount importance of good nutri¬ 
tion in the maintenance of health has become more widely ap¬ 
preciated by medical men in recent years, so the prescription 
of complicated diet sheets has tended to recede into the back¬ 
ground. There can be few instances in dietetic out-patient de¬ 
partments in which the giving out of printed diet sheets is jus¬ 
tifiable Advice on diet should be individual and not done by 
routine mass-methods, and even in individual cases the actual 
writing out of detailed diet sheets shoutd rarely be necessary, 
with a few obvious exceptions. The primary object of a dietetic 
department should be to spread the gospel of sound nutrition 
among the population, and the dietetic treatment of various dis¬ 
eases usually only calls for very simple common-sense advice. 
Yet 15 years ago it was commonly believed by medical men that 
there was some specific dietetic treatment for a large number 
of disorders, for which detailed diet sheets were supposed to 
have an almost mystical therapeutic potentiality.—D. M. Dun¬ 
lop, Modem Trends in Therapeutic Dietetics, The Bnush Jour - 
nal of Nutrition, Vol. 4, Nos. 2 & 3, 1950. 
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CIVIL DEFENSE 
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CENERM. CONSIDERATIONS 

Should there ever be an atomic attack on this country, the 
public generally would want something done to ascertain 
whether there was any danger from radioactive contamination. 
They would probably not be satisfied unless this were done, 
and they would probably blame the responsible authorities in 
local government if it were not done. The assurance that radio¬ 
logical surveys had been carried out, and that they revealed 
no danger from any residual radioactive contamination, would 
probably go far toward reducing confusion and perhaps even 
minimizing that phase of a tendency to panic which may he 
based on fear of radioactivity. 

It is difficult for the person who is not technically trained to 
understand the phenomena of radioactivity. It is difficult for 
the average person to visualize the significance of radiological 
hazards because they are not readily detected by the senses, 
their presence being made known at the time only by the use 
of special instruments. Unseen, unheard and not felt, they tend 
to fall into the category of the “unknown,” and fear of the un¬ 
known is often more difficult to control than fear of the known. 
Because of this, and various other factors, the role of radio¬ 
logical safety personnel in the prevention or control of panic 
could be of vital importance in event of atomic attack. Infor¬ 
mation they can collect and interpret will have a very important 
bearing on a variety of problems involving human psychology 
and human behavior, problems which are of primary concern 
to the responsible authorities of civil government in event of 
atomic attack. 

Definition of Radiological Defense. —Radiological defense 
is defined as the protective measures taken to minimize person¬ 
nel and material damage from radioactivity resulting from 
enemy attack. As such, it is a planned, organized and directed 
scheme of “radiological safety” which includes more than simple 
defection and measurement of radioactivity. It includes as well: 

(a) Training, organization and distribution of technically 
qualified personnel. 

(h) Development and application of techniques and pro¬ 
cedures of radiological safety, including the use of instruments 
for detecting and measuring activity to the end that, as a health 
protection measure, the existence of residual radiation hazards 
can be determined and their significance estimated. 

(c) Development, provision and maintenance of suitable 
technical equipment. 

(d) Protection or removal of exposed personnel. 

(r) Decontamination of personnel, equipment, structures and 
terrain. 

In civil defense, radiological defense is the organized effort 
of the people, acting under civil authority, to prevent or minim¬ 
ize the injurious effects which may result from the exposure of 
personnel to residual radioactivity, or “radioactive contamina¬ 
tion, which may result from, or arise in connection with, an 
enemy attack on civil populations. 

Radiological defense measures would be particularly directed 
against the radioactive contamination that might exist after the 
detonation of an atomic bomb. They would be equally effective, 
owever, if an enemy deliberately employed radioactive mate- 
i s as an offensive weapon against civilian populations. 


Aims of Radiological Defense.—'The more specific aims of 
radiological defense within civil defense are (a) to prevent or 
minimize confusion and panic, through collection and proper 
dissemination of factual information concerning the existence, 
or nonexistence, of radiological hazards, ( b) to prevent or miti¬ 
gate personnel injuries resulting from exposure to residual radi¬ 
ation hazards, through detection and avoidance of such hazards 
and (c).to facilitate the work of relief and the restoration of es¬ 
sential community services, through the protection of personnel 
whose civil defense duties require their entry into radiologically 
hazardous areas. 

Some Problems in Radiological Defense. —What are some of 
the special problems of radiological defense? There are a 
variety of such problems. Many of these are technical in nature. 
They are probably the easiest to solve. Others relate to the diffi¬ 
culties of organization and preparation of a special group of 
civil defense workers and the development of effective civil de¬ 
fense operation schemes. These are probably the most difficult 
to solve. Still others are intimately related to difficult problems 
in human relations and in human psychology and behavior. 

Requirements in Radiological Defense .— General require¬ 
ments may be summarized briefly. 

A national policy with respect to radiological defense is re¬ 
quired and has been established. 1 In line with this policy, a plan 
or scheme for radiological defense must be prepared in certain 
states and communities. 2 An organization must be developed to 
carry out the plan. Qualified personnel will be required to imple¬ 
ment the plan. Persons who are proficient in the detection and 
measurement of radioactivity must be trained to apply these 
techniques in civil defense and in civil defense operations. 

Instruments of the proper type and in appropriate numbers 
must be procured and made available for radiological defense 
personnel. These instruments will be needed for training as well 
as in event of an emergency. Instruments must be carefully se¬ 
lected and suited to the needs and requirements of civil defense 
activities. 3 Provisions must be made for their issue, storage, 
maintenance and repair. They must be appropriately dispersed 
and kept in a state of functional readiness. 

Radiological defense personnel will need to be trained to work 
with personnel in other civil defense activities. They will also 
be needed to assist in the instruction of workers in other civil 
defense services, and in the interpretation to them of informa¬ 
tion concerning radiological safety measures. Some qualified 
radiological defense personnel will be needed to serve as radio¬ 
logical safety advisers on the civil defense staffs of mayors and 
governors. 

Radiological defense specialists will be required to meet and 
solve some of the more complicated or “postgraduate” technical 
and scientific problems which may arise, particularly those asso¬ 
ciated with the prevention of radioactive poisoning and the 
evaluation of hazards that may give rise to such poisoning. Quali¬ 
fied radiological defense leaders will be needed to provide for 
the benefit of the public, reliable information relative to the 
existence or nonexistence of radiological hazards and to interpret 
their significance if present. 

Ability to cope with atomic disaster will depend in large meas¬ 
ure on the state of preparation for civil defense that exists at 
the time of the attack. This state of preparation, in turn, will 
depend on the preliminary training that has been conducted, the 
organization that has been effected and the civil defense forces, 
including those for radiological defense, which are “in being" 
at the time of attack. 

A general understanding of the phenomena associated with the 
explosion of an atomic bomb and the effects produced by such 
an explosion is essential for those directly concerned with radio¬ 
logical defense planning. A technical treatment of those matters, 
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however, does not lie within the scope of this discussion except 
insofar as may be required later to explain the specific problems 
in hand. 

Radiological defense will employ a technology new to civil 
defense but one that has been successfully applied in the various 
atomic bomb tests that have been conducted. It involves intelli¬ 
gent and sound application of technical and scientific knowledge, 
some, but fortunately not all, of it highly specialized. The radio¬ 
logical defense organization will be composed of technical per¬ 
sonnel who have not been medically trained. They will serve a 
health protection service. In this, they will bear a very important 
relationship to the medical services and to the broad medical 
mission of civil defense. 

Technical information obtained by radiological defense per¬ 
sonnel will permit qualified and specially trained medical officers 
of the civil defense organization (1) to make a medical evalua¬ 
tion of the situation (2) to interpret the medical significance of 
such radiation hazards as might be encountered and (3) to evalu¬ 
ate such individual exposures to radioactive contamination as 
may be required by the mission of the medical services. The 
Radiological Defense Advisory Committee may, to advantage, 
serve in the capacity of a Radiation Evaluation Board if this 
is deemed locally practicable. 

While it is desirable for all physicians to have some general 
knowledge of the purposes of radiological defense and to know 
in general how the radiological defense mission is accomplished, 
physicians should not serve as monitors. This would be a serious 
waste of greatly needed medical personnel. Although not needed 
in great numbers, some physicians would be required who have 
had some special training to enable them to serve as advisors 
in the medical phases of radiological defense. In like manner, 
scientists and highly trained technical personnel should not ordi¬ 
narily serve as monitors on radiological defense teams. A limited 
number of such personnel would be vitally needed, however, to 
serve on radiological defense “specialists teams” in connection 
with some tasks which are technically more difficult and more 
complicated than that of radiological survey work and 
monitoring. 

Qualified radiological defense personnel, possessing level 
heads and exercising sound judgment, can be of invaluable as¬ 
sistance to civil defense leaders and can do a great deal in the 
public interest. Careless, or poorly qualified, they can be very 
harmful to the public interest. This fact and its importance must 
be recognized at all times. It is essential that radiological defense 
leaders possess not only sound technical qualifications but a 
level head and the ability to exercise good common sense as well. 

Radiological Defense in Action; Attack and Actions Assumed. 
—Radiological defense personnel would have a variety of duties. 
The importance of these duties in relation to civil defense would 
vary in accordance with the conditions that would be found to 
exist after an attack. They would also vary somewhat with respect 
to the time that may have elapsed subsequent to the attack. 
In most instances it is likely that need for such personnel would 
be greatest immediately after the attack and perhaps for a day 
or two thereafter. Should no residual radiological hazard exist, 
once this fact is known, relatively few radiological defense per¬ 
sonnel would be needed in the incident area. They would then be 
available for other civil defense duties. Should there be a sig¬ 
nificant residual radiological hazard, the number of personnel 
required and the duration of the time that they would be re¬ 
quired would be greater depending on the conditions en¬ 
countered. 

A clearer understanding of the problems of radiological de¬ 
fense may be developed, if the situation likely to follow an 
atomic attack be assumed and certain proposed radiological 
defense measures described. 

A. Early Phase, Before Civil Defense Headquarters Is Es¬ 
tablished: In event of attack, community authorities, in accord¬ 
ance with a prearranged plan, would undoubtedly issue a “call 
to duty” for civil defense personnel. Radiological defense per¬ 

4. At such places instruments for radiological survey could be suitably 

dispersed and stored so as to be available to the radiological defense 
personnel when needed. Such a plan would make possible the assembly 
of personnel at places where teams could be organized and where they 
could obtain necessary equipment. . . 

5. Vide infra Area Survey Teams, under Organization. 

6. Vide infra Service Monitoring Teams, under Organization. 


sonnel would report to some suitable and prearranged “reporting 
in” place (police headquarters, fire headquarters, offices of health 
departments, training centers in local schools) and await further 
instructions. 4 Their movement from there into the area of civil 
defense activity would be in accordance with the needs of those 
in charge of the civil defense work. Those persons most readily 
available, and nearest to the incident, would be employed to 
assist “on the spot” commanders of the police and fire services. 
Personnel to conduct radiological surveys of the area 5 6 would 
probably have to be aided by the police or fire services through 
their provisions of (1) emergency transportation and escort and 
(2) emergency communication services. Once at the site of the 
incident, radiological defense personnel would carry out a radio¬ 
logical survey. If any radiation were detected, it would be meas¬ 
ured and the significance of the hazard evaluated. Should 
radiologically hazardous areas be found, the existence and loca¬ 
tion of such hazards would be made known to the responsible 
authority (police) within the area, their specific boundaries would 
be delimited and their significance indicated. The police, not the 
radiological personnel, would be responsible for the control of 
the movement of persons into and out of a hazardous area. 

As soon as possible, information relative to the radiological 
hazards would be communicated to central civil defense control, 
in accordance with a prearranged plan, preferably through police 
or fire service communication facilities. On the reliability and 
availability of this initial information may well hinge the ef¬ 
fectiveness of all early phase civil defense operations. 

Personnel of the radiological defense organization not engaged 
in area survey work would be assigned as “service monitors” c 
to accompany working parties of the fire and rescue services. 
Their duty would then be to remain with these parties, insofar as 
practicable, to advise them of the severity of the exposures, if 
any, to which they might be subjected while carrying oilt their 
work and to give technical information to “on the spot” com¬ 
manders essential to the calculation of such risks, with respect 
t$> radiological exposures, as might be required. Their aim would 
be to prevent such injurious overexposures as might not be rea¬ 
sonably justifiable. It would not be to prevent persons from ac¬ 
cepting such risks as are justifiable. A practical example may be 
given. If a serious overexposure could be incurred by a group 
of men working in a hazardous area for eight hours, a moderate 
exposure in four hours and an insignificant exposure in two 
hours, there would be little justification for permitting the eight- 
hour exposure. A replacement of the group at the end'of four 
hours or earlier would be most desirable from the standpoint 
of human values and economy of manpower. It would also be 
practicable even in civil defense work. The requirements of 
radiological defense must not be intended to prevent exposures 
that are really necessary. They are to prevent those injurious 


exposures that are not really necessary. 

B. Early Phase, After Central Civil Defense Control Is Es¬ 
tablished: As soon as a central control of civil defense is able 
to function with respect to personnel working at the site of the 
incident, central control could receive emergency radiological 
reports from leaders of survey personnel via police or fire service 
'ommunications in accordance with prearranged plan. By this 
means, the responsible authority in the city would be advised as 
to the nature, extent and seriousness of radiological hazards 
present as tentatively indicated by earliest reports of the radio¬ 
logical survey of the area. This is a vital “intelligence” function. 
Should it be found that no significant or extensive radiological 
hazards exist, the conduct of fire, police and rescue operations 
could go on as rapidly as other conditions would permit and 
without the need of observing radiological safety precautions. 
Radiological defense personnel would then be held in reserve 
areas and should not be moved to the area of destruction except 
as specific need might arise, at which time they would be sent 
uut by authority or direction of the local civil defense com¬ 
mander The information gained by the radiological survey oper¬ 
ations in this early phase would be of great importance to the 
'onduct of civil defense operations after this time. A limited 
lumber of radiological survey personnel would continue to make 
surveys to confirm or alter the earlier estimate of the situation 
with respect to radiological hazards. 

If radiological hazards were found to exist, and if they were 
if sufficiently serious physiological significance, the civil de¬ 
fense operations might need to be conducted with somewhat 
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more caution. Life-saving rescue work would undoubtedly be 
done in most instances regardless of the hazards. The technical 
information obtained from the radiological survey of areas 
would provide the basis for the evaluation of the hazard and 
for the preliminary calculation of the risk that might be in¬ 
curred Information of this character would be required (1) 
for those responsible for directing civil defense activities, (2) for 
group leaders and (3) for the guidance of the individual ctvil 

defense worker. , 

Personnel of the fire and rescue services, when required to 
work within the radiologically hazardous area, could be accom¬ 
panied insofar as practicable, by “service monitors” of the radio¬ 
logical defense organization. They would, in general, be attached 
to these services at the time, rather than prior to the attack. If 
so, it would be their duties to measure the exposure of individual 
working groups and to advise the responsible group leaders, and 
“on the spot” commanders concerned, as to the nature and sever¬ 
ity of the risks being encountered or assumed. Only in excep¬ 
tional circumstances would it be necessary to report this informa¬ 
tion back to sector control centers and central civil defense 


headquarters. 

If the radiological hazards were slight, or of no significance 
or if they were absent, the presence of some radiological defense 
personnel with these working parties, or at least their ready 
availability, would do much to aid the morale of the civil de¬ 
fense workers and do much to offset the adverse psychological 
effects that might be expected. 

If-there were a significant residual radioactive contamination, 
such protective services would be of vital importance in the 
avoidance of important and injurious overexposures of civil 
defense workers and of other personnel. 

C. Later Phases, Under Central Civil Defense Control: 
Should there be no residual radiological hazards, relatively few 
radiological defense personnel would be required to continue 
on duty after the first day or so, although a skeleton organiza¬ 
tion should probably be maintained, particularly to make checks 
on areas suspected of being, or rumored as being, radiologically 
hazardous. If there were significant residual radiological hazard, 
then the services of the radiological defense personnel might be 
needed for some days or longer, and an extended radiological 
safety operation would probably have to be carried out. 

During the conduct of the activities just described for the 
three phases of civil defense operation, it would be necessary to 
maintain a radiological situation plot in the civil defense head¬ 
quarters and the main subordinate control centers. On such plot- 


maps would be charted information concerning the location and 
the severity of the radiological hazards. This information would 
be required for the use and guidance of those in responsible 
authority within the community. Information could be passed 
from leaders or groups conducting radiological survey in the 
field to the subordinate control centers by way of police service 
communications and/or fire service communications, or by such 
other means as the civil defense plan may provide. Subordinate 
control centers would communicate with central headquarters. 

The police and fire services are normally prepared to utilize 
all forms of modern communication and have personnel skilled 
' n ', r use Under conditions of disaster. They also have alternate 
facilities to use if needed, including even motorcyle and foot 
messenger services. While it would not be practicable to send 
routine radiological defense information via police and fire serv¬ 
ice communication facilities, the civil defense plan should, nev- 
ert eless, assure the availability of these facilities for high 
priority and emergency reports. 

In the very earliest phases of the incident, the transportation 
®. c ? seatia! radiological defense personnel up to, and within, 
ic incident area would present a problem that must be pro- 
' *• ,° r m the °P cral '°n plan. Police or fire forces personnel 

mig t c required for escort. It would be necessary to have some 
uor ers among the radiological defense personnel who would 
> nst rument supply, replacement and repair. 

-•-Pects of radiological defense operations in areas re- 
mo\c rom the immediate site of destruction include the 
P? «"? ma y arise in connection with suspected “down- 
'V. n i. conta ( T " na, ‘°n and “fall out” resulting from atomic 
attack. These will be discussed later. 


TECHNICAL CONSIDERATIONS IN RADIOLOGICAL DEFENSE 

Radiological Hazards Produced by Atomic Attack.— The 
detonation of an atomic bomb can, and may, produce two gen¬ 
eral forms of radiological hazard, the occurrence and importance 
of which would depend largely on the manner in which the bomb 
was detonated, that is, whether high in the air as at Hiroshima, 
near the surface of the ground as in New Mexico and at Eni- 
wetok or under water as at Bikini. There are two general types 
of radiological hazard which might be created: (a) initial radi¬ 
ation hazard and (b) residual radiation hazard. 

Initial Radiation Hazard. —The initial radiation hazard is cre¬ 
ated by the prompt radiation of gamma rays and neutrons at 
the moment of detonation and by the delayed radiation of 
gamma rays and neutrons from the “ball of fire” immediately 
after the detonation and lasting for a period of not more than 
two minutes thereafter. The initial radiation is the severest ex¬ 
ternal radiation hazard created by the explosion of the bomb. 
The initial radiation hazard produces injury only as a source 
of external body radiation. 

At Hiroshima some persons were by chance shielded by ter¬ 
rain, earthen embankments, heavy concrete walls or similar bar¬ 
riers to gamma radiation. Some who had taken refuge in 
underground shelters at the time of the air raid warning and 
who remained there were protected from the injurious ionizing 
radiations. It is difficult to plan for protection against this radia¬ 
tion hazard. Because protection against the initial radiation 
hazard is not a function of radiological personnel, this problem 
will not be discussed in greater detail at this time. It is well, 
however, to point out that suitable advice relative to this prob¬ 
lem is being provided the states by the Federal Civil Defense 
Administration. 

Residual Radiation Hazard .—A residual radiation hazard 
may, under certain conditions, result from the explosion of an 
atomic bomb. A hazard of this nature may be due (1) to the 
presence of fission products that are produced by the splitting 
of atoms in the bomb explosion and emit beta particles and 
gamma rays, (2) to the presence of unfissioned bomb material 
(plutonium) or (3) to the presence of radioactive materials 
resulting from the bombardment of certain chemical elements 
by neutrons at the time of, or immediately after, the detonation 
of the bomb. A residual radiation hazard may cause injury (1) 
as a source of external radiation or (2) as a source of internal 
radiation. 


Protection against the residual radiation hazards is achieved 
by the employment of radiological safety measures. The hazards 
can be detected and their significance evaluated. They can, in 
large measure, be avoided. The organized and directed activities 
of radiological defense personnel are aimed primarily at the 
prevention of injuries from residual radiation hazards. 

The gamma radiation from residual contamination can be 
severe but will not approach the intensity of that of the initial 
radiation. After the first day or so it would be difficult for one to 
acquire a severely injurious overexposure to penetrating gamma 
radiation, or even a dose in excess of 100 of total body radiation. 

Radiological Hazards of Various Types of Bomb Bursts .— 
Air Burst: The detonation of an atomic bomb at the altitude 
employed at Hiroshima and Nagasaki would produce an intense 
initial radiation hazard. The bomb would produce the same ef¬ 
fects as were observed in the victims at Hiroshima and Naga¬ 
saki. The radiation injuries produced in the survivors at Hiro¬ 
shima and Nagasaki were all due to this form of hazard. Gamma 
radiation alone was responsible for all radiation injuries that oc¬ 
curred in persons who were more than a few hundreds yards 
from the center of the explosion area. 
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probably be no significant residual radiation hazards on the 
ground, because most of the fission products, and unfissioned 
bomb material, would be carried to a great altitude by the bot 
gases resulting from the atomic explosion. They would then be 
widely dispersed and carried away by the winds at varying levels 
of altitude with ever increasing dilution. Contamination of air 
masses, particularly closely downwind of the explosion, might 

l r cZ,v,-T C ° f haZard <0 ptancs operating therein. Such 
a condition would probably be transient and might be injurious 
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materials from such contaminated air masses “fall out” on the 
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surface of the ground at sites far removed from the area of the 
explosion, they would probably create no significant health haz¬ 
ards, although they might be measurable in so-called tracer 
amounts. Such a situation might give rise to difficult problems 
in human relations but would probably not be hazardous to 
health. 

Radiological Hazards Produced by Surface and Sub-Surface 
Bursts: In planning for radiological defense, one cannot en¬ 
tirely disregard the possibility of surface and subsurface bomb 
detonations. 

In a surface burst, the radiological hazards produced at the 
actual time of detonation would be grossly comparable to those 
of an air burst, although the range of the radiant heat, flash 
and blast effects would be noticeably lessened. Persistent radio¬ 
active contamination of the ground would be encountered in the 
immediate target area and for variable distances immediately 
downwind of the explosion area. It might present a significant 
radiological hazard, particularly to personnel whose civil defense 
duties may require entry therein. Contamination of air masses 
would be much the same as that resulting from an air burst. 
In addition, there might be some contamination of nearby land 
surfaces as a result of heavy “fall out” and as a result of spread 
of ground contamination through surface drainage and move¬ 
ment of subsurface waters. Any distant downwind contamina¬ 
tion attributable to cloud “fall out” would probably not consti¬ 
tute a significant health hazard of any kind, and it is unlikely 
that .it could ever be the source of radioactive poisoning from 
the inhalation or ingestion of contaminated materials. 

Should the bomb be detonated beneath the surface of a body 
of water, under the same conditions as in the second Bikini test, 
the radiological effects would probably differ widely from those 
produced by surface or high altitude explosions. Under these 
circumstances, the radiations released at the instant of detona¬ 
tion may largely be absorbed by the water and so be rendered 
of minor importance. On the other hand, contamination of air 
masses, though relatively limited in extent, may be of con¬ 
siderable severity. Nearby land areas and above-surface objects 
in the path of the “base-surge” and the “radioactive rain” which 
would accompany it, as well as the body of water itself, would 
doubtless be heavily contaminated with radioactive fission 
products. This contamination would persist for variable periods 
of time, depending on the rate of radioactive decay, dispersion 
and dilution and other factors. The significance of such a residual 
contamination could be determined only after analysis of the 
situation by qualified radiological defense personnel employing 
techniques now well established in practice. 

"Fall Out’’: When the radioactive, metallic oxide particles in 
the bomb cloud collide with the particles of dirt, which are in 
general considerably larger, they adhere and the dirt particles 
in the cloud become contaminated with the radioactive sub¬ 
stances. Then, when the violence of the disturbance due to the 
explosion has subsided, the contaminated dirt particles grad¬ 
ually fall back to earth, giving rise to the phenomenon known 
as “fall out.” If the height of the bomb burst exceeds a cer¬ 
tain value, there will probably be no detectable "fall out” since 
no extraneous particles will be sucked into the cloud. However, 
should the bomb be detonated relatively close to the ground, 
or on the surface of the ground, and considerable amounts of 
dirt and other debris were sucked into the radioactive cloud, 
the “fall out” would have to be considered as a danger until 
proved otherwise. Much the same situation would exist if the 
bomb were detonated at a low level above the surface of water, 
although then the “fall out” would consist mainly of water drops. 
In an underwater burst, detectable, but probably not dangerous, 
“fall out” might occur at a considerable distance from the site of 
the explosion. In an underwater burst, the really significant “fall 
out” would be that closely associate with the “base surge” and 
“radioactive rain” created by such an explosion, and this would 
be observed for variable distances immediately downwind of the 
explosion. 

"Base Surge" and "Radioactive Rain’’: In the underwater 
test at Bikini a “base surge” and a “radioactive rain” were ob¬ 
served for the first time. Together they were responsible for the 


7. The Effects of Atomic Weapons, Atomic Energy Commission and 
Department of Defense, Government Printing Office, Dec. 1950. 


surface contamination that was observed within a radius of a 
few thousand yards downwind of the explosion. For a technical 
discussion of these two important and somewhat complicated 
phenomena, “The Effects of Atomic Weapons” 7 should be 
consulted. 

Significance of Problems o) Food Contamination in Civil De¬ 
fense. —Foodstuffs from storage places, markets, restaurants or 
food-processing plants within the areas of residual contamina¬ 
tion should be suspected of being contaminated and should be 
monitored before being used. Nonperishable foods found to be 
contaminated should not be destroyed until monitored by special 
radiological defense teams and they advise disposal. 

After an atomic explosion, within the areas of residual con¬ 
tamination, foods in undamaged refrigerators, cans, bottles, j'ars 
and sealed packages may be used without monitoring, provided 
care is'exercised in washing off any dust or liquid from the out¬ 
side of the container or package before opening and precautions 
taken to prevent contaminated materials from getting into the 
food during the process of opening the container or removing its 
contents. 


Under most unusual conditions certain risks might be en¬ 
countered in the long-continued and repeated ingestion of animal 
or plant forms that take up radioactive elements from the en¬ 
vironment and concentrate them within their own bodies. The 
control of such a problem would, however, not be difficult, and 
the medical specialists in radiological defense would be alert to 
the detection and evaluation of such an unusual situation. 

Significance of Problems of Water Contamination in Civil 
Defense.—Contamination of water would not be a problem after 
an aerial burst such as at Hiroshima and Nagasaki. 

The Bikini underwater test provided the ideal situation for 
maximum water contamination—it was a particular type of un¬ 
derwater burst, occurring in a deep body of salt water which is 
stagnant in nature and in which the exchange of water in and ' 
out is actually very small. Under these conditions, the radio¬ 
active contamination within the water tended to remain confined 
to the water, the bottom and the biological forms within that 
body of water. There was a considerable natural shifting of 
radioactively contaminated materials within this lagoon, and a 
potential hazard may have persisted with respect to food forms 
taken from it. 

The hazard that might be created in rivers, lakes and harbors 
would vary, depending on the depth of the water at the site 
of detonation and the size of the body of water, the rapidity of 
exchange as a consequence of current, tide or otherwise and, of 
course, the magnitude of the original contamination. These are 
some of the technical matters to be considered in relation to a 
potential hazard of this nature. They would be of primary con¬ 
cern to “specialists teams” of the radiological defense organiza¬ 
tion, rather than to “area survey” monitors. 

It now appears that the civil defense problems associated with 
exposures to internal radiation hazards of this nature and which 
are of relatively short duration (hours, days) are probably not as 
formidable as was once feared. The more complicated and pos¬ 
sibly more serious problems would center around long-continued 
or repeated exposures through the drinking of contaminated 
waters or the eating of food forms derived directly, or indirectly, 
from waters so contaminated. 

Modern municipal filtration systems, in those cities where 
these facilities exist, would provide a great deal of protection 
through their ability to remove such contamination. It would be 
possible to keep a close check bn this matter at the filtration 
plants, and when required the contaminated materials of the fil¬ 
tration system could be replaced. The problem is one not too 
difficult to deal with technically, even in the most extreme con¬ 
ditions visualized. This problem would be of primary concern 
to specially trained public health radiological defense teams, 
rather than to area survey monitors. 

The process of distillation, as employed in the nontarget ships 
at Bikini after the underwater test, effectively removed the radio¬ 
active materials by holding them in the evaporator. This provides 
substantial evidence as to the efficacy of this procedure in de¬ 
contaminating water under the extreme conditions of contamina¬ 
tion that characterized that test. 

In this connection, it must be pointed out that radioactivity 
in measurable amounts does not necessarily mean radioactivity 
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in injurious amounts. In the use ofradioisotopes in medical diag¬ 
nosis small amounts of radioactive materials, much too small 
to produce any injury, are employed in so-called tracer 
amounts. Radioactive contamination of water from anything but 
a Bikini type underwater burst would probably be of much the 
same significance. While it would be detectable, measurable and 
of technical interest, it is not likely to be of practical significance 
from the standpoint of causing injury to personnel except pos¬ 
sibly as a result of prolonged and repeated ingestion of con¬ 
taminated water or food products derived therefrom. 

The techniques of study of such water would be much the 
same as those now in use in biological and medical laboratories 
where water is tested, and in those medical laboratories where 
the blood and urine of patients treated with radioisotopes is 
measured and studied. Similar techniques could be employed 
effectively to protect personnel from this form of hazard were it 
ever encountered. This would be done by special public health 
teams or “specialists teams’ of the radiological defense organiza¬ 
tion, rather than by “area survey" monitors. 

Water containing one-millionth of a curie of fission products 
per liter is considered safe for drinking. Many popular mineral 
waters contain more than this. 

Some cities, such as New York, obtain their water supplies 
from sources removed from the city proper. In such circum¬ 
stances the problems of providing safe water for drinking and 
household purposes would probably not be difficult or serious. 
Many cities do not have filtration facilities, so that the problems 
may require special consideration. ' 

Decontamination Measures. —As used in radiological defense, 
decontamination means the removal of radioactive materials 
from the person or object contaminated with such materials. 
It docs not consist of changing the rate of decay of the radio¬ 
active elements present. By moving the radioactive materials 
from one place to another, either partially or completely, one 
may serve a useful purpose or may simply shift the site of haz¬ 
ard from one place to another. The dispersion of radioactive 
materials in air or water, and on land surfaces, may reduce the 
amount of contamination at a particular site. It may, however, 
give rise to new problems at other sites. Generally, such disper¬ 
sion, and the accompanying dilution tends to favor the protec¬ 
tion of personnel. This is the active factor, which in association 
with “radioactive decay,” constitutes nature’s way of decontami¬ 
nation. There are a few important exceptions to this generaliza¬ 
tion. Under certain conditions, biological forms may tend to 
concentrate radioactive substances and a rather subtle and per¬ 
haps significant radiological hazard may develop where it is not 
expected. 

Decontamination procedures as they apply to extensive land 
surfaces and buildings, and perhaps to a lesser extent to some 
large items of equipment, have not proved to be entirely satis¬ 
factory. On the other hand, it is possible to remove contamina¬ 
tion from the external surfaces of the human body through the 
removal of contaminated clothing combined with a thorough 
washing and rewashing of the face, hands and body with soap and 
water. This is both practical and effective. It should be a routine 
procedure for personnel required to work in contaminated areas. 

Small objects the surface of which are nonporous or non¬ 
absorbent, may often be decontaminated by somewhat similar 
techniques. In certain circumstances, weak acids or other chemi¬ 
cals may be employed to advantage. Generally such materials as 
are absorbent are not readily, if at all, decontaminated. Wood, 
concrete, asphalt, soil and certain organic materials can rarely 
be decontaminated successfully. 

Clothing will tend to prevent radioactive materials from 
coming into contact with the skin. In this sense only, may cloth¬ 
ing be considered as being protective. When the contaminated 
clothing is removed, one phase of personal decontamination is 
carried out. When the contaminated clothing is being worn, and 

he radioactive material is not in direct contact with the skin, 
the beta particles or alpha particles emitted will usually not 
injure the skin although the gamma radiations emitted will pene¬ 
trate the clothing and may produce injury. 

• )7l' C Arme< * Services Chemical Warfare Masks will prevent 
inhalation of radioactively contaminated materials and, when 
required, can be employed for this purpose by personnel who 
are working in contaminated areas and by those engaged in 
certain decontamination operations. 


Exposure Tables.—In the atomic energy program, a standard 
has been set, called the “permissible dose” or “tolerance dose.” 
This stipulates an exposure to the entire body that a man could 
experience every day in his life without danger of injury. This 
has been set at a maximum of 0.1 r a day with a weekly maxi¬ 
mum of 0.3 r. 

This applies to daily exposures. It is a very different matter 
when applied to a one-time exposure in emergency and to that 
accumulated in a period of a day or so. Under these conditions 
a person may be subjected to many times the daily "permissible 
dose” without injury. 

In emergency civil defense operations and with exposures in¬ 
curred within a few days the following points would obtain: 

1. A person could probably be exposed to 25 to 50 r of total 
body radiation without incurring injury and be able to continue 
at his duties. If possible, he should not be exposed to any more 
radiation, at least not for several weeks. The Atomic Energy 
Commission has recommended to the Federal Civil Defense 
Administration that workers not be exposed to more than 25 
r, and this recommendation should be followed. 

2. A person exposed to 50 to 100 r of total body radiation 
might have some nausea and some changes in the number of 
cells in his blood, but he would most likely be able to continue 
his duties. Such exposures should most certainly be avoided if 
possible, and the individual should not be exposed to any more 
radiation, at least for many weeks. 

3. A person exposed to 100 to 200 r might be incapacitated 
after the injury suffered began to take effect—probably some 
hours after exposure. He should not be exposed to any more 
radiation. It would be difficult to acquire exposures of this 
magnitude after the first day as a consequence of residual 
radiation hazards. 

4. Exposures in excess of 200 r would in most instances pro¬ 
duce “noneffectives,” as injury and some degree of disability 
are practically certain. 6 

The interpretation of the medical significance of various levels 
of exposure to radioactive contamination is a function of the 
medical services rather than of the technical personnel of radio¬ 
logical defense. In the absence of medical personnel, monitors 
and technical personnel of the radiological defense organization 
would interpret their findings in accordance with the standards 
just described. 

Exposure standards for other than penetrating gamma radi¬ 
ations lie beyond the technical scope of the present discussion. 

It should be pointed out at this time that it is not the function 
of radiological defense monitors to determine, for purposes of 
medical diagnosis or treatment, the amount of exposure to radi¬ 
ation that individual casualties might have received during the 
period of initial radiation. Should it be deemed advisable to 
estimate the amount of radiation that might have been received 
by persons who were exposed in the open within certain ranges 
of the center of physical destruction, this should be done by 
technical and medical specialists on the staff of the civil defense 
headquarters, and not by monitors. 

Types of Instruments Required for Technical Procedures .— 
The principal types of radiological defense equipment required 
for local operations are as follows: 

Survey Meters: These instruments (Geiger counters and ioni¬ 
zation chambers) are used to detect and to measure ionizing 
radiations, principally gamma radiation. Usually they measure 
the amount of radiation per unit of time, in which case they 
may be referred to as “rate meters.” The requirements for these 
instruments will vary from a relatively large number of high 
intensity gamma ray monitoring instruments and a lesser num¬ 
ber of low intensity gamma survey meters to a relatively small 
number of instruments that can detect alpha and beta particles 
at low intensities or in small amounts. The high intensity gamma 
survey meters should cover a range from 0.025 to 500 r per 
hour. The low intensity gamma survey meters are suitable for 
training purposes also. Specifications for civil defense monitor¬ 
ing instruments have been issued by the Federal Civil Defense 


-on this prob em see The Effects of 

Atomic Weapons/ tabte 11.28, page 342; figure 8.16 page 253* figure 8 17 
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Administration for the guidance of users and manufacturers. 0 

Dosimeters or Cumulative Dosage Indicators: These instru¬ 
ments (primarily special purpose electroscopes) are used to 
measure the total amount of exposure that has taken place over 
a particular period of time. They are worn by monitoring per¬ 
sonnel to measure the total amount of radiation to which they 
have been exposed. With some dosimeters, the amount of the 
exposure may be read directly in the dosimeter. With others, 
the exposure is read indirectly by the use of a second instru¬ 
ment. The direct reading type is probably the most desirable 
for most civil defense purposes. Recently some simplified dosi¬ 
meters have been developed that depend on the effects of ioniz¬ 
ing radiations on a chemical indicator, or a special film 
preparation. 

Other Laboratory Type Equipment: Other types of special 
equipment, of a laboratory nature, might be required for par¬ 
ticular purposes. These will include counter scaler instruments 
with special alpha detectors, low intensity beta-gamma survey 
meters, portable alpha proportional counters, air filters, and 
sample preparation equipment and other instruments and acces¬ 
sories. It is not fitting at this time to more than mention that 
such equipment is available and could be readily procured if 
the need for such were known to exist. Such instruments are 
not needed in great quantities, or in such urgent haste, that 
they could not be readily provided from existing sources of 
supply and storage. Many items of equipment presently in use 
in radioisotope laboratories are well suited to this purpose. 

Photographic Dosimetry: Photographic film badges may be 
worn by a person to measure the amount of external body 
radiation to which he is exposed. When the film is developed 
and compared with proper standards, the exposures can be 
measured. It is likely for both technical and operational reasons, 
that the use of such devices will be less suited to civil defense 
needs than in somewhat comparable situations in industrial 
plants and laboratories in which there are penetrating ionizing 
radiation hazards. 

The issue, collection, development and measurement of film 
badges under conditions of civil defense requirements would 
take up too much time and effort to be practicable. Record 
keeping and the need for notification of involved personnel 
would be further hampering. While the use of such film badges 
would not be generally applicable to civil defense workers, 
under certain conditions associated with the persistence of a 
significant residual radiological hazard their use, on a limited 
scale, may be highly desirable and also practicable. 

ORGANIZATION 

Personnel. —The radiological defense organization will be 
manned by part time volunteer workers who will not receive 
pay for their services. They will be trained in the technical and 
operational aspects of their duties as part of the civil defense 
training program. They will not have had medical training and 
will frequently need advice from those who have had, because 
their function is primarily one of health protection and there 
are many medical implications associated therewith. 

Monitoring Teams. —The backbone of the working organiza¬ 
tion will be the monitoring team. The composition of a typical 
monitoring team as suggested by the Federal Civil Defense 
Administration would be one “leading monitor" and two moni¬ 
tors equipped and qualified to discharge the duties assigned to 
them. They would be aided by three “assistants” who have not 
had special technical training but who have been trained to assist 
the monitors. To provide flexibility in assignment and discharge 
of duties, all monitors should be trained to serve either in “area 
survey operations" or in “service monitoring.” 

Area Survey Teams. —When assigned to the radiological 
monitoring of areas suspected of being contaminated, the moni¬ 
toring teams will serve as “area survey teams.” 

Service Monitoring Teams. —When assigned to the monitor¬ 
ing of civil defense personnel working in potentially radiologi- 
cally hazardous areas they will serve as “service monitoring 

teams.” , . 

Specialists Teams. —To solve some of the technically more 
difficult tasks, such as those involving radiochemical analyses, 


9. Civil Defense Radiological Monitoring Instruments Specifications, 
Federal Civil Defense Administration, Dec. 6, 1950. Available in state civil 
iefense offices. 


and to meet some of the other problems which require the ser¬ 
vices of trained and experienced specialists, a limited number 
of “specialists teams” may be required. 

Headquarters Group. —A limited number of personnel will 
be needed to man the plotting rooms in civil defense head¬ 
quarters and to assist in the direction of the activities of the 
monitoring teams. In addition, some personnel will be re¬ 
quired to assist in the supply and maintenance of monitoring 
instruments. 

Operations. —To function as a smooth-working civil defense 
service, there must be a proper organization and a suitable 
operation plan, both well integrated into the civil defense scheme 
of the community. The activities of the monitoring teams must 
be directed and they must be carried out according to a pre¬ 
arranged plan insofar as this is possible. Otherwise, there will 
be added confusion, and the mission of the health services of 
civil defense will not be attained. In the planning of the radio¬ 
logical defense operations leadership, patience and good com¬ 
mon sense will be required. Where those in charge of radiological 
defense understand the missions and tasks of those persons in 
the other civil defense services, and when they in turn under¬ 
stand the mission of the radiological defense personnel, an 
effective cooperative scheme of operations can be effected. It 
cannot be done otherwise. 

TRAINING 

Radiological Defense (Monitors). —The Federal Civil De¬ 
fense Administration has encouraged the establishment of 
courses for radiological monitors within the states. Such courses 
emphasize the practical aspects of the detection and measure¬ 
ment of radiation. They also stress the use of these techniques 
in civil defense operations. By limitation of the scope of the 
technical tasks to which monitors may be assigned, it has been 
possible to train personnel with a good general background of 
education to the level of proficiency that would be required in 
the discharge of "area survey” and “service monitoring” duties. 
Approximately one year ago, the Atomic Energy Commission 
provided leadership and assisted in the setting up of such train¬ 
ing in many of the states. Leaders, trained in these courses, are 
now assisting in the conduct of similar courses of basic instruc¬ 
tion within their states. 

Medical Aspects of Radiological Defense. —The training of 
selected physicians, especially radiologists, in the medical aspects 
of radiological defense and in the medical problems associated 
with the possibility of a residual radiation hazard will be de¬ 
veloped more actively in the future. These persons would then, 
as representatives of the medical services, act in the capacity 
of medical advisers in relation to the radiological defense ser¬ 
vices. There are a variety of problems requiring special attention 
at the hands of medical personnel who possess special knowledge 
in this new field of medical responsibility. The Atomic Energy 
Commission assisted in the conduct of some such courses this 
past year, and the instruction was of an intensive nature and at 
the postgraduate level. 

Medical Aspects of Atomic Warfare. —It is generally recog¬ 
nized that all physicians and nurses should have some orienta¬ 
tion instruction in the medical aspects of atomic warfare. The 
purpose of this instruction is to acquaint them with the medical 
and health problems that are peculiar to atomic attack, rather 
than to enable them to serve as medical or health advisers with 
respect to the more complicated technical aspects of radio¬ 
logical defense. An orientation course of this character can be 
satisfactorily conducted even when limited to only eight to 12 
hours of actual instruction. Already, a great many classes of 
this character have been held, the instruction usually being 
given by persons who had attended courses given by the Atomic 
Energy Commission or the armed services. The purpose in de¬ 
scribing this phase of instruction at this time is to point out its 
relation to the two courses that have just been described. It is 
important that the specific training objectives for a particular 
course of instruction be kept in mind when considering t e 
planning of programs of instruction. Whereas as many phy¬ 
sicians as possible should receive the orientation course in the 
medical aspects of atomic warfare, relatively few would need 
to attend the longer course in the medical aspects of radiological 

defense. .. . 

The Council on National Emergency Medical Services will 
cooperate closely with the Federal Civil Defense Adrmnistra- 
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tion in appropriate fields of medical training. State medical asso¬ 
ciations may be called on to participate actively in the planning 
and conduct of such instruction within their respective states. 

CONCLUSION 

It has been my purpose to present an over-all picture of a 
new problem that is closely related to the responsibilities of the 
medical profession of this country. The need for a radiological 
safety scheme within civil defense is described, and many of the 
technical considerations involved are presented. The problems 
of organization and training are discussed only in order that 
attention may be directed to certain basic concepts of concern 
to the medical profession. 

The medical profession has a special responsibility in mat¬ 
ters of health protection even in civil defense. As physicians, 
we have a civil responsibility to know something about the prob¬ 
lems associated with the possibility of residual radioactive con¬ 
tamination created by an enemy attack on civilian communities. 
In relation to these matters, we will be called on over and over 
again to give advice. As a profession, we have a particular appre¬ 
ciation of not only the medical but also the psychological prob¬ 
lems involved. We can help to interpret them to our fellow men. 
It is in the national interest that we be as well prepared and 
as well informed as possible in order that we can fulfil our 
obligations in this respect in the best possible manner. 


COUNCIL ON PHARMACY 
AND CHEMISTRY 


The Council has authorized publication of the following 
report from the Committee on Research, a Standing Commit¬ 
tee of the Council on Pharmacy and Chemistry. 

R. T. Stormont, M.D., Secretary. 

Previous publications 1 by the Subcommittee on Steroids and 
Cancer of the Committee on Research have discussed the back¬ 
ground of the problem of estrogen and androgen treatment of 
mammary cancer, outlined the procedures used in the current 
cooperative study sponsored by the Committee, and presented 
certain preliminary data obtained in this investigation. Details 
of some of the cases studied by participating investigators have 
also been published.- This report, prepared during the incum¬ 
bency of Walton Van Winkle, Jr., as secretary of the Committee 
on Research, presents the Subcommittee's recommendations on 
the selection and treatment of patients with advanced mammary 
cancer and part of the data on which these recommendations 
are based. Ira T. Nathanson, Chairman; Frank E. Adair; Will¬ 
ard M. Allen; Earl T. Engle; Charles Huggins. 

Paul L, Wermer, M.D., Secretary. 

CURRENT STATUS OF HORMONE THERAPY 
OF ADVANCED MAMMARY CANCER 

material STUDIED 

Although records on more than 1,200 cases of mammary 
cancer treated with steroid hormones have been submitted to 
the Committee, only 886 cases have been included in the tabu¬ 
lations presented in this report. These cases were selected on 
the basis of the following criteria: 

1. The diagnosis of mammary carcinoma was established 
by microscopic examination of tissue obtained at biopsy or 
operation or on the basis of other criteria such as roentgen 
evidence of pulmonary or osseous metastases. 

' ,c Patient had very advanced primary, recurrent or 
metastatic disease not suitable for therapy by surgery or 
irradiation. 

, _Xhe patient had not been irradiated or castrated within 

nc six-month period immediately preceding hormone therapy. 

4. Roentgen ray therapy was not administered during hor¬ 
mone therapy, the patient was not castrated during therapy, 
nor was more than one hormone given during the period of 
observation. 


5. The patient received treatment for at least four weeks. 

6. Hormones -were administered in accordance with the 
protocols established by the Committee. 

7. All pertinent data on each case was recorded on the forms 
provided by the Committee. 

The following is a tabulation of the number of patients 
receiving each of the hormones studied. 1 ' 


Testosterone propionate (four schedules). 

Methyltestosterone (200 me. daily by mouth). 

Diethyhtilbestrol (15 mg. daily). 

Ethinyl estradiol (3 mg. daily). 

Premarln® (30 mg. daily). 

Estradiol diproprionate (5 mg. tirice weekly). 

Dienestrol (15 mg. daily). 

Dimethyl ether of diethylstiibestrol (30 mg. daily) 

Progesterone . 

A number of patients received the following compounds but 
the data are yet too limited for evaluation: 
Methylandrostenediol 
Testosterone cyclo pentenyl propionate 
Monomestrol 

Tri-para-anisyl-chloroethylene 

Some patients received more than one hormone, although 
not simultaneously. In such instances, each period of hormone 
administration is regarded as a separate case. The data in table 
1 justify this procedure, as far as this analysis is concerned. 
Whether previous hormone therapy may effect the patient’s 
subsequent response in manner is not revealed in the present 
study. 

The differences observed between the responses of patients 
who had received treatment and those previously treated with 
one of the hormones are within the statistical limits of error 
and hence are not to be regarded as significant for the number 
of cases observed. 

SELECTION OF CASES 

It must be emphasized that hormone therapy of mammary 
cancer is palliative only and not curative. Therefore, early 
diagnosis and removal by surgery remain the primary modes 
of attack on mammary cancer. In the presence of distant 
metastases, two forms of palliation are available: roentgen 
therapy and hormone therapy. A comparison of these forms 
of therapy has recently been made by Garland and his co¬ 
workers. 1 On the basis of these and other data, the Cofnmit- 
tee recommends that in the presence of localized and accessible 
osseous or soft tissue metastases surgery be performed when¬ 
ever possible or adequate roentgen therapy be administered in 


No. of 
Patients 
411 
1 " 

231 

53 

35 

21 

24 

35 

11 


1. Estrogens and Androgens in Mammary Cancer, Council on Pharmacy 
and Chemistry, J. A, M. A. 135:987 (Dec. 13) 1947. EstrogeRS and 
Androgens in Mammary Cancer, A Progress Report, Council on Pharmacy 
and Chemistry, J. A. M. A. 140:1214 (Aug. 13) 1949. Van Winkle, 
W., Jr.: Action of Steroid Hormones in Mammary Cancer, Radiology 
53:530, 1949, Proceedings of the First Conference on Steroid Hormones 
and Mammary Cancer, American Medical Association, Chicago, April 4-7, 
1949. 
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cerning the Selection of Therapy for Cases of Advanced Breast Carcinoma 
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lieu of hormone therapy. In the presence of widespread osseous 
or soft-tissue metastases, or lung metastases, hormone therapy 
is often preferable as the primary therapeutic weapon. 

Physiologic Age of Patient: Early investigators observed that 
the menopausal status of the patient apparently affected the 
results of hormone therapy, particularly the response to estro¬ 



gens. The data obtained by the participating investigators in 
the Committee-sponsored investigation is shown in chart 1. 
These data indicated that the presence or absence of function¬ 
ing ovaries probably has little significant effect on the response 
to testosterone propionate. However, it is apparent that post¬ 
menopausal women respond far better to the estrogens than 
do premenopausal women. Further analysis of the data reveals 
that the greater the number of years past the menopause the 
more likely is a satisfactory response to estrogen therapy. This 
is well illustrated in Chart 2 where the per cent of patients 
showing regression of soft tissue lesions is plotted according 
to the age of the patient. In general, the best results from 
estrogen therapy are obtained in patients more than five years 
postmenopausal. 6 

To further emphasize the importance of withholding estro¬ 
gens from premenopausal patients with mammary cancer it 
should be mentioned that all of the patients who showed 
acceleration of their disease following estrogen therapy were 
in the premenopausal group or were in the menopause. 

Choice of Hormone: It is obvious from Chart 1 that the hor¬ 
mone of choice for the premenopausal patient is testosterone 
propionate. In the postmenopausal patient with soft tissue 
lesions, estrogens appear to be far superior in producing an 
objective response than testosterone propionate. Where bone 
lesions predominate, there is little difference between response 
to estrogens and to testosterone propionate. However, since 
bone lesions are frequently the source of severe pain, and 
since testosterone appears to be superior to the estrogens in 


3. The following pharmaceutical houses generously donated the hor¬ 
mones used by the investigators; 

Abbott Laboratories: diethylstilbestrol, progesterone 
Ciba Pharmaceutical Products: testosterone propionate, methyltestoster- 
one ethinyl estradiol, estradiol dipropionate 
Ayerst, McKenna & Harrison: Premarin, progesterone 
Charles E. Frosst (Canada): testosterone propionate, dienestrol, diethyl¬ 


stilbestrol 

Lakeside Laboratories: diethylstilbestrol 
Wm. S. Merrell Co.: tri-para-anisyl-chloroethylene 
Organon, Inc.: estradiol dipropionate, ethinyl estradiol, methylandro- 
stcnediol, methyltestosterone, testosterone propionate 
Rarc-Galen, Inc.: testosterone propionate, dienestrol 
Schering Carp.: testosterone propionate, estradiol dipropionate, ethinyl 
estradiol, methyltestosterone 

Schering Corp., Ltd. (Canada): ethinyl estradiol, testosterone propionate 
E. R. Squibb & Sons: diethylstilbestrol, progesterone 
Upjohn Co.: diethylstilbestrol, progesterone 

Wallace & Tieman Products: dimethyl ether of diethylstilbestrol, mono- 
mestrol 

White Laboratories, Inc.: dienestrol 
Winthrop-Steams, Inc.: diethylstilbestrol 

4 Garland L H.. and others: Roentgen and Steroid Hormone Iher- 
apy in Mammary Cancer Metastatic to Bone, J. A. M. A. 144 : 997 (Nov. 

1950 

5 Nathanson I T.. in Proceedings of Laurentian Hormone Con¬ 
ference, American Association for the Advancement of Science, Franconia, 
New Hampshire, Sept. 10-15, 1950, to be published. 


relieving subjective symptoms of the disease, most investiga¬ 
tors prefer to use testosterone propionate in the treatment of 
osseous metastases. 

Table 2 compares the values of the six most studied estro¬ 
gens in the treatment of metastatic mammary cancer. Accord¬ 
ing to these data ethinyl estradiol is slightly superior to the 
other estrogens. This superiority may be more apparent than 
real; however, since larger doses of other estrogens may be 
more efficacious than those used in this investigation, the differ¬ 
ence in response might then disappear. 

Unfortunately, the number of patients treated with methyl¬ 
testosterone or methylandrostenediol has not been sufficient to 
permit valid comparisons with patients treated with testosterone 
propionate. In general, however, the dose of methyltestosterone 
employed has produced responses identical with responses to 
testosterone propionate. Methylandrostenediol, on the other 
hand, has not produced any satisfactory responses in the four 
patients in whom it has been used, with one possible exception. 

The available data concerning progesterone are likewise 
fragmentary. Only one patient of the eleven treated showed any 
subjective improvement and one showed evidence of regression 
of soft tissue and bone lesions following progesterone therapy. 
One patient showed acceleration of soft tissue disease while 
receiving progesterone. 

Location of Lesion: The distribution of metastases according 
to site and the response of these metastases to hormone therapy 
is shown in table 3. It is apparent, in the case of bone metastases, 
that the site of the lesion does not materially influence the re¬ 
sponse, although the data suggest that skull lesions may tend to 
respond more frequently than other bone metastases. 

Among the soft tissue lesions, intra-abdominal metastases 
appear to respond least and, in estrogen-treated patients, skin 
and lymph node lesions respond most frequently. The appar¬ 
ent lack of response of abdominal lesions may be due to 
obvious difficulties in measuring or examining such lesions. 
In the testosterone-treated patients the response of skin and 
lymph-node lesions is not significantly greater than the response 
of other soft tissue lesions. 

DOSAGE OF HORMONES 

Testosterone Propionate: Four dosage schedules of testoster¬ 
one propionate were explored. On all schedules, the weekly 
dose was given in three injections. Responses to the various 
dosage schedules are shown in Chart 3. The difference between 
the responses to the lowest dosage schedule (75 mg. weekly) 
and the highest (600 mg. weekly) is not significant. There is a 



ggestion that a dosage of 150 to 300 mg weekly given in 
ree divided doses may be optimal, but in this study 150 mg. 
ekly appeared to be as effective as 300 mg. weekly. 

It was not possible to determine the total dose at the time 
provement began. Determination of the time of onset of 
movement is subject to error, being dependent upon such 
-tors as the frequency with which patients are seen by the 
ysician add the frequency with which roentgenograms arc 
•en However, a crude measure of the relation of response to 
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total dose may be obtained from the data submitted to the 
Committee by comparing the incidence of favorable response 
to total dose in this large group of patients. Inspection of the 
data revealed that only 6 per cent of the patients who received 
less than 3 Gm. of testosterone propionate responded favorably, 
in contrast to about 20 per cent of those who received 3 Gm. 
or more. Subjective improvement was twice as frequent among 
patients who received 2 Gm. or more as among those who re¬ 
ceived less than 2 Gm. 

It should be remembered, however, that the total dose js 
a function of the duration of treatment, and the data presented 
below suggest that duration of treatment is of greater impor¬ 
tance than the total dose administered. 

Estrogens: Dosage schedules of the various estrogens were 
not varied in this investigation. The doses used were ones 
known to produce an effect, but as yet there are no data indi¬ 
cating that these doses are optimal. The four estrogens given 
in daily doses of 15 to 30 mg. showed approximately the same 
degree of potency. Patients who received less than 2 Gm. total 
dose showed only 15 per cent subjective improvement, whereas 
those receiving 2 Gm. or more showed slightly more than 50 
per cent subjective improvement. Objective improvement was 



twice as frequent in patients given 4 Gm. or more as in those 
given a total of less than 4 Gm. Again, duration of treatment 
is probably more important in determining the outcome of 
therapy than the total dose administered. 

Ethinyl estradiol and estradiol dipropionate, because of their 
higher biological potency, were given in doses much smaller 
than those of the other estrogens. A total dosage of 200 mg. 
appeared to be minimal for a satisfactory response in about 75 
per cent of the patients who exhibited objective improvement. 

Mcthyitestosterone: Although only 17 patients were treated 
with mcthyitestosterone, the incidence of favorable response 
in patients receiving a total dose of 30 Gm. was between two 
and three times that in patients receiving less than 30 Gm. 
I his figure is interesting because the weekly dose of methyl- 
testosterone was five times the reference dose of testosterone 
propionate (300 mg. weekly) but the minimal total dose of 
methyltestosterone appears to be ten times that of testosterone 
propionate. The minimal duration of treatment with methyl- 
testosterone is nearly twice that of testosterone propionate; 
tius, the difference in length of treatment corroborates the dif¬ 
ference observed in minimal total doses. 


duration of treatment 

Testosterone Propionate: Although it was not possible to 
determine the exact time of onset of improvement in treated 
patients, the incidence of improvement was approximately 
twice as great in patients treated for more than three months 


than in those treated for a shorter time. This difference ob¬ 
tained under all dosage schedules, which suggests that although 
the total dose is important, the duration of therapy is equally 
or perhaps more important. A patient given 150 mg. weeklv 
receives about 2 Cm. of testosterone propionate in a three 
month period and a patient given 300 mg. weekly receives 

Table 1. —Relation of Prior Treatment to Subsequent 
Hormonal Response 

% of Subjective % of Soft Tissue % of BoDe Lesion 
fmprovement Regression Regression 


t ---\ r * ’ ) r ' i 

Prior Testos- Testos- Testos- 

Treatmcnt terone Estrogen terone Estrogen tcrone Estrogen 

None. 59 39 24 53 13 18 

Hormones. 53 42 20 44 22 no cbscs 


Table 2. —Responses of Patients with Mammary Cancer 
to Six Estrogens 
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Estrogen 
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Diethylstilbestrol. 

39 

42 

53 

29 

34 

Ethinyl estradiol. 

59 

45 

07 

43 

30 

Premaria®. 

35 

45 

44 

8 

3G 

Estradiol dipropionatc.... 

30 

5ft 

45 

12 

* 

Dfenestrol. 

40 

13 

42 

17 

* 

Dimethyl ether DES. 

34 

32 

47 

19 

* 


* Insufficient cases. 

about 4 Gm. in a three month period. These two dosage 
schedules were the ones showing the best responses. 

It should always be emphasized that these data only indi¬ 
cate a minimum treatment period and no effort has been made 
to determine the optimal or maximal duration of therapy. If 
a patient has not responded after three months and a total 
dose of 3 Gm., it is not likely that response will be obtained 
by further treatment. 


Table 3. —Response of Specific Metastatic Lesions to 
Testosterone Propionate and Estrogens 


Testosterone Estrogens 

-A-- ---- A --- 


Site of 

No. of 

Regressed, 

No. Of 

Regressed, 

Metastasis 

Cases 

% 

Cases 

% 

Bone 

Skull. 

.. 79 

39 

32 

20 

Vertebrae. 

199 

34 

55 

17 

Ribs. 

134 

14 

50 

15 

Pelvis. 

179 

33 

45 

11 

. Peraur. 

103 

11 

36 

7 

Clavicle. 

23 

11 

14 

0 

Scapula. 

27 

14 

7 

14 

Humerus. 

31 

11 

8 

0 

Soft Tissue 

Brain. 

7 

33 

5 

0 

Lung *.—.. 

97 

13 

so 

33 

Mediastinum. 

30 

21 

c 

33 

Liver.*. 

31 

14 

24 

14 

Abdomen. 

35 

9 

7 

8 

Skin... 

1G2 

22 

20S 

53 

Opposite breast. 

25 

16 

30 

30 

Ls mvih nodes.. 

2oe» 

22 

251 

48 


_ — I’lcuiui icaiyua, ttuereus 

lesions arc included under "lung” classification 


in viuwi 


PWUllll 


Estrogens: It is more difficult to determine the minimal dura¬ 
tion of treatment for maximum response to the estrogens. 
Regression occurred only occasionally in bone and lung lesions 
of patients treated for less than six months. Soft tissue lesions 
in the majority of patients showed regressions after three 
months of therapy. The difference in time required for response 
of osseous and soft tissue lesions may be due to the necessity 
o£ depending on roentgen ray evidence of alterations’in osseous 
and lung lesions, while visual and palpatory evidence is used 
m external lesions. This suggests that in patients with bone 
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and lung metastases, therapy should be given for a prolonged 
period before it is considered ineffective. 

Methyltestosterone: In the few cases studied bone lesions 
responded earlier than soft tissue or lung lesions: Of those 
patients with bone lesions who responded, over half have shown 



MONTHS OF TREATMENT 
Chart 4.—Duration of subjective improvement. 


such response at the end of three months of therapy. However, 
no patient with soft tissue or lung lesions responded until five 
months of treatment had elapsed. 


DURATION OF IMPROVEMENT 


Subjective Response: Although it is obvious that the dura¬ 
tion of improvement should be related to the length of treat¬ 
ment, it is noteworthy that in the majority of cases the duration 
of improvement did not outlast the period of treatment. In 
many cases the disease became reactivated during treatment, 
necessitating cessation of therapy or change to another hor¬ 
mone. The duration of subjective improvement was similar 
in patients treated with testosterone propionate and those 
treated with estrogens except that a greater number of patients 
given testosterone experienced prolonged relief (18 months or 
more) (Chart 4). 

Soft Tissue Regression: The duration of soft tissue regression 
was similar in patients treated with testosterone propionate 
and those treated with estrogens. There was an indication, 
however, (Chart 5) that the improvement lasted longer in 
patients treated with estrogens for five to 15 months than in 
those treated for similar periods with testosterone propionate. 


Lung Lesion Regression: The duration of lung lesion regres¬ 
sion with both testosterone propionate and estrogens was almost 
identical with that of soft tissue regression. Improvement con¬ 
tinued slightly longer with estrogens than with testosterone 


propionate. 

Bone Lesion Regression: In patients treated for 2 to 
months, bone lesion regression is significantly longer with the 


use of testosterone propionate than with estrogens. In patients 
treated for more than 15 months, however, the duration of 
improvement is much greater with estrogens. 

SURVIVAL 

Garland et al. j have reported that palliative irradiation of 
patients with breast cancer metastatic to bone produced a mean 
survival time of 12 months. Most of the cases in the present 
series were even farther advanced than those reported by Gar¬ 
land: Approximately 85 per cent of the patients in this series 
had lesions too widespread to be amenable to irradiation or 
had previously received large doses of palliative roentgen irradi- 

Table 4. —Relation of Improvement to Survival of Patients 
with Advanced Mammary Cancer 


Mean Time: Admission to Death 
Testosterone Estrogens 

f - A - r— -, 

Not Not 

Location ol Improved, Improved, Improved, Improved, 
Lesions Months Months Months Months 

Soft tissue. 7.4 11.0 7.4 13.7 

Bone lesions. S.9 13.6 S.9 14.4 

Lung lesions. 7.C S.7 8.4 16.5 

Mean . 8.5 9.8 


ation. Nevertheless, the mean survival figures shown in table 4 
closely approximate those reported by Garland for his series 
of patients treated with irradiation. These figures represent 
minimal survival times since they include only patients who 
have died at the time this report was prepared. Many patients 
still under treatment have survived for longer periods. 



Chart 5.— Duration ol soft tissue regression. 


itients aged 40 to 49 years who were treated with estrogens 
a mean survival time of 7.6 months; patients aged 60 to 
ears 9.1 months; those of 70 to 79 years, 10.6 months, and 
e of’80 to 89 years, 12.3 months (equal to the figure re- 
»d by Garland for patients with bone metastases). With 
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testosterone propionate the mean survival times for patients 
aged 40 to 49 and aged 70 to 79 were 7.5 and 7.4 months, respec¬ 
tively Thus the older patients treated with estrogens lived 
longer than ’the younger ones, a paradox not seen in patients 
treated with testosterone propionate. 



Chart fi.—Duration ot bone regression. 


Although it is possible that the nature and course of the 
disease in elderly people is different than that in younger ones, 
the disease being more lethal in the young, the difference in 
survival between the estrogen-treated and testosterone-treated 
patients in the older age group is significant. 

That steroid therapy may prolong life is demonstrated by 
the comparison of survival times for improved and unimproved 
patients (Table 4). Patients whose condition was improved by 
treatment with estrogens lived nearly twice as long as those 
showing no improvement. Some of the differences shown in this 
table may be due to an automatic selection of cases. Patients 
showing no improvement may have been in poorer condition, 
had more advanced disease or may have been otherwise less 
satisfactory candidates for steroid therapy than those who 
showed improvement. This point will be subject to further study 
by the Committee. The fact that the survival times are measured 
from the admission to this study, and, further, that this point 
is somewhat variable with relation to the stage of the disease, 
introduces an uncontrolled variable into the estimate of sur¬ 
vival times. Probably this is not too important a factor in a 
series as large as that under discussion. 

SIDE EFFECTS 

Testosterone Propionate: The large doses of testosterone 
employed frequently provoked unpleasant side effects, the com¬ 
monest being those related to the masculinizing action of this 
hormone: hirsutism and deepening of the voice. An excellent 
discussion of these side effects has been given by Kennedy. 0 
Table 5 lists the principal side effects noted and indicates that 
the incidence with which these effects are observed is approxi¬ 
mately the same at all dosage levels. Not indicated in this 


chart is the observation that at the higher dosage levels these 
effects tend to be more pronounced. Furthermore, the longer 
the patient is treated, the more likely are these side effects to 
be observed. 

Two side effects, edema and hypercalcemia, are potentially 
dangerous when present to a marked degree. Edema, observed 
in about one-fourth of the patients, results from salt retention. 
In elderly patients with lowered cardiac reserve or with pre¬ 
existing cardiac impairment, this condition may precipitate car¬ 
diac failure. Such a complication has been observed in several 
patients in this series. At the earliest signs of edema, usually 
weight gain without concomitant increase in appetite or food 
intake, the patient should be placed on a salt-restricted diet and 
ammonium chloride administered. In the presence of frank 
edema, mercurial diuretics should be administered and the 
testosterone propionate should be discontinued, at least tempo¬ 
rarily. 

Spontaneous hypercalcemia is not uncommon in patients 
with osseous metastases, particularly if they are confined to 
bed. This will occur in about 10 per cent of patients. 7 How¬ 
ever, testosterone propionate administration may also produce 
hypercalcemia in patients with osseous metastases. A high 
level of circulating ionized calcium can lead to kidney dam¬ 
age, central nervous system depression and may be fatal. The 
patient should be watched carefully during therapy and the 
blood calcium level determined at frequent intervals. Early 
signs indicating possible hypercalcemia are drowsiness, anorexia 
and nausea. Later signs are stupor and atonicity. Treatment 
by cessation of hormone therapy is usually sufficient to combat 
mild degrees of hypercalcemia; in the presence of severe de¬ 
grees of this complication, Shorr has suggested intravenous 
infusion of 2.5 per cent sodium citrate in amounts sufficient 
to produce early, mild signs of tetany. 8 This therapy has been 
administered successfully to several patients in this series. 

Methyltestosterone: The side effects of methyltestosterone 
are similar qualitatively and quantitatively to those of tes¬ 
tosterone propionate. Liver damage has been reported in males 
receiving methyltestosterone. 0 One of the 17 patients adminis¬ 
tered methyltestosterone developed jaundice but no other evi¬ 
dence of impaired liver function after receiving 66 Gm. of 
the drug. 

Estrogens: Table 6 lists the side effects observed with the 
various estrogens. Edema was fairly common during estrogen 
therapy. The mechanism is the same as for testosterone pro¬ 
pionate and the same preventive measures should be employed. 

Hypercalcemia, while less common than with testosterone, 
does occur and patients with osseous metastases should be 
observed carefully for this complication. 


Table 5. —Side Effects of Testosterone 
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Flushing.. 
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10 
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12 
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oo 

Vomiting. 
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6 

14 

30 

Loss of hair......... 
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4 

3 

Hypercalcemia. 

. 8 
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Nausea and vomiting were observed during therapy with 
every estrogen. This side effect frequently disappeared after 
two or three weeks of therapy, but occasionally was severe 
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enough to require discontinuance of treatment. Frequently, 
another estrogen will be found not to give these side effects 
and may be substituted. 

Acceleration of tumor growth has been observed following 
hormone therapy most frequently in women treated with estro¬ 
gens in the premenopausal or menopausal years. A few instances 
of acceleration have been observed following testosterone and 
progesterone therapy. This development calls for immediate 
cessation of hormone therapy. 

HISTOPATHOLOGY OF TREATED TUMORS 

Serial biopsies of accessible lesions obtained in this study 
have been investigated by a group of consultants in Pathology, 
Dr. Lauren V. Ackerman, Dr. Fred Stewart and Dr. Arthur 
Purdy Stout. The Armed Forces Institute of Pathology made 
facilities available in the American Registry of Pathology for 
collection and study of pathologic material submitted by the 
collaborating investigators. Dr. Hugh Grady, Scientific Director 
of the American Registry of Pathology, and his associates 
screened all material submitted and selected material for 
review. 

The objective was to determine, if possible, whether the 
clinical effects observed were brought about by an action on 
the tumor cell or the stroma, or by some other mechanism 
which could be identified morphologically. Many of the cases 
were incomplete and there were very few lung and bone speci- 

Table 6.—Side Effects of Estrogens 
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mens. In no instance did the pathologist have adequate material 
of lesions of the lung or bone which showed prominent regres¬ 
sion; study of such specimens might be of value. 

Many of the tumors obtained from cases showing clinical 
improvement showed no detectable histological changes. When 
affected by the hormones, the gamut of degenerative and 
necrotic changes and the resulting fibrosis are indistingishabie 
from comparable changes induced by irradiation. Fibrosis and 
production of elastic tissue which sometimes follows treatment 
are also comparable to similar senile changes in the skin. In 
some instances following steroid therapy, skin nodules were 
completely free of tumor and there were focal areas of absence 
of tumor within the breast itself. In a few instances, metastatic 
carcinoma within the regional axillary nodes showed complete 
disappearance. When the treatment produces a destructive 
effect on tumor tissue it does not act equally on all of the 
tumor but to varying degrees so that some of the tumor may be 
completely destroyed, some is damaged but may recover and 
some seems unaffected. This is best seen in mastectomies after 
treatment. 10 It is possible that further information concerning 
sequential changes in tumor prominently affected by steroids 
could be obtained by better timing of the biopsies of regress¬ 
ing cases of carcinoma of the breast in which there are numer¬ 
ous satellite skin nodules. 

In the mastectomy specimens the mammary gland tissue 
seldom showed changes which could be ascribed to treatment; 
even with extensive degeneration necrosis and scarring of the 
tumor, mammary gland tissue is usually but not always un¬ 
affected. The effect on the cells might be due to vascular 


10. These mastectomy, specimens were generously furnished by Dr. I. T. 
Nathanson of Massachusetts General Hospital. 
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damage or to a direct action on the cells. Unfortunately, the 
limited number of cases reviewed precluded intensive study. 
The vascular effect does not seem to be a true infarction, since 
this should result in death of all tissues in a given area, which 
very rarely happens. A reduction in nutrition might result in 
the effects noted, but there is no positive evidence of this. 

In almost all of the autopsy specimens the hormonal effect 
upon the carcinoma had ceased and the lesions were growing 
vigorously. Only one lung metastasis was seen which seemed 
to show some cell swelling and nuclear pyknosis suggesting 
a continued hormonal effect. None of the bone sections with 
tumor showed any recognizable effect on the tumor cells includ¬ 
ing a case in which the frontal bone was biopsied after very 
marked roentgen evidences of reossification. In this biopsy 
there was no histological evidence of new bone formation. If 
the endocrine organs in a group of autopsies were studied, 
further information of value might be obtained. 

No definite opinion could be formed concerning the rela¬ 
tionship of breast tumor types to hormone sensitivity nor the 
influence of the amount of fibrous stroma or its vascularity 
on the effect. There were too few cases showing any effect 
to make this possible. The impression was gained tliat neither 
histological type nor amount and nature of the stroma are 
guides to hormone sensitivity any more than they are guides 
to radiosensitivity. 

The consultants in pathology concluded that ordinary histo¬ 
logical techniques can throw no light on the mechanism by 
which the clinical effects are brought about. The development 
of new cytochemical techniques may open another approach 
to this problem. 

CONCLUSIONS 

1. The best curative measure for mammary carcinoma avail¬ 
able at present is early diagnosis and radical surgical removal 
of the tumor and surrounding tissue. 

2. Three palliative measures are available to deal with meta¬ 
static mammary cancer: surgery for localized lesions, irradi¬ 
ation and hormone therapy. For most osseous or soft tissue 
lesions, irradiation is the treatment of choice; Jung lesions, 
and very widespread osseous or soft tissue metastases may best 
be treated with hormone therapy. 

3. The response of lesions to testosterone propionate does 
not appear to depend particularly on the physiologic age of 
the patient, whereas, estrogen therapy is ineffective and danger¬ 
ous in premenopausal patients or patients at the menopause. 
The effectiveness of estrogen therapy of soft tissue and lung 
metastases appears to increase with the age of the patient. 

4. Testosterone propionate is the hormone of choice for 
treatment of premenopausal women regardless of site of lesions. 
However, it should be remembered that castration is usually 
more effective in the premenopausal woman, and this should be 
the treatment of choice if there are no contraindications. In 
women five years or more postmenopausal, estrogens are the 
hormones of choice for treatment of soft tissue and lung metas¬ 
tases. Although osseous lesions of postmenopausal women re¬ 
spond equally to testosterone propionate or to estrogens, the 
superiority of testosterone in controlling subjective symptoms, 
particularly pain, makes it appear to be the drug of choice for 
these metastases. 

5. The location of bone metastases does not influence the 
response. Skin and lymph node lesions respond more fre¬ 
quently than do other soft tissue lesions. Abdominal metastases 
are reported to respond least often. 

6. An effective dosage schedule of testosterone propionate 
appears to be 50 mg. given three times weekly. The minimum 
total dose is about 3 Gm. and the minimum length of therapy 
should be three months before concluding that a patient will not 
respond. 

7 The minimum total dose of diethylstilbestrol, dienestrol, 
Premarin and the dimethyl ether of diethylstilbestrol appears 
to be about 4 Gm. and the minimum duration of therapy about 
three to six months. For ethinyl estradiol and estradiol dipro¬ 
pionate, the minimum total dose appears to be 200 mg. and 
the minimum duration of therapy from 3 to 6 months. 
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8. For the present, it is suggested that treatment with hor¬ 
mones should be continued until reactivation or steady pro¬ 
gression of the disease occurs. Cessation of therapy after 
reactivation may result in another regression. Change of 
therapy to another hormone may also bring about a second 
favorable response. 

9. The mean duration of improvement of soft tissue lesions, 
treated either with testosterone or estrogen is about 10 to 12 
months; for bony lesions testosterone will produce a mean 
duration of improvement of about 11 to 12 months whereas the 
mean duration of improvement with estrogen is 16 to 18 
months. 

10. The mean survival time after admission to this study 
of all patients who have died is 8.5 months for testosterone- 
treated patients and 9.8 months for estrogen-treated patients. 
Patients who showed improvement survived about twice as 
long as those who did not show improvement. 

11. Both testosterone propionate and the estrogens, in these 
doses, produce unpleasant side effects in a high proportion 
of patients. Two side effects, edema and hypercalcemia, are 
dangerous and require constant observation of the patient and 
early corrective measures. Estrogen therapy may cause severe 
uterine bleeding requiring curettage. With prolonged bleeding, 
the possibility of endometrial carcinoma or activation of 
fibroids must be considered. 

12. Histologic examination of biopsy and autopsy material 
collected in this study has not revealed any changes in tumor 
cells or stroma which would suggest an explanation of the 
mechanism of hormonal action in metastatic breast cancer. 
At times, however, there was complete disappearance of tumor 
in satellite skin nodules, in focal areas within the breast car¬ 
cinoma and in occasional lymph nodes previously replaced 
by tumor. The changes seen both in the tumor and stromal 
background in the cases responding to steroid therapy arc 
comparable to the effects of irradiation. 


COUNCIL ON FOODS 
AND NUTRITION 


The following statements have been adopted by the Council 
on Foods and Nutrition for publication. 

James R. Wilson, M.D., Secretary. 


WHOLESOME FOOD 


The purpose of examining the concept of a wholesome food 
is to reemphasize the necessity for appraising all chemical 
technologic aids before they are used in connection with the 
growth, storage, preparation, or final processing of foods. 

It long has been recognized that nutritional status is closely 
related to the quality of food eaten. It also has been recognized 
that wholesome foods must be clean and free from extraneous 
matter that may be incorporated as the result of careless or un¬ 
cleanly methods of growth, storage or processing. Although 
micro-organisms which contribute to the value of a food may 
be incorporated intentionally or accidentally, disease-produc- 
tng organisms have no place in foods intended for human 
consumption. 


Although these basic concepts have acquired general rec 
mtion, the development recently of a large number of chemi 
echnologic aids has emphasized the necessity for reexamin 
our idea of a wholesome food, particularly from the point 
view of its freedom from chemical additives which may 
armtul to the consumer because of toxicologic effects or 
cause their incorporation in food causes or makes possible 
re uction of nutritive value. For this reason the following sh 
definition is offered: 

A wholesome food is a product which makes a signific 
contribution to human dietary requirements and which is cli 
and lrce from micro-organisms and chemical additives of si 
quality or in such quantities that they may be directly iniurii 
or result in reduced nutritional quality. 


THE USE OF ALUMINUM COOKING UTENSILS 
IN THE PREPARATION OF FOODS 

Periodically rumors are circulated to the effect that foods 
cooked in aluminum cooking utensils are deleterious to health 
because of injurious substances imparted by the vessel. Thus it 
becomes necessary to again call attention to pertinent facts 
about aluminum. 

Aluminum abounds in the earth’s crust and is widely dis¬ 
tributed in nature being present in a wide range of edible plants. 
Undoubtedly man has ingested small quantities of aluminum 
daily since he came upon the earth. Aluminum compounds are 
also important and useful therapeutic agents. 

The possibility that aluminum utensils can impart injurious 
agents to the foods cooked in them has been extensively inves¬ 
tigated. Up to the present time there has been no cogent sci¬ 
entific evidence indicating that the minute traces of aluminum 
that may be imparted to food in the process of cooking are in 
any way injurious to the consumer. As for the rumor that the 
use of food prepared in aluminum cooking utensils is a factor 
in the causation of cancer, it may be added also that there is 
absolutely no scientific basis in support of this view. 

In view of these facts it is the opinion of the Council that 
the use of aluminum cooking utensils is in no wav injurious 
to health. 


ACCEPTED FOODS 

The following products have been accepted as conforming to 
the rules of the Council. James R. Wilson, M.D., Secretary. 

H. J. Heinz Company, Pittsburgh 

Heinz Strained Sweet Potatoes. Ingredients: Sweet potatoes, salt and 
water to prepare. 

Analysis (submitted by manufacturer).—Total solids 14.56%, moisture 
85.44%, ash 0.78%, fat (acid hydrolysis) 0.20%, protein (N X 6-25) 
0.81%, crude fiber 0.61%, carbohydrates other than crude fiber (by 
difference) 12.16%, total sugar (as sucrose) 5.77%. 


Vitamins and Minerals Per 100 Gm. 

Vitamin A activity. 4360 I.U. 

Thiamine . 0.026 mg. 

Riboflavin . 0.024 mg. 

Ascorbic acid . 4.8 mg. 

Nicotinic acid . 0.230 mg. 

Calcium . 21.0 mg. 

Phosphorus . 30.0 mg. 

Ir° n . 0.25 mg. 

c °PPcr. 0.12 mg. 

Sait . 400 mg. 


Calories. —0.54 per gram; 15 per outlie. 

Use -—For use in the feeding of infants, convalescents and others re¬ 
quiring a soft diet. 


Reid Murdoch & Company, Division of Consolidated Grocers Corporation, 

Chicago. 

Monarch Brand Dietetic Pack Grapefruit Sections consists of the 
fruit itself, packed in water without any added sugar or salt. 

Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohydrate minus crude fiber) 7.0%, fat (ether extract) 0.7%, protein 
(N X 6.25) 0.6%, ash (minerals) 0.4%, sodium 8,6 mg./lOO Gm . potas¬ 
sium 151 mg./lOO Gm. 

Calories. —0.35 per gram; 9.9 per ounce. 

Use—For use in calory-restricted, low sodium and other therapeutic 


l U,ETET,C PACK Buck Raspberries consists of the fruit 

itseii, packed in water without any added sugar or salt. 

(submitted by manufacturer).—Available carbohydrates (total 
carbohydrate mmus crude fiber) 9.0%, fat (ether extract) 1.0%, protein 

s^Ul mg'/.M Gm/ ^ °- 4 *' S ° diUm °' 44 mg - /10 ° Gm - poIas - 
Catorics —0.50 per gram; 14.2 per ounce. 
di^- F ° r USe in "lory-restricted, low sodium and other therapeutic 


. vr . aRAND DlETETrc Pack Sweet Green Peas consists of th* 
vegetable itself, packed in water without any added salt. 

calS„ (SUbmi “ ed by manu ( ac turer).— Available carbohydrates (total 
carbohyxlrate mmns crude fiber) 9.0%, fat (ether extract) 0 4%, pro°ein 

sL X 78 mgvloo 6m (m ' nCra ' S) 0J *’ S ° diUm 3 0 "*.7100 Gm/potas- 

CaIoriM.-_o .57 per gram; 16.2 per ounce. 

Use— For use in low sodium and other therapeutic diets. 
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1951 CLINICAL SESSION TO BE HELD 
IN LOS ANGELES 

Because of conflicting meetings, the unavailability of 
the Coliseum, and other considerations, the 1951 Clini¬ 
cal Session will be held in Los Angeles instead of in 
Houston, as originally planned. The action was taken 
on the recommendation of the Local Medical Committee 
on Arrangements and the Texas State Medical Associa¬ 
tion. Los Angeles was selected by unanimous vote of the 
Board of Trustees. The dates will remain unchanged— 
December 4-7, inclusive. The scientific exhibits will be in 
the Shrine Convention Hall. 


ACUTE PHOSPHORUS POISONING 

The diagnosis, symptoms and treatment of acute yel¬ 
low phosphorus poisoning are discussed in a recent 
article by Diaz-Rivera and co-workers. 1 The presentation 
is based on data gathered from 56 cases of poisoning. 
Opportunity for studying such a large series of cases was 
attributed by the authors to the frequent attempts at 
suicide with phosphorus-containing rodenticidal pastes 
among Puerto Ricans. It is known that as little as 1'5 mg. 
of yellow phosphorus may produce severe toxic effects, 
while the fatal dose is generally considered to be about 
100 mg. In a series studied by Diaz-Rivera and his 
colleagues, the estimated amount of phosphorus ingested 
ranged from 0.19 to 6.30 Gm., the average being 1.13 
Gm. In five patients who ingested an average of 2.5 Gm. 
the course of action of the poison was fulminating, the 
patients dying within 12 hours from peripheral vascular 
collapse. Nine patients who ingested an average of 1.28 
Gm. survived 13 to 24 hours. In the majority of these 
patients, restlessness, delirium and periods of toxic psy¬ 
chosis were manifest before death. All were intensely 
thirsty and suffered from severe nausea and vomiting, 
the vomitus frequently being bloody. Hepatomegaly de¬ 
veloped in a few, but none were jaundiced. Five patients 
who had ingested approximately 1.5 Gm. did not die 
until the second day of illness. In addition to restlessness, 

1. Diaz-Rivera, R. S.; Collazo, Pedro J.; Pons, E. R., and Torregrosa, 
M. V.: Medicine 29:269 (Dec.) 1950. 


emesis and delirium, hepatomegaly developed in all these 
patients and some became jaundiced. In many there was 
azotemia and oliguria. Terminally, the blood pressure 
reached shock levels. Two patients who had ingested 
1.57 Gm. survived two to three days. Jaundice and oli¬ 
guria developed in both, and their urine contained albu¬ 
min and hyaline casts. Myocardial damage, thought to 
be the cause of death, was demonstrated by electro¬ 
cardiographic studies. Of the remaining 35 patients who 
had ingested comparatively moderate amounts, 29 re¬ 
covered, the others surviving at least five days. In the 
milder cases, symptoms appeared within 48 hours and 
included nausea, anorexia, epigastric pains and dis¬ 
agreeable taste in the mouth. Vomiting and constipation 
were not unusual. In others, severer manifestations de¬ 
veloped within four to five days and consisted of severe 
vomiting, jaundice, hemorrhagic tendencies due to hypo- 
prothrombinemia, oliguria and azotemia. Terminal mani¬ 
festations included restlessness and toxic psychosis. It 
was noted that in some cases hyperphosphatemia devel¬ 
oped after the fourth day. It was suggested that the phos¬ 
phorus was initially promptly fixed by the body tissues, 
especially bone, and that with changes in acid-balance 
it was discharged into the circulation. This might explain 
the late manifestations of severe toxicity observed in 
some of the patients. The authors feel that, in acute 
phosphorus poisoning, immediate deaths are caused by 
peripheral vascular collapse, due either to a direct or an 
indirect effect on the cardiovascular system. With longer 
periods of survival, renal damage becomes manifest, 
while late deaths may be due to the combination of 
hepatic, renal and cardiac failure. 

Treatment was directed at removal of the poison from 
the stomach by gastric lavage with potassium permanga¬ 
nate, prevention of further absorption by purgation with 
castor oil and general supportive measures designed to 
protect the organs most severely affected when absorp¬ 
tion has taken place. Such measures included intrave¬ 
nous dextrose; high protein, high carbohydrate, and low 
fat diet; vitamin B complex, and crude liver extract. Five 
patients were given methionine, most of which, however, 
was lost through vomiting. Twenty-four patients received 
dimercaprol with poor results. Blood transfusions were 
considered contraindicated because of the fear that they 
might overload an already deficient circulation. The au¬ 
thors conclude that the deaths due to peripheral vascular 
collapse or to acute heart failure were unavoidable. They 
feel, however, that renal changes are due to disturbances 
in renal blood flow caused by the low systemic blood 
pressure and are as a rule reversible. Hence treatment 
of acute yellow phosphorus poisoning should be directed 
toward restoring the systemic blood pressure among 
those suffering from shock and toward obtaining proper 
hydration. 
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ANTIBIOTICS AND GROWTH 

One of the notable achievements of the past few years 
has been the development of a number of new antibiotics, 
which have considerably strengthened the physician’s 
armamentarium for the control of various bacterial in¬ 
fections. It is interesting to learn, however, that the value 
of antibiotics may extend beyond their original signifi¬ 
cance as bacteriostatic agents. The newly discovered 
property of growth promotion in experimental animals 
may become as important to man as the antibiotic prop¬ 
erty for which these substances were originally developed. 

The discovery that certain antibiotics act as growth 
stimulants in animals dates back several years, particu¬ 
larly to the incidental observation in 1946 1 that chicks 
given streptomycin grew at a somewhat faster rate than 
untreated controls. This unexpected result received little 
attention until, in 1949, another group of investigators, 2 
studying the effects of the then recently isolated vitamin 
B 12 on the growth of chicks, found that chicks given a 
crude concentrate of vitamin B 1= grew at a more rapid 
rate than chicks given the pure, crystalline vitamin. At 
the time, the results were interpreted as suggesting that 
vitamin B 12 , or at least the “animal protein factor,” was 
multiple in nature. The crude concentrate of vitamin B 12 
in question was prepared from cultures of Streptomyces 
aureofaciens; subsequent chemical fractionation of this 
material, however, finally yielded a yellow crystalline 
compound, totally different from vitamin B 12 but ex¬ 
tremely active in promoting growth. The crystalline ma¬ 
terial showed the physical and chemical properties of 
aureomycin, one of the newer antibiotics. Subsequent 
studies with known pure crystalline aureomycin demon¬ 
strated that this substance was responsible for the ob¬ 
served growth stimulation. 3 In rapid succession a number 
of other investigators confirmed the growth-promoting 
effect of crystalline aureomycin in chicks and also in a 
number of other species, including pigs, rats, turkeys 
and cattle. Also, it was soon shown that several other 
antibiotics, including penicillin, streptomycin, chloram¬ 
phenicol and terramycin, exert similar favorable effects 
on growth. 

The mode of action of the various antibiotics in ac¬ 
celerating growth has not yet been established. One 
explanation would appear to be that they alter the intes¬ 
tinal flora, perhaps decreasing the number of bacteria 
having some possible deleterious effect on the growth of 
the host organism and increasing the micro-organisms 
that are favorable to the growth of the host. The latter 
micro-organisms are believed to function by way of the 
synthesis of certain vitamins or perhaps other substances 
beneficial in supplementary amounts to the growth of the 
host organism. However, investigations showing that 
parenterally administered or partially inactivated anti¬ 
biotics still exhibit growth-promoting activity suggest 
that the antibiotics per se may be responsible for the 
observed acceleration of growth. This problem remains 
to be solved. 

The widespread importance of the foregoing observa¬ 
tions is at once apparent. Already commercial poultry 
and stock feeds enriched with various antibiotics or their 
concentrates are on the market. Poultry and stock grow¬ 


ers are claiming a resulting average increase in growth 
of approximately 30 per cent over other animals fed the 
usual well balanced rations. The significance of this fact 
in terms of an increased supply of meat and poultry and, 
in turn, of probable lower prices and better protein nutri¬ 
tion for a larger portion of our population is obvious. 

The implications of the foregoing work may extend 
even further than immediate practical applications. For 
example, a recent claim appeared in the literature 4 that 
aureomycin produced a definite hematologic response 
and improvement in five cases of Addisonian pernicious 
anemia. The beneficial effect of the antibiotic was attrib¬ 
uted to its effect on the intestinal flora. While this study 
is obviously preliminary in nature and must be ade¬ 
quately confirmed before conclusions are warranted, it 
nevertheless points to another important potential use¬ 
fulness of the antibiotic agents to man. Likewise, the 
observation again emphasizes the importance of normal 
gastrointestinal function to the health and well-being of 
the individual. 


EXPERIMENTAL TELEVISION 
PRODUCTION PACKETS 


The medical profession is examining the problem of 
educational employment of television, the latest medium 
for communicating with the public. The success of medi¬ 
cal telecasts on closed circuits sponsored by commercial 
firms interested in medical progress has been well dem¬ 
onstrated. Telecasting of medical subjects to the public 
requires a considerably different approach. 

Television is a costly medium because of expensive 
equipment, large personnel requirements and the need 
for a great deal of space, both for rehearsal and produc¬ 
tion. The number of available television channels is lim¬ 
ited, and no channels have been assigned for educational 
broadcasting. Because of the high cost of the medium, 
stations are much more reluctant to offer free time for 
educational features than has been the case with radio, 
which is a much less costly medium. 

In addition, the preparation of telecasts involves an 
appreciation of the fact that, while television has some 
of the aspects of the theater, some of the movies and 
some of radio, it is in fact not merely a combination of 
these but a new medium with new characteristics, new 
techniques and a new language. The Bureau of Health 
Education, under special authorization from the Board 
of Trustees, has prepared a television manual which is 
available without cost to county medical societies on re¬ 
quest. This has been prepared by television experts under 
the supervision of the Bureau. In addition, the Bureau 
recently telecast a program, “Dr. Webb of Horseshoe 
Bend, which was kinescoped (a kinescope is a film 
reproduction of the original telecast with sound), and 


1. moots r. K.; Evenson, A.; Lackey, T. D.; McCoy. E.; Elvehiem 
C. A., and Hart, E. B,: J. Biol. Chem. 1G5:437, 1946. 

2. Stokstad, E. L. R.; Jukes, T. H.; Pierce, J.; Page, A. C. and 
Franklin, A. L.: J. Biol. Chem. 180 : 647, 1949. 
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the kinescopes have since been shown in 45 of a possible 
65 television communities and have been well received. 
This telecast was costly. 

Another approach to the television problem is to make 
available to local societies the materials for conducting 
a local telecast. This has been done by the Bureau in the 
form of television production packets. Each packet con¬ 
sists of an adequate supply of scripts plus lists of “prop¬ 
erties” which must be assembled plus the necessary titles 
and explanatory material either on charts or film strip. 
These packets are available to local medical societies 
without cost. There are 12, each dealing with one of the 
following subjects: 

1. School Health 

Examination 

2. Home Care of the Sick 

3. Cause of Backaches 

4. First Aid 

5. Snake Venoms and 

Antivenins 

6. Safeguarding Children’s 

Eyesight 

There are only three ways in which television can be 
made available to the medical profession as a tool for 
health education: (1) the kinescope, prepared and dis¬ 
tributed by the American Medical Association and placed 
locally by county societies; (2) the telecast package, as 
above described, which will require more local prepara¬ 
tion, and (3) sponsored broadcasting on the networks. 
All these possibilities are being explored. 

The Bureau urgently requests all local medical soci¬ 
eties to consider carefully the possibility of engaging in 
telecasting. The Bureau also solicits frank comments as 
to the local evaluation of materials made available. Tele¬ 
vision is in itself a new medium. Successful employment 
depends on free interchange of information and sugges¬ 
tions. 


7. Child Care 

8. Preventive Medicine 

9. Blood Pressure 

10. The Human Heart 

11. Slowing Down in 

Middle Life 

12. Cancer 


A NEW NITROGEN MUSTARD CONGENER 
IN CANCER CHEMOTHERAPY 

During the past nine years the nitrogen mustard 
methyl-bis(beta-chloroethyl)amine (HN„) has found a 
definite place in the treatment of malignant lymphomas, 
certain blood dyscrasias and inoperable bronchogenic 
carcinoma. Efforts have been made to discover a con¬ 
gener of nitrogen mustard that would be more effective 
against malignant cells and less toxic to normal cells. 
Recently, a new compound has been studied in the lab¬ 
oratory 1 and the clinic 2 which has certain advantages 
over nitrogen mustard HN = and which offers the possi¬ 
bility of extending the usefulness of this type of chemo¬ 
therapy. 

The new compound has already acquired several syn¬ 
onyms: triethylene melamine, TEM, and 2,4,6-triethyl- 
eneimino-s-triazine. It was first synthesized in Germany 
and used there in a commercial process for improving the 
finish of rayon fabrics. The chemical relationship of tri¬ 
ethylene melamine to methyl-bis(beta-chlorethyl)amine 
led to the cancer chemotherapeutic investigations of the 
compound in England and America. 


The. experimental studies revealed that triethylene 
melamine had cytotoxic actions on normal and neo¬ 
plastic cells that were qualitatively similar to the nitrogen 
mustards. It was further noted that the compound was 
active when given by mouth to experimental animals. 
This major advantage of triethylene melamine over the 
nitrogen mustard HN„ has been demonstrated to apply 
to man also. The careful clinical evaluation of triethylene 
melamine by Karnofsky and his associates at the Mem¬ 
orial Center for Cancer- and Allied Diseases and the 
report by Wright and co-workers at the Harlem Hospital 
have shown not only that the drug can be effectively 
administered by mouth but that the incidence and severity 
of nausea and vomiting produced is significantly less than 
occur with injection of nitrogen mustard. Triethylene 
melamine can also be given intravenously and may even¬ 
tually replace methyl-bis(beta-chloroethyl)amine be¬ 
cause of the less distressing gastrointestinal symptoms. 
The clinical studies indicate that triethylene melamine 
produces remissions in diseases that respond to nitro¬ 
gen mustard and also causes leukopenia and thrombo- 
penia completely analogous to the depressions observed 
after intravenously administered nitrogen mustard. The 
peculiar asset of the drug lies in its effectiveness after oral 
administration. This makes possible ambulatory manage¬ 
ment of patients and greatly facilitates the investigation 
of maintenance dose therapy to prolong remission inter¬ 
vals. Although it has not yet been conclusively demon¬ 
strated that long term treatment with small doses of 
triethylene melamine curtails the frequency of exacerba¬ 
tions in the malignant lymphomas, the evidence from 
Karnofsky’s studies is encouraging. 

Triethylene melamine will almost surely merit in¬ 
clusion among the drugs available for the palliation of 
neoplastic diseases. The investigators who have studied 
this compound clearly point out, however, that the drug is 
effective against the same malignant diseases that respond 
to methyl-bis(beta-chloroethyl)amine and also that the 
depression of bone marrow function is similar after the 
administration of either agent. This emphasizes the spe¬ 
cificity of cellular site and mechanism of action of the 
nitrogen mustards and trietbylene melamine; these agents 
are related to each other, in that they both contain ethyl- 
enimino groups. On the basis of the experience with tri¬ 
ethylene melamine and the many nitrogen mustards that 
have been studied in the laboratory, it may reasonably 
be concluded that the entire group is toxic to normal as 
well as to neoplastic cells. 


J Rose, F. L.; Hendry, J. A., and Walpole, A. L.: New Cytotoxic 
gents with Tumor-Inhibitory Activity, Nature 1G5: 993 (June 24) 19S0. 
ewis M R.. and Crossley, M. L.: Retardation of Tumor Growth in 
[ice by Ora] Administration of Ethylenimine Derivatives, Arch. Biochem. 
6 * 319 1950. Burchenal, J. 11-i Johnston, S. F.) Cremer, 51. A-, Webber, 

F and Stock C. C.: Chemotherapy of Leukemia: V. Effects of 2,4,6,- 
riethvleneimino-s-Triazine and Related Compounds on Transplanted 
touse Leukemia, Free. Soc. Exper. Biol. & Med. 74: 708 (Aug.) 1950. 

, Knmnfskv D A.: Burchenal, J. H.; Armistead, G. C., Jr.;.Southam, 
. M Bernstdn, J. L.; Graver. L. F.. and Rhoads C P.: Trietbylene 
lelamine in the Treatment of Neoplastic D.sease: A Compound with 
ittogen-Mustard-like Activity. Suitable for Oral and Intravenous Use. 
rch Ini Med. 87 : 477 (April) 1951. Rhoads, C. P.; Karnofsky. D. A.; 
urchenal J. H., and Craver, L. F.: Triethylene Melamme in the Treat- 
ent of Hodgkin's Disease and Allied Neoplasms, Tr. Am. College Phys. 
3- 136 1950 Wright, L. T.; Wright, J. C.; Prigot, A., and Wemtraub, 
: Remissions Caused by Tri-Ethylene Melamine in Certain Neoplastic 
iseases, J. Natr M. A. 42 : 343, 1950. 
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the state journal advertising bureau 

The State Journal Advertising Bureau, formerly the Coopera¬ 
tive Medical Advertising Bureau, serves 34 state medical jour¬ 
nals which are members of the bureau. These journals represent 


42 state medical associations: 
Alabama, Journal of Med. Assn, of 
Arizona Medicine 

Arkansas Med. Society, Journal of 
Connecticut State Med. Journal 
Delaware Med. Journal 
District of Columbia Med., Annals of 
Florida Med. Assn., Journal of 
Georgia, Journal of Med. Assn, of 
Hawaii Med. Journal 
Indiana State Med. Assn., Journal of 
Iowa State Med. Soc., Journal of 
Kansas Med. Soc., Journal of 
Kentucky Med. Journal 
Maine Med. Assn., Journal of the 
Michigan State Med. Soc., Journal of 
Minnesota Medicine 
Missouri State Med. Assn., Journal of 
Nebraska State Med. Journal 
New England Journal of Med. 

(Mass., New Hamp.) 

New Jersey, Journal of Med. Soc. of 


New Orleans Med. and Surgical 
Journal 

North Carolina Med. Journal 
Northwest Medicine (Oregon, Wash¬ 
ington, Idaho & Alaska) 

Ohio State Med. Journal 
Oklahoma State Med. Assn., Jour¬ 
nal of 

Pennsylvania Med. Journal 
Rocky Mountain Med. Journal 
(Colo., Mont., New Mex., Utah, 
Wyo.) 

South Carolina Med. Assn., Jour¬ 
nal of 

South Dakota Journal of Med. 
Tennessee State Med. Assn., Jour¬ 
nal of 

Texas State Journal of Med. 
Virginia Med. Monthly 
West Virginia Med. Journal 
Wisconsin Med. Journal 


Membership in the State Journal Advertising Bureau is limited 
to official publications of state medical societies which must 
adhere to the advertising standards adopted by the advisory 
committee for the bureau. 

The bureau was established in 1913 by the Board of Trustees 
of the American Medical Association to assist state medical 
journals in securing revenue through the sale of advertising 
space in the journals. This assistance has provided substantial 
support for the state publications. For example, 1941 net sales 
were $151,823, while present indications for 1951 suggest, a 
figure exceeding $641,000. On this basis, the gross sales will 
reach, or perhaps exceed, the $700,000 mark, a sum which 
should help much to defray the expenses of the member journals. 
The increase of the volume of business indicates clearly the 
value of the service provided by the bureau. 


REGULATIONS FOR DIATHERMY EQUIPMENT 

The office of the Council on Physical Medicine and Rehabili¬ 
tation of the American Medical Association wishes to draw 
attention to certain regulations for medical diathermy equip¬ 
ment. There appeared in The Journal of Sept. 6, 1947, under 
the proceedings of the Council on Physical Medicine and Re¬ 
habilitation, Public Notice No. 7722, entitled “Order with Re¬ 
spect to Medical Diathermy and Industrial Heating Equipment 
and Notice of Proposed Rule Making with Respect to Miscel¬ 
laneous Equipment” of the Federal Communications Commis¬ 
sion. This document assigns three frequencies, in harmonic 
progression, for medical diathermy and industrial heating. The 
channels reserved are 13.66, 27.33 and 40.98 megacycles, cor¬ 
responding to approximately 22, 11 and 7V4 meters wavelength, 
respectively. The widths of the channels are approximately 15, 
320 and 40 kilocycles, respectively. Another channel has been 
assigned, namely, 2,450 megacycles, corresponding roughly to 
12.2 cm. wavelength. Frequencies of 915, 5,850, 10,600 and 
18,000 megacycles have also been allocated for industrial, 
scientific and medical use. 

Under these rules, apparatus either in use or manufactured 
prior to July J, 1947, are exempt from the provisions of the 
rules for a period of five years. From July 1, 1947, provided no 
serious interference results from the operation of such equip¬ 
ment, it provides that the medical profession can continue to 
use uncontrolled short-wave diathermy until 1952, if the equip¬ 
ment does not cause serious interference. After that date the 
users of such equipment, old or new, must obtain approved 
apparatus according to the law. 

The Council on Physical Medicine and Rehabilitation has on 
Us accepted list diathermy equipment which not only meets the 


requirements of the Council but also carries the “type-approval” 
of the Federal Communications Commission. Although a year 
remains before the law goes into effect, the shortages of mate¬ 
rials at the present time make it difficult for the manufacturers 
to provide diathermy equipment to meet the demand. The plac¬ 
ing of orders immediately would seem advisable. 

Uncontrolled short-wave diathermy apparatus cannot be 
changed economically to meet the rules and regulations of the 
Federal Communications Commission. It is possible for a quali¬ 
fied engineer to redesign the equipment, but the cost of labor 
and materials and the expense of having a representative of the 
Federal Trade Commission or an authorized engineer to exam¬ 
ine it would be more than would be involved in the purchase 
of a new apparatus from a reliable manufacturer. A redesigned 
appliance must operate on one of the assigned frequencies, and 
the frequency must stay within the limits of tolerance under the 
influence of varying loads. Furthermore, the harmonic radi¬ 
ations should be suppressed to within the prescribed 25 micro¬ 
volts per meter at a distance of a thousand feet. The radiation 
from an unaccepted powerful diathermy apparatus in the 
immediate vicinity will cause havoc in reception of television 
programs. 

It is hoped that the critical shortage of materials will not be 
so great that the National Production Authority will be obliged 
to deprive the manufacturers of diathermy of the necessary 
supplies to meet the need. 


MEDICAL LEGISLATION 


FEDERAL 

Physically Handicapped Children’s Education 

Senator Hill of Alabama introduced S. 1463, for himself , and 
eight other senators. It would enable the states to make more ade¬ 
quate provision for special services required for the education of 
physically handicapped children of school age. The term “physi¬ 
cally handicapped children” means children of school age who 
are crippled, blind, partially seeing, deaf, hard of hearing, defec¬ 
tive in speech, tuberculous, epileptic, cardiopathic, or otherwise 
physically handicapped to such an extent that they require special 
services for their education. The services proposed would be de¬ 
signed to parallel the work being done now for crippled children 
under the Social Security Act. 

The bill calls for an appropriation of 4 million dollars for the 
fiscal year ending June 30, 1952; 8 million for the fiscal year end¬ 
ing in 1953; 12 million for the fiscal year ending in 1954; 16 
million for the fiscal year ending in 1955, and a like sum annually 
thereafter. These funds would be used to provide assistance to 
the several states to enable them to establish and develop special 
education services. The federal assistance would be allotted 
among the states on a formula in which per capita income and 
the number of school age children would be factors. For any 
state, the federal percentage could not exceed 75% nor be less 
than 33Vj%. States receiving federal assistance would be re¬ 
quired to conform to minimum standards set forth in the bill. 
The sufficiency of state plans would be determined by the com¬ 
missioner of education of the Federal Security Agency. A state 
would not be eligible for federal contribution for any year if the 
amount made available by the state and its subdivisions is less 
then their, average expenditure for special services to the physi- 


The summary of federal legislation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 
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cally handicapped in the period 1947 to 1949. Expenditures of a 
state or its subdivisions for the purchase, maintenance, repair or 
rental of real estate could not be counted toward its share of 
the total expenditure for the program. 

VA Benefits for Korea Veterans 

Senate Joint Resolution 72 was introduced by Senator George 
of Georgia, for himself and four other senators. It provides that 
veterans serving on or after June 27, 1950, would be entitled to 
benefits of medical and hospital care, compensation, and pensions 
which were provided veterans of World War II. This resolution 
was introduced and passed by both Houses of Congress on May 
10 and was signed by the President May 11, becoming Public 
Law No. 28. A dozen bills offering to provide similar benefits 
have been pending in Congress. The publication of the incident 
of a Korea veteran being denied hospital treatment brought this 
immediate action. 


STATE 

California 

Bills Introduced—A. 1504, to amend the Welfare and Institutions Code, 
proposes the addition of regulations relating to epileptic persons and 
would provide that such persons could be committed to state hospitals 
when they are in need of treatment or when they are suffering additionally 
from mental illness. A. 1579, to amend the Business and Professions Code, 
proposes that the regulations relating to the sale of drugs, chemicals, and 
medicines shall not apply to the sale of, among other things, sterilized 
sutures, hjpodermic needles and syringes, medicinal gases, ether, chloro¬ 
form, and ethyl chloride, injectable anesthetics of the procaine series, 
sulfa creams, ointments, and jellies used for introduction into the vaginal 
tract, where such sale is made to a physician, dentist, chiropodist, veter¬ 
inarian, pharmacist, medical technician, or medical technologist, to a 
clinic, hospital, or other similar institution, or to an exporter. 

Bills Enacted—A. 71 has become Chapter 185 of the laws of 1951. It 
amends the Business and Professions Code by establishing regulations 
relating to the reinstatement of licenses by persons serving in the armed 
forces. A. 1211 has become Chapter 143 of the laws of 1951. It eliminates 
from the Business and Professions Code provisions relating to midwives. 
It also permits hospitals to appoint a graduate of an approved school as 
a resident or assistant resident for postgraduate training. A. 2674 has 
become Chapter 235 of the Laws of 1951. It amends the Business and 
Professions Code by making it a misdemeanor for an unlicensed person to 
use the word "doctor,” the letters or prefix “Dr.,” the letters or 

any other term or letters indicating or implying that he is a physician, on 
any business card or letterhead. A. 2675 has become Chapter 318 of the 
Laws of 1951. It amends the Business and Professions Code by providing 
that applicants for the physician’s and surgeon’s examination graduating 
from school after Jan. 1, 1955, must present evidence of having completed 
a three year resident course of college grade, including the subjects of 
physics, chemistry, and biology, before commencing the study of medicine. 
A. 2676 has become Chapter 236 of the Laws of 1951. It amends the 
Business and Professions Code by providing that the adjudication of 
insanity or mental illness or the voluntary commitment or admission to a 
state hospital of any licentiate for a mental illness shall operate as a 
suspension of the right to practice bis profession and such suspension 
shall continue until restoration to or declaration of sanity or mental com¬ 
petence. A. 2677 has become Chapter 237 of the Laws of 1951. It amends 
the Business and Professions Code relating to the subjects of examination 
for a physician's and surgeon’s certificate by eliminating materia medica, 
pharmacology, and therapeutics and substituting therefore pathology- 
gross and microscopic. A. 2678 has become Chapter 238 of the Laws of 
1951. It amends the Business and Professions Code by providing that 
every physician who, while in actual attendance on patients, is intoxicated 
to such an extent as to impair his ability to conduct the practice author¬ 
ized by his certificate with safety to the public and his patients, shall 
be guilty of a misdemeanor. A. 2679 has become Chapter 239 of the 
Laws of 1951. It amends the Business and Professions Code relating to 
applicants for a physician's and surgeon's certificate whose application is 
based on a diploma from a foreign medical school by providing that in 
lieu of a one year internship in a hospital approved by the board, the 
applicant may have completed his final year of medical instruction in an 
approved medical school in the United States. S. 1602 has become Chapter 
298 of the Laws of 1951. It authorizes the board of medical examiners 
to grant approval of the employment of physicians and surgeons on a 
salary basis by licensed charitable institutions, foundations, or chmcs or 
by approved medical schools operating clinics therewith, if no charge for 
professional services rendered to patients is made by the institution. 


experienced, medical or dental personnel from outside of the state. Such 
personnel would not be required to be examined and licensed to practice 
their profession, so long as they are engaged exclusively on the medical 
or dental staff of such institution and do not engage in private practice 
within the state. S. 492 and H. 605 propose that either the state attorney 
or the county solicitor may have autopsies performed on dead bodies 
found within the county, before internment, whenever in the opinion of 
such person such autopsies are necessary to ascertain whether death 
resulted from a criminal act or as the result of criminal negligence. The 
proposal would also provide that the reasonable charges of physicians 
performing such autopsies should be paid from the County General Fund. 

Bills Enacted.—H. 90 became law without approval May 9 , 3951, It 
amends the medical practice act by requiring applicants for a license to 
be citizens of the United States. (Previously it was permissable for them 
to show that they had filed a declaration of intention to become a citizen.) 
It also permits the board to accept evidence from the applicant that he 
has received training in hospitals sufficient to bring his medical education 
up to a standard equivalent to that of graduates of approved medical 
schools in the event that the applicant is not such a graduate. H. 91 
became law without'approval May 9, 1951. It amends the medical practice 
act by authorizing' the board to pass on the good standing and reputability 
of any hospital and to determine those that maintain a standard of 
training sufficient to be recognized by the board when considering medical 
examinations given by the board. H. 93 became law without approval 
May 9, 1951. It amends the medical practice act by providing that when 
a person has been adjudicated insane he shall be deemed disqualified to 
practice medicine so long as such adjudication shall remain in full force 
and effect. H. 94 became law without approval May 9, 1951, It amends 
the medical practice act by exempting therefrom optometrists and pharma¬ 
cists duly licensed by their respective state boards and also persons 
furnishing medical assistance in case of emergency. The law further sets 
forth regulations relating to the registration of every graduate of a medical 
school and every person practicing as a resident physician, assistant resi¬ 
dent physician or intern in any hospital in the state. No person is per¬ 
mitted to be employed or act as a resident physician, assistant resident 
physician, or intern who has not so registered, H. 96 became law without 
approval May 9, 1951 It provides that a certificate by the board of 
medical examiners, board of osteopathic medical examiners, board of 
chiropractic examiners, board of naturopathic examiners, board of 
optometry, board of examiners for nurses, board of pharmacy, or board 
of dental examiners, certifying that the records of such board evidence, 
or fail to evidence, the issuance of any license to practice any of such 
professions shall be admissible in all courts and may be impeached only 
by positive documentary evidence or testimony of not less than two 
witnesses. 

Illinois 

Bills Introduced—H. R. 65, proposes the creation of a committee to 
investigate the need for and the desirability of a state institution for 
narcotic addicts. H. 872, proposes to authorize the Department of 
Registration and Education to license persons desiring to practice physio¬ 
therapy, which is defined as the method, art, or science of treating the 
human body for hygienic or remedial purposes by the following methods: 
massage and manipulations with the hands or with any other physio¬ 
therapy modality, am) the use of such adjuncts as tight, heat, air, water, 
diet, gymnastics, and electricity. S. R. 53, proposes the creation of a com¬ 
mittee to make an investigation relating to the establishment of a hospital 
in Chicago for the treatment of acute mental patients, especially those 
addicted to the habitual use of narcotics and alcohol. 


Massachusetts 

Bills Introduced—H. 2455, proposes regulations for the licensing of 
tersons desiring to conduct a dispensary. H. 2468, proposes to authorize 
he Board of Registration in Medicine to issue licenses and to regulate 
he practice of physical therapy, which is defiaed to mean the treatment 
ai any bodily or mental condition of any person by the use of the 
Physical, chemical, and other properties of heat, light, water, cleclrraty, 
passage, and active and passive exercise. The use feketridty 
adtum for diagnostic and therapeut.c purposes and the use of clccma'y 
■ 0 r surgical purposes, including cauterization, would not be permitted 
jnder the proposal. 

!>.]) Enacted.—H. 2310 has become Resolution Chapter 11 of the Laws 
1951. It directs the Judicial council to investigate relative to the existing 
C routine* to alcoholism. 


Bill Enacted.—H. 47, was approved May 3, 1951. It provides for the 
cation of a board of vocational nurse examiners and defines a 
-en cd vocational nurse as a person who d.rectly attends or cares for the 
cl for compensation or hire, and whose personal qualifications, pre- 
SnaS education, or nursing education in biological physical, and social 
?enc« will not qualify that person to become certified as a professional 
•oictererl nurse. 


Florida 

Bills Introduced_H. 520, proposes to authorize the Florida State Board 

of Health to moke use of the injunctive process to restrain or prevent the 
violation of any statute of which the board is charged with the enforcement. 
H. 526, proposes that expert witnesses who have testified m court shall 
be allowed a witness fee in such reasonable amount as the trial fudge may 
determine and that the amount of such fee shall be taxed as costs m the 
case H. 579 proposes to require physicians to register annually with the 
State Board of Health. H. 635 and S. 543 propose to authorize the 
superintendent of any institution under the direction of the Board of 
Commissioners of State Institutions, when medical and dental personnel 
is needed but cannot be obtained in the state, to employ competent, 


A Zv’fllcted -S 39, was approved April 27, 1951. It eliminates from 
me“b efshlp on the stole board of medical registration the two home- 
opaThic physidans who were previously required to be members thereof. 

Wisconsin . _ 

Bill Enacted.—S. 374 has become Chapter 120 of the Laws of 1951. It 
authorizes the board of medical examiners to Issue licenses to practice 
medicine and surgery or osteopathy and surgery -and 1 ° accept, in tall 
of its own examination, the certificate of the national board of medical 
examiners. 
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COLORADO 

Annual Alumni Session.—The Medical Alumni Association of 
the University of Colorado School of Medicine, Denver, will 
hold its 26th annual session on June 1-2. The annual senior- 
alumni baseball game and annual banquet climax the two-day 
meeting. The second annual Colorado Intern-Resident Clinics 
on June 4-5 have been arranged by an intern-resident committee. 
Dr. Robert M. Zollinger, professor and chairman of the depart¬ 
ment of surgery at Ohio State University College of Medicine, 
Columbus, will be the guest surgeon and lecturer and will deliver 
the second annual intern-resident lecture on “Recent Advances 
in Bum Therapy.” The afternoon sessions will consist of 18 
papers by the resident staff. 

CONNECTICUT 

Summer School of Alcohol Studies.—The ninth annual session 
of the summer school of alcohol studies will be held at Yale 
University July 7-Aug. 3 under the direction of Selden D. Bacon, 
director of Yale’s section on alcohol studies. Registration for 
this year’s session will take place July 7-8 with the first lecture 
and a reception planned for the night of July 8. Dr. Howard W. 
Haggard, director, Yale Laboratory of Applied Physiology, will 
be the initial speaker. The curriculum is divided into four phases 
and consists of 62 lectures, 15 hours of seminars, informal 
group meetings, visits to the laboratory, clinic and other facilities, 
and individual consultations with staff members. The four 
major divisions of the curriculum are: (1) orientation, with 
emphasis on scientific methods as applied to problems of 
alcohol; (2) physiology, psychology and cultural sociology in 
relation to alcoholic beverages; (3) the major problem areas, 
and (4) description and analysis of responses to these problems. 
Since the school’s inception in 1943 over 1,160 persons have 
completed the course. Students from every state in the United 
States, most of the Canadian provinces, and countries in Cen¬ 
tral and South America, Europe and the Orient are among the 
graduates. Academic credit for students can be obtained through 
arrangement with the degree-granting authority of the institution 
with which the student is registered. Correspondence should be 
addressed to: Summer School of Alcohol Studies, Laboratory 
of Applied Physiology, Yale University, 52 Hillhouse Ave., New 
Haven, Conn. 

Dr. Braceland Joins Institute of Living.—Dr. Francis James 
Braceland, consultant in psychiatry at the Mayo Clinic, Roches¬ 
ter, Minn., has been named psychiatrist-in-chief of the Institute 
of Living. Dr. Braceland, at present secretary and treasurer of 
the American Board of Psychiatry, has been a fellow and clinical 
director of the Pennsylvania Hospital, Department for Mental 
and Nervous Diseases, Philadelphia. He has been successively 
associate professor of psychiatry. Women's Medical College, 
Philadelphia, assistant professor of psychiatry, graduate school, 
University of Pennsylvania, Philadelphia, and dean and profes- 
sor of psychiatry at Loyola University School of Medicine, 
Chicago. During World War II he was a special assistant in 
psychiatry to the Surgeon General of the U. S. Navy and later 
chief of the division of neuropsychiatry, Bureau of Medicine and 


DISTRICT OF COLUMBIA 

Course in Sight Saving and Braille. —A special summer course 
will be held at the Catholic University of America, Washington, 
. C., July 2 through Aug. 11 to train teachers of sight saving 
c asses and teachers of Braille classes. A clinic and lectures by 
ou s anding ophthalmologists, observation, and Braille teaching 
asses make up the course. Address inquiries to Roy J. Defer- 
rari, Office of the Secretary - General, Catholic University of 
America, Washington 17, D. C. 


iri!cr,S M r„- re invit ' d *c'Send to this deportment items of news of gener 
education , those relating to society activities, new hospital 
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ILLINOIS 

Rabies Quarantine.—The state department of agriculture im¬ 
posed a rabies quarantine in Benton, Franklin County, after 
three children and four adults were given Pasteur treatments 
after being bitten or otherwise exposed to two rabid dogs. Dur¬ 
ing April and early May, 53 persons in West Frankfort were 
compelled to take Pasteur anti-rabic treatments. At least 20 per¬ 
sons reportedly had been exposed to the disease in nearby Wil¬ 
liamson County, which is also under quarantine. 

Cancer Symposium.—A cancer symposium was held at the 
Herrin state diagnostic cancer clinic on May 17 for the physi¬ 
cians of the Ninth and Tenth districts of the Illinois State Medi¬ 
cal Society. The program was arranged in cooperation with the 
American Cancer Society, the division of cancer control of the 
state department of public health, and the American Academy 
of General Practice. The program, beginning at 1:30 p. m., was 
as follows: 

John B. Frerichs, St. Louis, Cytology of Cancer and the General 
Practitioner. 

Chester C. Guy, Chicago, Tumors of the Biliary Tract. 

Helmut P, Seckel, Chicago, Malignant Tumors in Children. 

Leo J. Brown and Friedrich P. Bomstein, Herrin, Case Presentations 
from the Herrin Hospital Cancer Clinic. 

Dr. Paul C. Bucy of the University of Illinois College of Medi¬ 
cine, Chicago, spoke at the dinner at the LyMar Hotel at 7:30 
p. m. on “Early Diagnosis of Intracranial Lesions." 

Chicago 

New Head of Tumor Institute.—Dr. James T. Case, radiologist, 
has been named president of the Chicago Tumor Institute suc¬ 
ceeding Dr. Ludvig Hektoen, who has been elected president 
emeritus. 

Multiple Sclerosis Research.—On May 31 the Multiple Sclerosis 
Foundation presented the first installment of a five-year $125,000 
grant for basic research to Northwestern University Medical 
School. The fund will establish the first research program in the 
Middle West for multiple sclerosis. 

Course in Techniques in Virology.—An eight-week summer 
course for bacteriologists interested in gaining laboratory experi¬ 
ence in basic techniques in virology will be offered by the Uni¬ 
versity of Illinois, Chicago Professional Colleges, June 25- 
Aug. 18. It will be given under the direction of Dr. John E. 
Kempf, associate professor of bacteriology. Graduate credit will 
be awarded for satisfactory completion of the course. Require¬ 
ments for admission are a bachelor’s degree, basic course work 
in bacteriology, and qualifications for registration in the grad¬ 
uate college of the university. The tuition is $17.50 for residents 
of Illinois. Requests for information should be addressed to 
Dr. Milan V. Novak, Associate Dean of the Graduate College, 
Chicago Professional Colleges, University of Illinois, 808 S. 
Wood St., Chicago 12. 

IOWA 

Society News.—The Polk County Medical Society concluded its 
current program year April 18 with a Cancer Institute at the 
Hotel Savery in Des Moines. Visiting speakers included: Drs. 
Charles L. Eckert, Washington, D. C.; Joseph H. Burchenal, 
New York; Harold L. Stewart, Bethesda, Md., and Walter L. 
Palmer, Chicago. 

Memorial Library for Doctor Wilkins_Since the death of 

Dr. Donald Wilkins of Ames in Korea Oct. 5, 1950, a number 
of his colleagues and friends have planned to create a memorial 
to him in the form of a library fund to establish and build a 
collection of books, journals, and reprints on anesthesiology. 
The fund will be called the Wilkins Memorial Library Fund. 
Any of Dr. Wilkins’ friends who desire further information with 
reference to this fund or to contribute to it should write Dr. 
Stuart C. Cullen, Chairman, Division of Anesthesiology, Uni¬ 
versity Hospitals, Iowa City. 
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KENTUCKY 

Mental Hygiene Committee.—An Advisory Committee on Men¬ 
tal Hygiene to assist in the improvement of the mental hos¬ 
pital treatment program has been appointed by Governor 
Wetherby. Members of the committee, of which Dr. S. Spaford 
Ackerly, Louisville, is chairman, are Drs. Bruce Underwood, 
Louisville; John H. Rompf, Lexington, and Robert Charles 
Smith, Newport. 


sorship of the Institute for Human Adjustment, school of medi¬ 
cine, school of public health and extension service of the Uni¬ 
versity of Michigan, the Office of Vocational Rehabilitation 
of the Federal Security Agency, and the Michigan Department 
of Vocational Rehabilitation. Room reservations should be 
made by writing to the Michigan Union, Ann Arbor, For further 
information write to Dr. Wilma Donahue, Institute for Human 
Adjustment, Room 1510, Rackham Building, Ann Arbor. 


Health Official Appointed.—Dr. Charles E. Reddick assumed 
his duties as deputy state health commissioner and director 
of local health services for the state department of health 
April 16. He is a former Paducah-McCracken county health 
officer and comes to his new position from the Arizona Depart¬ 
ment of Health, Phoenix, where he has served as director 
of local health administration for the past three years. Dr. 
Reddick succeeds Dr. Harold M. Kelso, who resigned Janu¬ 
ary 1 to return to Knoxville, Tenn., as assistant city health 
officer. 

MASSACHUSETTS 

Personal.—Dr. Samuel A. Levine, clinical professor of medi¬ 
cine at Harvard Medical School, Boston, and member of the 
senior staff of the Peter Bent Brigham Hospital, Boston, served 
as professor of medicine “Pro Tern” at Georgetown University 
School of Medicine, Washington, D. C., April 1-7. The pro¬ 
gram was devoted to informal ward rounds and small group 
teaching for the senior medical students and the house staff. 

State Institute of Laboratories.—Dr. Johannes Ipsen of the 
Harvard School of Public Health has been appointed superin¬ 
tendent of the newly-formed Massachusetts Institute of Labora¬ 
tories, which will contain four state-operated laboratories under 
one administration. The state public health department has long 
provided free diagnostic and other direct services to physicians 
and local boards of health through its four laboratories. The 
four laboratories now combined into one institute are: (1) the 
diagnostic laboratory under Dr. Robert A. MacCready; (2) the 
biological laboratory, directed by James A. McComb; (3) the 
Wassermann Laboratory, directed by Dr. William A. Hinton, 
and (4) the blood laboratory. All four are located on South 
Street, Jamaica Plain. Dr. Ipsen in 1938 became director of the 
League of Nations’ department of biological standards, where 
he was responsible for setting and maintaining standards of vac¬ 
cines and serums all over the world for the League of Nations. 
He held this post until 1947, when the United Nations’ World 
Health Organization took over this work. 

MICHIGAN 

Upper Peninsula Medical Society Meeting_The Marquette- 

Alger County Medical Society will be host to the Upper Penin¬ 
sula Medical Society, meeting in Marquette June 22-24. Guest 
speakers at the session will include: 

M. Edward Davis, Chicago, Recent Advances in Diagnosis and Treat¬ 
ment of Carcinoma of the Uterus. 

Frederick Schreiber, Detroit, Head Injuries. 

George J. Curry, Flint. Recent Advances in Treatment of Ankle Injuries. 
Harry R. Foerster, Milwaukee, Dermatology. 

Robert L. Parker, Rochester, Minn., Cardiology. 

Harry A. Towsley, Ann Arbor, Pediatrics. 

Gordon B. Myers, Detroit, Disturbances of Blood Potassium. 

Oliver H. Beahrs, Rochester, Minn., Carcinoma of the Thyroid. 

Rudolf J. Noer, Detroit, Gastro-Intestinal Hemorrhage. 

John M. Sheldon, Ann Arbor, Allergy in General Practice. 

Samuel \V. Hartwell, Lansing, Office Mental Hygiene. 

The Woman’s Auxiliary will meet in conjunction with the 
society. The annual banquet will be held Saturday at 7 p. m. 
Technical exhibits will be shown. 

Annual Conference on Aging.— The University of Michigan 
announces its fourth annual Conference on Aging will be held 
in Ann Arbor July 11-13. Rehabilitation of the older handi¬ 
capped person will be the topic of this year’s conference. 
American and foreign authorities will discuss questions raised 
at the meetings. Attention will be directed to medical, psycho¬ 
social economic, and vocational aspects of retaining the over-40 
workers in the labor force and the role of these workers with 
reference to mobilization. The conference is under the co-spon¬ 


MISSOURI 

Friends Honor 50-Year Practitioner—More than 1,000 per¬ 
sons attended a reception in Kansas City in honor of Dr. Max 
Goldman, who has practiced medicine for 50 years. Earlier the 
staff of St. Mary’s Hospital presented him a gold medal that 
bore an engraving of the hospital and an inscription of appre¬ 
ciation. 

State Medical Election.—The Missouri State Medical Associa¬ 
tion at its meeting in Kansas City April 22-25 installed Dr. C. 
Edgar Virden, Kansas City, as president. Other officers for the 
coming year include: J. William Thompson, St. Louis, president¬ 
elect; H. E. Petersen, St. Joseph, secretary, and Charles E. Hynd- 
man, St. Louis, treasurer. Delegates to the American Medical 
Association are Drs. Robert E. Schlueter, St. Louis, and James 
R. McVay, Kansas City. Their respective alternates are Drs. 
Flavius G. Pernoiid, St. Louis, and Rolla B. Wray, Nevada. 


NEW YORK 

Cerebral Palsy Center .—The Nassau County Cerebral Associa¬ 
tion broke ground May 6 for its $225,000 cerebral palsy diag¬ 
nostic and treatment center at Roosevelt, L. I. The association 
now operates a temporary palsy center in the Hempstead 
American Legion building. 


Anesthetists Placement Committee.—The Placement Committee 
of the New York State Society of Anesthesiologists, under the 
chairmanship of Dr. Philip H. Sechzer, Laurelton, will function 
as a central clearing house and counseling service for phy¬ 
sicians, groups and institutions. The society office is at 137 W. 
11th St., New York 11, N. Y. The committee will determine 
vacancies in the state open to anesthesiologists. The state will 
be surveyed to discover localities where no professional service 
in anesthesia is available. The committee wifi be available for 
consultation with any physician who intends to practice anes¬ 
thesiology within New York State. 


Medical Jurisprudence Society.—The Society of Medical Juris¬ 
prudence held a meeting at 8:30 p. m. May 14 in room 440 
of the New York Academy of Medicine building. Col. Howard 
J. Hutter, instructor in radiology, New York University-Belle- 
vue Medical Center, New York, presented a paper on “How 
to ‘Read’ an X-Ray Film.” This was followed by a discus¬ 
sion from the medical expert’s standpoint by Dr. Solomon 
Fineman, assistant clinical professor of radiology at Columbia 
University New York, who also spoke on pitfalls in x-ray 
diagnosis. Dr. Frank R. Ferlaino, assistant clinical professor 
of industrial medicine at New York Post-Graduate Hospital 
and Dispensary, discussed the paper from the industrial and 
liability examiner’s standpoint. The meeting was open for mem- 
hfirs and their guests. 


Sew York City 

Research on Bacteriophage.—A grant of $50,000 has been re¬ 
vived bv the Roosevelt Hospital to support a five year research 
irogram in the field of bacteriophage The money will be dis- 
mrsed at the rate of $10,000 a year The donor requested that 
he gift be anonymous. Dr. Simon A Beisler, president of the 
lospital’s medical board and head of the division of urology, 
vill guide the project to develop a phage. 

Infirmary Postgraduate Courses,—The complete reorgani¬ 
sation of postgraduate courses at the New York Eye and 
Jar Infirmary has been accomplished, under tlie d.rect.on of 
>. Raymond E. Meek, chairman, and Dr J. Gordon Cole, 
ecretary-treasurer. Postgraduate courses for both eye and 
:ar specialists are given throughout the year and are available 
or a limited number of students applying to the registrar at 
he infirmary. 
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Dr Schaefer to Receive Remington Medal —Hugo H. Schaefer, 
Ph D treasurer of the American Pharmaceutical Association 
and dean of the Brooklyn College of Pharmacy, will receive 
pharmacy’s highest honor, the Remington Medal, at a dinner 
in New York in the fall. The past presidents of the American 
Pharmaceutical Association served as the jury of award. Dr. 
Schaefer was commended for his unselfish service to the pro¬ 
fession over the past 30 years. He was cited for his leadership 
in the development of sound educational procedures in Ameri¬ 
can pharmacy, bis contributions to the work of the U. S. 
Pharmacopoeia and National Formulary revision, his contri¬ 
butions to the solution of problems involving food and drug 
legislation, and his public service as chemist to the New York 
Board of Pharmacy and adviser to the War Production Board 
in World War II. 

Grant for City Day Camps.—The New York Fund for Children, 
Inc., has made a grant of $30,000 to the New York City Depart¬ 
ment of Health to finance department activities in relation to 
improving conditions for children in day camps. There were 
about 280 camps operating in and around the city last summer, 
and from 75,000 to 100,000 children attended. In city day camps 
children live at home and attend the camp, usually six or eight 
hours a day. The grant will be used toward: (1) Inspection of 
camps to eliminate unsanitary and other undesirable practices; 
(2) educational efforts with camp operators, directors, and other 
personnel aimed at developing and gaining acceptance of higher 
standards for camps; (3) educational efforts with parents (through 
publicity in newspapers, by radio, with pamphlets and so on) to 
help them select day camps for their children, and (4) stimulating 
an interest in local universities and colleges in health problems 
involving the operation of day camps. 


NORTH CAROLINA 

Postgraduate Course.—The Duke University School of Medi¬ 
cine’s spring medical postgraduate course will be held in Dur¬ 
ham June 18-21. Papers will be given during the morning ses¬ 
sions, ward rounds or visits to clinics will be held in the 
afternoons. Round table discussions on Monday and Tuesday 
evenings will be devoted to the use of drugs in cardiovascular 
diseases and pain. 


OHIO 

Society News.—The recently-organized Cleveland Society of 
Physical Medicine and Rehabilitation has.elected the following 
officers: Dr. Shelby G. Gamble, Cleveland, president; Dr. Harry 
T. Zankel, Cleveland, vice president, and Dr. Bert A. Treister, 
University Heights, secretary-treasurer. 


State Medical Election.—At the April meeting of the Ohio State 
Medical Association in Cincinnati Dr. Fred W. Dixon, Cleveland 
Heights, was installed as president, and Dr. Harve M. Clodfelter, 
Columbus, was chosen president-elect. Dr. Henry P. Worstell, 
Columbus, was elected treasurer in 1949 for a three-year term. 
The 1952 meeting will be held in Cleveland May 20-22. 


Dr. Lotspeich to Head Department of Physiology.—A 19- 
honor graduate of the University of Cincinnati College of Mec 
cine, Dr. Wiltiam D. Lotspeich, physiologist, finishing a felloi 
s up at Oxford University, England, will return to his alma mat 
next September as head of the department of physiology. F 
succeed Dr. Martin H. Fischer, now professor emeritus i 
P'isiology. Dr. Gustav Eckstein, associate professor of phy: 
0 j 1 ® ^ een acting department head. Dr. Lotspeich was a 

pomte instructor in physiology at Cornell University Medic 
c ioo, New fork, in 1945, then went to the University 
jracuse Medical School as an assistant professor of physiolog 
ince 48 he has held a scholarship in medical sciences fro 
the John and Mary R. Markle Foundation. 

Dedicate Health Center at Columbus.—The new health cent 
, C |( tnte University was dedicated at outdoor ceremoni 
, a -' ■' op officials of the university and state welfare ar 

n a e Partments participated in the ceremonies. Dr. Raymor 
, 6 "j P rcs ' c3e [ lt °f the University of Washington at SeattI 
e i\ered the dedication address. The four buildings in the 15! 


million dollar center are the Dentistry Building, the Ohio Tuber¬ 
culosis Hospital, under the state health department, the 600-bed 
University Hospital, and the Columbus Receiving Hospital, 
under the state welfare department. Outstanding alumni of the 
colleges of medicine and dentistry were presented with awards 
in recognition of contributions to their respective fields, the first 
such awards given by the two colleges. Those receiving medical 
alumni awards were: Drs. Jonathan Forman and Herbert M. 
Platter, both of Columbus; Dr. Joseph H. McNinch, Washing¬ 
ton, D. C.; Dr. James C. Sargent, Milwaukee, and Dr. Alfred 
H. Whittaker, Detroit. Scientific sessions of physicians and den¬ 
tists and conferences of nurses were scheduled for the week. 
The new University Hospital is a single-line building, 400 feet 
long and 50 feet wide consisting of 12 floors. Its length was 
determined by typical nursing floors consisting of three nursing 
units of approximately 30 beds each. The majority of the wards 
run continuously along the south side of the corridor. Beds are 
proportioned on the basis of approximately 11 per cent in single 
rooms, 50 per cent in double rooms, and 39 per cent in four-bed 
rooms. Floors six through eleven contain the patient rooms. The 
operating rooms and adjunct services and laboratories are lo¬ 
cated on the fourth floor. One operating room is equipped with 
louvers in the ceiling through which color movies may be taken. 
The room is also equipped with conduits for televising the opera¬ 
tions. On the operating floor is a clinical observation and lecture 
room with a “one-way” observation panel into one of the 12 
operating rooms. The third floor is devoted to diagnostic labora- 



The four new buildings of [he I5}£ million dollar health center at Ohio 
State University: (I) Ohio Tuberculosis Hospital; (2) Columbus Receiving 
Hospital; (3) University Hospital, and (4) Dentistry Building. 


tories serving the needs of the entire center. The second floor 
contains the departments of radiology and physical therapy, 
which will give complete service to the general hospital patients. 
These lower floors are accessible to students and to patients 
from adjacent hospitals without passing through the hospital 
wards. Administrative offices are located on the first floor, while 
the emergency rooms, receiving, supplies, storage, and kitchen 
are on the ground floor. The administration of the various build¬ 
ings in the program is under separate college or state depart¬ 
ments, but all are a coordinated part of the health center. Space 
vacated in Hamilton Hall by the college of dentistry, which has 
moved to its new building in the health center, is being utilized 
and enlarged for the increased enrollment in the college of 
medicine. 

PENNSYLVANIA 

Society News.—The George F. Geisinger Memorial Hospital 
and the Foss Clinic at Danville conducted a postgraduate semi¬ 
nar April 20. Among the speakers was Dr. Russell E. Teague, 
Philadelphia, secretary of health of Pennsylvania, who spoke 
on state public health problems. 

Clean Streams Program.—Nine additional municipalities have 
received a total of over $96,770 from state funds as part pay¬ 
ment of the cost of preparing plans for sewage treatment .works 
under the state’s clean streams. program. The latest munici-- 
pahties to receive checks are.Scranton, North. York, Christiana 
Millerstown, Galeton, Clearfield, Nanticoke, Honesdale and- 



486 


MEDICAL NEWS 


J.A.M.A., June 2, 1951 


Coudersport. These payments bring the total paid to 189 mu¬ 
nicipalities to SI,035,148.87. Under the clean streams program 
payments of up to 50 per cent of the cost of plans for sewage 
treatment works are paid municipalities from state funds. Pay¬ 
ments are figured on costs that prevailed in 1942, in accordance 
with the clean streams law. 

Philadelphia 

Chapin Medal Award.—Dr. Hobart A. Reimann, head, depart¬ 
ment of experimental medicine of Jefferson Medical College of 
Philadelphia, delivered the 10th Charles V. Chapin oration 
May 9 and received the Chapin Medal awarded by the City of 
Providence and the Rhode Island Medical Society in Providence. 
The medal is awarded annually to a physician who has made 
important contributions to medical knowledge. The present re¬ 
cipient was recognized for his pioneer work on the viral pneu¬ 
monias, viral dysentery, and other diseases. 

Pittsburgh 

New Department of Biochemistry and Nutrition.—A department 
of biological chemistry and nutrition has been organized at the 
University of Pittsburgh Graduate School of Public Health, 
with Robert E. Olson, Ph.D., as professor and head and as 
lecturer in the department of medicine in the school of medi¬ 
cine. The department, in addition to its teaching responsibility, 
will have a program of basic research that will center initially 
around the study of cellular physiology, with particular atten¬ 
tion to the study of tissue enzymes and of the vitamin-enzyme- 
hormone interrelationships in cellular metabolism. For two 
years Dr. Olson has been a research fellow and then an estab¬ 
lished investigator of the American Heart Association and 
director of the heart metabolism section, department of nu¬ 
trition, at the Harvard School of Public Health, Boston. He is 
to receive his medical degree from Harvard in June of this 
year. Dr. Olson will not assume his duties on a full time basis 
at the University of Pittsburgh until July 1, 1952, but during 
the coming year he will supervise the installation of laboratory 
facilities and recruit key members of his staff. 

TENNESSEE 

Dr. Pride Made Professor Emeritus_The University of Ten¬ 

nessee College of Medicine, Memphis, recently awarded Dr. 
William T. Pride the title of professor emeritus. Dr. Pride 
joined the faculty of the old College of Physicians and Sur¬ 
geons in 1908 and had been professor of obstetrics and gyne¬ 
cology since 1933. 

New Section on Clinical Chemistry.—Dempsie B. Morrison, 
Ph.D., associate professor of chemistry at the University of 
Tennessee Medical Units, Memphis, will be the director of the 
section of clinical chemistry to be established by the college of 
medicine this summer. The section is being established to en¬ 
large both the teaching program of the college and the chemical 
diagnostic services to patients at John Gaston Hospital, the 
teaching hospital of the college. The section will be located on 
the second floor of the old pathology building in the rear of 
the hospital. The building will be remodeled as soon as the 
division of pathology and bacteriology moves into the new Insti¬ 
tute of Pathology, about July 1. 

WASHINGTON 

Institute for Study of Acohol.—The first Northwest Institute 
for the Scientific Study of Alcohol will be held June 11-15 in 
Guggenheim Hall at the University of Washington School of 
Medicine, Seattle. A special medical seminar on problems of 
alcohol will be held June 13 for practicing physicians. Dr. 
Andrew C. Ivy, vice president of the University of Illinois in 
- charge of Chicago Professional Colleges, and Elvin M. Jellinek, 
Sc.D., dean of the Yale Institute of Alcohol Studies in the South¬ 
west, Texas Christian University, Dallas, will speak. Physicians 
may register either for the entire institute or for the seminar. 
Other visiting lecturers will be: Dr. Haven Emerson, Nevv York; 
Leon A. Greenberg, Ph.D., New Haven, Conn.; William R. 
McKay, Los Angeles, and Capt. James D. Whitall, Philadelphia. 
The fee for the entire institute is $15 and for the medical 
seminar only $5. 


GENERAL 

Today’s Health Wins Award— Today's Health, published by 
the American Medical Association, was one of six general 
magazines to be voted the National Safety Council’s Public 
Interest Award for 1950 in recognition of exceptional service to 
safety. During the year the magazine carried 17 major articles 
on safety, eight separate items, and in March inaugurated a 
regular monthly feature, “First Aid." The publication received 
the same award in 1949. 


Rocky Mountain Spotted Fever—Rocky Mountain spotted 
fever in the mountain and Pacific states in the past has appeared 
in March and has reached a peak in May or June. In the five- 
year period 1933-37 the average number of cases reported in 
March was 11 and in April 45. In the five-year period 1940-44 
the average number of cases in March and April was six and 
29, respectively. In March of the present year only one case was 
reported, and in April none was reported in these groups of 
states. The disease appears and reaches a peak one to two months 
later in the eastern part of the country. 

Society of Biological Psychiatry—This society will hold its an¬ 
nual meeting at the Trimble Hall in the Hotel Claridge in Atlan¬ 
tic City, N. J., June 17. Papers to be delivered by invitation 
include: 

Clarence W. Olsen, Beverly Hills, Calif., Relationship Between Psychoses 
and Visceral Crises. 

William J. Grace and David T. Graham, New York, Specificity of the 
Relation Between Attitudes and Diseases. 

N. Dorin Ischlondsky, New York, Brain Dynamics and Psychic Activity. 

Charles M. Pomerat, Chicago, Tissue Culture of the Human Brain. 

The president’s reception and dinner will be held at 6 p. m. 
for physicians and invited guests. The evening’s session will be 
a symposium on the anatomy and physiology of thought 
processes. 


International Congress of Allergy.—The first International Con¬ 
gress of the International Association of Allergists will meet in 
Zurich, Switzerland, Sept. 23-29. Topics under discussion in¬ 
clude: nature and social importance of the allergic diseases, 
histology of the allergic Jesion, chemical and serological aspects 
of allergy, influence of constitution and heredity on the manifes¬ 
tation of allergic diseases, pharmacology of allergic reactions, 
and diagnosis of allergic diseases. The congress will be followed 
on Oct. 1 and 2 by a symposium, “The Influence of the Pituitary 
Gland and Adrenal Cortex on Biological Reactions,” which has 
been arranged by the Swiss Academy of Medical Sciences. The 
genera! secretary of the congress is Dr. A. S. Grumbach, Institute 
of Hygiene, Zurich. 


International Congress of Anesthesiology.—An International 
Congress of Anesthesiology, organized by the French Associa¬ 
tion of Studies on Anesthesia and Anesthesiology under the 
patronage of the Council on Coordination of International Con¬ 
gresses of Medical Sciences, will be held in Paris Sept. 20-22 at 
the Nursing School of the Salpetriere, 47 Boul. de I’Hospital. 
The congress will be open to all persons interested in anesthesia. 
The scientific program includes: 

M Cara, Paris, Graphic Recording of Physiological Functions in the 
Course of Anesthesia. . 

M Van de Watte, Louvain, Natural Curare Derivatives. 

M Bovet Rome, and M. Huguenaud, Paris, Synthetic Curare Com¬ 
pounds-’ Theoretical Report; Clinical Appiication. 

M P Thaiheimer, Paris, Establishment of an International Movement of 
Study on Anesthesiology. 

information as to registration may be obtained from the office 
,f t he secretary of the congress, 12 Rue de Seme, Paris fie, 

France. 

society Elections.—The American Society for Clinical Invcs- 
igation at its meeting April 30 elected Dr. W. Barry Wood 
'r St Louis, president; Dr. Charles A. Janeway, Boston, 
dee president, and Dr. William M M Kirby, San Francisco 

lecretary-treasurer,-The Council of New England State 

Medical Societies at their April meeting elected Dr. Joseph 
L Howard, Connecticut, president; Dr. Deertng G. Smith, New 
Jampshire, vice president, and Dr. Creighton Barker, Con- 

tecticut, executive secretary-tresaurer.-At the meeting ot 

he American Academy of Neurology at Virginia Beach on 
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April 11 and 12 Dr. Pearce Bailey of Washington, D. C., be¬ 
came president. Newly elected officers include: Dr. Howard D. 
Fabing of Cincinnati, president-elect; Dr. Walter O. Klingman, 
Charlottesville, Va., vice president; Dr. Joe R. Brown, Minne¬ 
apolis, treasurer, and Dr. Francis M. Forster, Washington, 
D C.' secretary. The 1952 meeting will be held in the Brown 
H 0 tei' Louisville, April 24 and 25. Next year the two-day 
course in neuropathology instituted this year will be given again 
and also a course in neuroroentgenography and electroen¬ 
cephalography. Requests for papers on the program are to be 
sent to Dr. Alexander T. Ross at the University of Indiana 
School of Medicine, Indianapolis. Requests must be accompanied 
by a title and an abstract. The deadline for this is November 1. 

Rehabilitation Meeting.—The Association for Physical and 
Mental Rehabilitation will hold its fifth annual national con¬ 
vention July 3-6 in Los Angeles. The scientific and clinical ses¬ 
sions, to be held at the Hollywood Roosevelt Hotel in Holly¬ 
wood, tentatively include Dr. Edward D. Greenwood, Mennin- 
ger Foundation, Topeka, Kan.; Dr. Alvin B. C. Knudson and 
Dr. John E. Davis, Veterans Administration central office, 
Washington, D. C.; Dr. Tracy J. Putnam, Beverly Hills, Calif.; 
representatives from the surgeon general's office of the armed 
forces, and rehabilitation specialists from the University of 
California School of Medicine at Los Angeles, the Kabat- 
Kaiser Institute, Santa Monica, Calif., and a number of hos¬ 
pitals throughout the country. These meetings will provide an 
opportunity for hospital therapists and rehabilitation workers 
to discuss trends and research findings in medical rehabilitation. 
Information may be obtained from the convention chairman, 
Mr. Burr S. Zachary, Neuropsychiatric Hospital, Los Angeles 
25, or the national president, Mr. George Devins, Veterans 
Administration Hospital, Long Beach, Calif. 

Poliomyelitis Training Courses—The National Foundation for 
Infantile Paralysis has listed the following training centers that 
have scheduled short courses for physicians in the treatment of 
poliomyelitis patients. 

Children's Medical Center, Boston, Dr. William T. Green, director, 
June 4-8, Aue’. 6-10. 

D. T. Watson School of Physiatrics, Leetsdale, Pa., Dr. Jessie Wright, 
director, six-day courses, dates to be arranged according to number 
and time of applications. 

Georgia Warm Springs Foundation, Warm Springs, Ga., Dr. Robert L. 
Bennett, director, one-week course starting the first week in July and 
October. 

Orthopaedic Hospital, Los Angeles, Dr. Charles L. Lowman, director. 
May 21-24, Oct. 22-25. 

Stanford University School of Medicine, San Francisco, Dr. William H. 
Northway, director, one course scheduled in the summer, probably 
in June. 

University of Colorado Medical Center, Denver, Dr. Winona G. 
Campbell, director, May 7-9, poliomyelitis; Dec. 13-15, postgraduate 
course in poliomyelitis in conjunction with other pediatric problems. 

Enrollment must be arranged directly with the training center. 
Physicians who need financial assistance to attend these polio 
courses should contact their local chapters of the national 
foundation. 


CANADA 

Annual Canadian Medical Meeting.—The Canadian Medical 
Association will hold its annual meeting in Montreal June 18- 
22 under the presidency of Dr. Norman H. Gosse of Halifax. 
A series of roundtable conferences have been arranged for 
Wednesday, Thursday and Friday mornings, to be followed by 
general sessions. Visiting speakers include, Drs. Donald C. 
Balfour, Rochester, Minn.; Chester S. Keefer, Boston and 
narles P. Bailey, Philadelphia. Sectional meetings will be 
c cl during the afternoons. A color television program will be 
s own Wednesday, Thursday and Friday afternoons. A pro¬ 
gram of entertainment has been planned for the doctors’ wives. 

,^uatc Course in Allergy.—This course will be offered by 
ic American Academy of Allergy June 14-16 in Montreal, 
uncer he sponsorship of the Faculty of Medicine, McGill 
rmersity, and will be given in the Royal Victoria Hospital, 
ny interested physician in the United States or Canada may 
a end. The fee is $40. Applications may be sent to Dr. Bram 
at t * le hospital, Montreal 2, Canada. Sixteen speakers 
i present the course. Nine are on the university faculty: 


Drs. Bram Rose, John S. L. Browne, William J. McNally, 
Joseph A. P. Pare, G. Lyman Duff, Harry L. Bacal, H. S. 
Mitchell, Dr. Karl K. Pump, and Eric Wittkower; from Colum¬ 
bia University College of Physicians and Surgeons, New 
York, Eivin A. Kabat, Ph.D., and Dr. William B. Sherman. 
Other speakers are' Dr. Hans Selye, University of Montreal; 
Dr. John D. L. Fitzgerald, University of Toronto; Charles H. 
Walton, University of Manitoba, and Rubin Gdoii, Brooklyn. 
In addition to general allergy subjects there will be lectures 
on Oto-Rhinology in Relation to Allergy, Allergic Dermatoses, 
Allergy in Children, and Psychiatric Aspects in Allergy. 

CORRECTION 

Faculty Promotions at Temple University.—Dr. John Lansbury 
was promoted from associate professor to clinical professor of 
medicine at Temple University School of Medicine, Philadelphia, 
not from clinical professor to professor of medicine as was 
stated in The Journal Feb. 3, page 333. 


MEETINGS 


American Medical Association, Atlantic City, June II to 15. Dr- George 
F. Lull, 535 N. Dearborn St., Chicago 10, Secretary. 


American Association for the Study of Neoplastic Diseases, St. Agnes 
Hospital, Baltimore, June 7-9. Dr. Eugene R. Whitmore, 2139 Wyoming 
Ave. N. W., Washington 8, D. C., Secretary. 

American College of Chest Physicians, Atlantic City, June 7-10. Mr. 

Murray Komfeld, 500 N. Dearborn St., Chicago 10, Executive Secretary. 
American College of Radiology, Atlantic City, June 10. Mr. W. C. 

Stronach, 20 N. Wacker Drive, Chicago 6, Executive Secretary. 
American Diabetes Association, Chalfonte-Haddon Hall, Atlantic City, 
June 9-10. Dr. John A. Reed, 11 W. 42d St., New York 18, Secretary, 
American Electroencephalographic Society, Hotel Claridge, Atlantic 
City, June 16-17.’ Dr. John A. Abbott, Massachusetts General Hospital, 
Boston 14, Secretary. 

American Gastro-Enterological Association, Atlantic City, June 8-9. 

Dr. Dwight L. Wilbur, 655 Sutter St., San Francisco 2, Secretary. 
American Geriatrics Society, Hotel Brighton, Atlantic City, June 7-9. 

Dr. MaUord W. Thewlis, 25 Mechanic St., Wakefield, R. I., Secretary. 
American Hearing Society, Palmer House, Chicago, June 29. Mrs. 
Frances E. Lee, 817 Fourteenth St. N.W., Washington 5, D. C., 
Secretary. 

American Medical Women’s Association, Hotel Dennis, Atlantic City, 
June 9-10. Dr. Mildred C. J. Pfeiffer, Woman’s Medical College of 
Pennsylvania, Philadelphia 29, Secretary. 

American Neurological Association, Atlantic City, June 18-20. Dr. H. 

Houston Merritt, 710 W. 168th St., New York 32, Secretary. 

American Ophthalmological Society, The Greenbrier, White Sulphur 
Springs, W. Va., June 7-9. Dr. Maynard C. Wheeler, 30 W. 59th St., 
New York 19, Secretary. 

American Orthopedic Association, The Greenbrier, White Sulphur 
Springs, W. Va., June 20-23. Dr. C. Leslie Mitchell, Henry Ford Hos¬ 
pital, Detroit 2, Secretary. 

American Proctologic Society, Atlantic City, June 7-10. Dr. W. Wendell 
Green, 1838 Parkwood Ave., Toledo 2, Ohio, Secretary. 

American Radium Society, Atlantic City, June 6-9. Dr. John Wirth, CJ. S. 

Marine Hospital, Baltimore, Secretary. 

American Rheumatism Association, Hotel Dennis. Atlantic City, June 
8-9. Dr. Charles Ragan, 620 W. 168th St„ New York 32, Secretary. 
American Society for the Study of Sterility*, Ritz-Carlton Hotel, 
Atlantic City, June 9-10. Dr. John O. Haman, 490 Post St., San Fran¬ 
cisco 2, Secretary. 


American Therapeutic Society, Atlantic City, June 8-10. Dr. Oscar B. 

Hunter, 915 Nineteenth St. N.W., Washington 6, D. C., Secretary. 
Association for the Study of Internal Secretions, Chalfonte-Haddon 
Hall, Atlantic City, June 7-9. Dr. Henry H. Turner, 1200 N. Walker St., 
Oklahoma City 3, Secretary. 


Catholic Hospital Association of the United States and Canada, 
Convention Hall, Philadelphia, June 2-5. Mr. M. R. Kneifl, 1402 s! 
Grand Blvd., St. Louis 4, Executive Secretary. 


vunri-rc^v.c 




- - -— • *»-*-*w UI umic J'lLUlLAL AS¬ 

SOCIATIONS, Hotel Traymore, Atlantic City, June 10. Mr. John E. Farrel 
106 Francis St., Providence 3, R. I., Secretary. 

G "“J/^ ls ^, U , d,cal ‘ Si ™ g ' cai - Conference, Great Falls, Montana, June 
25-26. Dr. William E. Sullens, Box 1066, Great Falls, Chairman. 

Idaho State Medical Association, Sun Valley, June 17-20. Dr. Robert S 
McKean, 305 Sun Building, Boise, Secretary. 
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Maine Medical Association, Poland Spring House, Poland Spring, June 
17-19. Dr. Frederick R. Carter, 142 High St„ Portland 3, Secretary. 

Medical Library Association, Denver, June 28-30. Miss Caroline Rie- 
chers. Rush Medical College Library, 1758 W. Harrison St., Chicago 12, 
Secretary. 

National Proctologic Association, Madison Hotel. Atlantic City, June 9. 
Dr. George E. Mueller, 1214 \V. Beach Blvd., Biloxi, Miss., Executive 
Secretary. 

Post Graduate Medical Assembly of South Texas, Shamrock Hotel, 
Houston, Texas, July 23-25. Mrs. W. H. Dahme. 229 Medical Arts Bldg., 
Houston, Executive Secretary. 

Society for Investigative Dermatology, Ritz-Carlton Hotel, Atlantic 
City. June 7-8. Dr. Herman Beerman. 255 S. 17th St., Philadelphia, 
Secretary 

Society for Vascular Surgery, Chalfonte-Haddon Hall, Atlantic City. 
June 10. Dr. George D. Lilly, 333 Ingraham Bldg., Miami 32, Fla., 
Secretary. 

Society of Biological Psychiatry, Claridge Hotel, Atlantic City, June 
17. Dr. George N. Thompson. 1136 W. Sixth St., Los Angeles 17. 
Secretary. 

South Dakota State Medical Association, Aberdeen, June 2-6. Dr. 
Roland G. Mayer, 2295 S. Main St., Aberdeen, Secretary. 

West Virginia State Medical Association, The Greenbrier, White Sul¬ 
phur Springs, July 19-21. Mr. Charles Lively, 1031 Quarrier St., Charles¬ 
ton 24, Executive Secretary. 


INTERNATIONAL 

European Congress on Rheumatism, Barcelona, Spain, Sept. 24-27. Dr. 
Gunnar Edstron, Lund, Sweden, Secretary. 

General Practitioners Study Club International, Rome, Italy, Sept. 
12-15. Dr. John O’Connell, 10300 Lackland Road, St. Louis 14, Mo., 
U, S. A., President. 

International Academy of Proctology, Atlantic City, N. J„ V. S. A„ 
June 7-8. Dr. Alfred J. Cantor, 43-45 Kissena Blvd., Flushing, New 
York, Secretary. 

International Anesthesia Research Society, London, England, Sept. 
3-7. Mr. R. W. Cope, University College Hospital, London W.C.l, 
England. 

International Association of Allergists, Zurich, Switzerland, Sept. 23- 
29. Prof. A. S. Grumbach, Hygiene Institut der Universitaet Zurich, 
Gloriastr. 32, Zurich, Switzerland. 

International Congress of Anesthesiology, Nursing School of the Sal- 
piettre, 47 Boul dc l’Hospital, Paris, France, Sept 20-22. 12 rue de Seine, 
Paris 6°, France, Secretariat. 

International Congress of Clinical Pathology, London, England, duly 
16-20, Dr. W. H. McMenemey, Maida Vale Hospital for Nervous Dis¬ 
eases, London W.9, England, Secretary. 

International Congress of Gynecology, Maison de ia Chimie, Centre 
Marcellin, Paris, France, June 23-29. Dr. Maurice Fabre, 1, rue Jules- 
Lefebvre, Paris IX, General Secretary. 

International Congress on Industrial Medicine, Instituto Superior 
Tecnico, Lisbon, Portugal, Sept. 9-15. Dr. Luis Guerrciro, Instituto 
Nacional do Trabaiho e Previdencia, Praga do Comercio, Lisbon, Secre¬ 
tary General. 

International Congress on Mental Health, Mexico City, Mexico, Dec. 
11-19. 

International Congress of Military Medicine and Pharmacy, Paris, 
France, June 17-23. Physician General Dutrey, 8, bis, rue de Recollets, 
Paris X, Secretary General, 

International Exhibition of Medical Arts, Turin, Italy, May 30 
June 12. Prof, S. Teneff, Palazzo della Exposizioni al Valentino, Turino, 
Italy. 

International Gerontological Congress, Hotel Jefferson, St. Louis, Mo., 
U, S. A„ Sept. 9-14. Dr. John E. Kirk, 5600 Arsenal Street, St. Louis 9, 
Mo,, Chairman, Program Committee. 

International Hospital Congress, Brussels, Belgium, July 15-21. Capt. 
J. E. Stone, 10 Old Jewry, London E.C- England, Secretary. 

International Poliomyelitis Congress, Copenhagen, Denmark, Sept. 
3-7. Prof. Dr. Niels Bohr, Statens Seruminstitut, 80 Amager Blvd., 
Copenhagen S., Denmark, President. 

International Society of Angiology, Claridge Hotel, Atlantic City, N. J., 
U. S. A., June 9. Dr. Henry Haimovici, 105 E. 90th St., New York 28, 
Secretary. 

International Society of Surgery, Paris, France, Sept. 24-29. Dr. L. 
Dejardin, 141, rue Belliard, Brussels, Belgium, Secretary General. 

International Society for the Welfare of Cripples, Fifth World Con¬ 
gress, Stockholm, Sweden, Sept. 9-14. Mr. Donald V. Wilson, 54 E. 
64th St., New York 21, N. Y., U. S. A., Executive Director. 

Pan Pacific Surgical Association Congress, Honolulu, Hawaii, Nov. 
7-19. Dr. Forrest J. Pinkerton, Suite 7, Young Bldg., Honolulu, Hawaii, 
President. 

Students’ International Clinical Congress, Leyden, Utrecht, Groningen 
and Amsterdam, Holland, July 10-28, N. A. M. Bergstein, Oude Gracht 
143 bis, Utrecht, Holland, Secretary General. 

World Confederation for Physicial Therapy, Copenhagen, Denmark, 
Sept. 7-8. 

World Medical Association, Stockholm, Sweden, Sept. 15-21. Dr. Louis 
H. Bauer, 2 E. 103d St., New York 29, N. Y., U. S. A.. Secretary- 
General. 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 
National Board of Medical Examiners: Parts 1 and 11. Various Centers. 
June 18-20, Sept, 5-7 (Part I only). Applications must be filed at least 
thirty days prior to an examination. Ex. Sec., Mr, E. S. Elwood 225 S 
15th Street, Philadelphia. 


INTERNATIONAL COLLEGE OF SURGEONS 
Examinations for Certified Fellowship in the United States Chapter in 
uroiogic Surgery, Obstetrics and Gynecology and Proctologic Surgery, 
Chicago, June 1-2. Examinations will be given in General and Ortho¬ 
pedic Surgery, Chicago, Aug. 3-4. Sec., Dr. Arnold S. Jackson, 1516 
Lake Shore Drive, Chicago 10. 


EXAMINING BOARDS IN SPECIALTIES 

American Board of Anesthesiology: Written. July 20. Given simul¬ 
taneously in several cities in the United States. Final date for filing 
application was Jan. 20. Oral. Memphis, Oct. 14-17. Written. July 18, 
1952, Various locations. Final date for filing applications is Jan. 18, 
1952. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., Hartford 15, Conn. 

American Board of Dermatology and Syphilology: Oral. New York, 
June 8-10. Sec., Dr. George M. Lewis, 66 East 66th St„ New York 
21, N. Y. 

American Board of Internal Medicine: Written. Various centers, Oct. 
15. Final dale for filing applications was May 1. Oral. The schedule of 
oral examinations for 1951 has been arranged on a regional basis as 
follows: June, includes candidates from Beirut, Canada, Canal Zone, 
Connecticut, Delaware, District of Columbia, Maryland, New Jersey, 
Ohio, Pennsylvania, Puerto Rico, Rhode Island, Virginia and West Vir¬ 
ginia. New York, date to be announced, covering Maine, Massachusetts, 
New Hampshire, New York and Vermont. San Francisco, date to be 
announced, covering Arizona, California, Colorado, Idaho, Montana, 
New Mexico, Oregon, Utah and Washington. 

Only candidates who have not taken an oral examination can be admitted 
under the schedule arranged thus far. 

Dates of dosing dates for the filing of applications for examinations in 
New York and San Francisco to be announced. 


Oral examinalions in the subspecialties will be held at the same time and 
place and on the same distribution. 

Exec. Sec., Dr. William A. Werrell, 1 West Main Street, Madison 3. 
American Board of Neurological Surgery: Oral. Chicago, Oct. 25-26. 
Oral. Chicago, May 1952. Final date for filing applications for the May 
1952 examination is Jan. 1, 1952. Sec.. Dr. W. J. German, 789 Howard 
Ave„ New Haven 4, Conn. 

American Board of Obstetrics and Gynecology: Written. Feb. 1, 1952. 
Final date for filing applications is Nov 1. Sec,, Dr. Paul Titus, 1015 
Highland Building, Pittsburgh 6, Pa. 

American Board of Ophthalmology: Written. Twenty-five centers, Feb. 
4-5, 1952. Oral. New York, May 3I-June 5; Chicago, October 8-13. Sec- 
Dr. Edwin B. Dunphy, 56 Ivie Road, Cape Cottage, Maine. 

American Board of Orthopaedic Surgery: Final date for filing applica¬ 
tions for the 1952 Part 11 examinations is Aug. IS, 1951. Sec., Dr. Harry 
A. Sofieid, 122 S. Michigan Ave., Chicago 3. 

American Board of Otolaryngology: Oral. Chicago, Oct. 9-12. Sec., Dr. 

Dean M. Lierlc, University Hospital, Iowa City. 

American Board of Pediatrics: Oral. Detroit, June 8-10. Buffalo, Ocl. 
26-28. Ex. Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rosemont, 


Pa. 

American Board of Physical Medicine and Rehabilitation: Parts I 
and 11 Philadelphia, June 16-17. Final date for filing application was 
April i. Sec., Dr. Robert L. Bennett, 30 N. Michigan Ave., Chicago. 
American Board or Plastic Surgery: Oral and Written. Chicago, 
June 4-6. Final dale for filing application was March 15. Sec., Dr. 
Bradford Cannon, 330 Dartmouth St., Boston. 

AMERICAN BOARD of PREVENTIVE Medicine: Written. San Francisco, Octo¬ 
ber 28. Oral. San Francisco, October 29. Sec., Dr. Ernest L. Stebbins, 
615 North Wolfe St., Baltimore 5. 

LV.VVICAN Board of Psychiatry and Neurology: Philadelphia, June 11- 
12. Final date for filing application was March 1. Sec., Dr. Francis J. 
Braceland, 102-110 Second Ave., S.W., Rochester, Minn. 

IMEHICAN BOARD or Radiology: Oral. Atlantic City, June S-9. Sec., Dr. 
B R. Kirklin, 102-110 Second Ave., S.W., Rochester, Minn. 

.SIEWCAN board of Surgery: Written. Various centers, Oct 1951. Final 
date for filing applications is July 1. Sec., Dr. J. Stewart Rodman, 225 
South 15th Street, Philadelphia. 

oard of TOROACIC Surcery: Written. Various parts of the country. Sept. 
14 1951. Final date for filing applications is July 15. Sec., Dr. William 
M. Tuttle, 1151 Taylor Ave., Detroit 2, Mich. 

j4erican Board of Urology: Chicago, Feb, 9-13, 1952. Final date for 
filing applications is Sept. 1. Sec., Dr. Harry Culver, 314 Com Exchange 
Bidg., Minneapolis IS. 
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DEATHS 


Russell William Logie @ New York; born in New Brunswick, 
Canada July 24, 1863; University of the City of New York 
Medical Department, 1885; after several years of private prac¬ 
tice in New York was appointed assistant physician at the Wil¬ 
lard State Hospital, serving from 1897 to 1903, when he became 
medical inspector for the New York State Hospital Commission; 
in 1910 was appointed medical superintendent of the Long 
Island State Hospital; in 1911 went to White Plains, N. Y., as 
medical director of the New York Hospital-Westchester Divi¬ 
sion (then known as Bloomingdale Hospital); in 1926 was ap¬ 
pointed general psychiatric director for the Society of the New 
York Hospital; participated in the planning for the New York 
Hospital-Cornell University Medical Center, devoting most of 
his time to the planning and organization of the Payne Whitney 
Psychiatric Clinic; retired in 1936; consultant in psychiatry at 
the Grasslands Hospital in Valhalla, New York Hospital, and to 
the Burke Foundation; emeritus professor of psychiatry at Cor¬ 
nell University Medical College; president of the American 
Psychiatric Association in 1931, New York Psychiatric Society in 
1914 and 1915, and in 1919 president of the Medical Society of 
the County of Westchester; member of the National Committee 
for Mental Hygiene, of which he had been vice president, New 
York Society for Clinical Psychiatry, and the Association for 
Research in Nervous and Mental Diseases; fellow of the New 
York Academy of Medicine; member of the advisory commit¬ 
tee to the National Institute of Mental Health of the U. S. Public 
Health Service; specialist certified by the American Board of 
Psychiatry and Neurology; in 1932 selected to give the Thomas 
W. Salmon Memorial Lectures for 1933; author of “A History 
of the Psychiatric Service of the New York Hospital,” pub¬ 
lished in 1945; died in Santa Barbara, Calif., March 31, aged 
87, of heart disease. 

Smith, George Milton ® New Haven, Conn.; born in Hong 
Kong, China, July 5, 1879; Columbia University College of 
Physicians and Surgeons, New York, 1905; instructor in surgery 
at his alma mater, 1909-1910; research associate emeritus in 
anatomy at Yale University School of Medicine; formerly asso¬ 
ciate in pathology at Washington University Medical School in 
St. Louis, where he was associate pathologist to Washington 1 
University Hospital; for many years a member of the Con¬ 
necticut Medical Examining Board and in 1943 president of the 
Connecticut State Medical Society; member of the New England 
Surgical Society, American Association of Anatomists, and the 
American Association of Pathologists and Bacteriologists; fellow 
of the American College of Surgeons; since 1947 special con¬ 
sultant to the National Advisory Cancer Council, of which he 
had been a member and executive director; at one time vice 
president of the American Society for the Control of Cancer; 
member of the Pathological Society of Great 'Britain and Ire¬ 
land; corresponding member of the French Association for the 
Study of Cancer; member of the board of scientific advisors of 
the Jane Coffin Childs Memorial Fund for Medical Research; 
since 1933 director of the Anna Fuller Fund; trustee of the 
Bermuda Marine Biological Station; served overseas with the 
American Expeditionary Forces during World War I as a cap¬ 
tain with a mobile unit; during World War II medical director 
of the Connecticut State Defense and Connecticut War Coun¬ 
cil, chairman of the subcommittee on armored vehicles of the 
ational Research Council from 1942 to 1946; consultant to 
the Surgeon General of the U. S. Army from 1944 to 1946; 
medical director of the Scovill Manufacturing Company in 
uterbury from 1920 to 1946; died in Pine Orchard February 
- , aged 71, of arteriosclerotic hypertensive cardiac disease. 

Lee, Walter Estell « Philadelphia; born July 22, 1879; Univer- 
ion?. Pennsylvania Department of Medicine, Philadelphia, 
member of the founders group of the American Board of 
urgery emeritus professor of surgery at the Medico-Chirurgi- 
ca College Graduate School of Medicine, University of Penn- 

® Indicates Fellow of the American Medical Association. 


sylvania, .where he was named associate professor of surgery in 
1920, professor in 1925, and vice dean for surgery in 1935, hold¬ 
ing both posts until he retired in 1946; for six years member of 
the Pennsylvania State Board of Medical Education and Licen¬ 
sure; served in France during World War I, where he went in 
1915 with the Pennsylvania Hospital overseas unit; later served 
in the medical reserve corps of the U. S. Army and became a 
lieutenant colonel; member of the American Surgical Associa¬ 
tion, of which he was recorder from 1930 to 1946, Philadelphia 
Academy of Surgery, Philadelphia Pediatric Society, Philadel¬ 
phia Pathological Society, Society of Clinical Surgery, American 
Association of Thoracic Surgery, Kappa Sigma, and Alpha Mu 
Pi Omega; fellow of the American College of Surgeons; consult¬ 
ing surgeon,. Graduate Hospital of the University of Pennsyl¬ 
vania, Germantown Dispensary and Hospital, Pennsylvania and 
Children’s hospitals in Philadelphia, Bryn Mawr (Pa.) Hospital 
and Burlington County Hospital in Mount Holly, N. J.; wrote 
many papers on medical and surgical subjects and, with Dr. F. 
T. Stewart, wrote a manual of surgery; co-editor of Progressive 
Medicine from 1919 to 1933 and chairman of the editorial 
board of the Annals of Surgery’ from 1935 to 1947; died April 
5, aged 71. 

Wood, Thomas Denison, Taunton, Mass.; born in Sycamore, 
Ill., Aug. 2, 1865; College of Physicians and Surgeons, medical 
department of Columbia College, New York, 1891; member of 
the American Medical Association and the Medical Society of 
the State of New York; fellow of the American Association for 
the Advancement of Science; professor of physical education at 
Columbia University from 1901 to 1927 and professor of health 
education from 1927 to 1932, when he became professor emeri¬ 
tus; chairman of the commission on the welfare of teachers, 
New York' State Teachers’ Association, from 1913 to 1916; 
proposed and was chairman for 27 years of the joint committee 
of the American Medical Association and the National Educa¬ 
tional Association, which devoted itself to consideration of 
health problems in education and had been chairman emeritus 
since 1938; chairman of the health section of the International 
Federation of the Home and School from 1928 to 1936; chair¬ 
man of the committee on the school child, White House Con¬ 
ference on Child Health and Protection from 1929 to 1932; died 
in Morton Hospital March 19, aged 85, of pneumonia. 

Timberlake, Gideon ® St. Petersburg, Fla.; born in Charlottes¬ 
ville, Va., March 6, 1876; University of Virginia-Department of 
Medicine, Charlottesville, 1902; a specialist certified by the 
American Board of Urology, of which he had been a founder; 
member of the American Urological Association; fellow of the 
American College of Surgeons; formerly practiced in Baltimore, 
where he was professor of urology at the University of Maryland 
School of Medicine and urologist to the University, St. Agnes, 
and Franklin Square hospitals, and surgeon to the Church Home 
and Infirmary and West Baltimore General hospitals; during 
World War I served as a major in the medical corps of the 4J. S. 
Army; organizer and director of the Army School of Urology at 
Fort Oglethorpe, Ga., in 1918, and later became chief of the de¬ 
partment of urology at Walter Reed General Hospital in Wash¬ 
ington, D. C.; consultant in urology to Veterans Administration 
Hospital in Bay Pines; member of the staff of Mound Park and 
St. Anthony’s hospitals; consultant to the American Legion Hos¬ 
pital for Crippled Children; inventor of several urologic instru¬ 
ments; died March 1, aged 74, of pneumonia. 

Silkworth, William Duncan, New York; born in Brooklyn July 
22, 1877; University and Bellevue Hospital Medical College, 
New York, 1899; member of the American Medical Associa¬ 
tion; for many years medical superintendent of the Charles B. 
Towns Hospital; served at the Knickerbocker Hospital: formerly 
affiliated with the Neurological Institute of Presbyterian Hos¬ 
pital and the Beekman-Downtown Hospital; member of the 
psychiatric staff of the U. S. Army Hospital at Plattsburg, 
N. Y., during World War I; a trustee of the Alcoholic Founda¬ 
tion; died March 22, aged 77, of coronary occlusion. 
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Abbott, William Richard @ Idaho Falls, Idaho; Rush Medical 
College, Chicago, 1929; fellow of the International College of 
Surgeons and American College of Surgeons; formerly physi¬ 
cian of Bonneville County; served during World War II; affiliated 
with Idaho Falls Latter-Day Saints’ Hospital, where he died 
March 19, aged 47, of coronary infarction. 

Ahrens, Leo Charles, Florissant, Mo.; St. Louis University 
School of Medicine, 1908; died in St. Charles March 26, aged 
70, of coronary occlusion, arteriosclerosis and uremia. 

Anthony, Francis Wayland, Haverhill, Mass.; Harvard Medi¬ 
cal School, Boston, 1888; member of the American Medical As¬ 
sociation; formerly assistant medical examiner and medical ex¬ 
aminer of the Fourth District; for many years on the staff of 
Hale Hospital, where he died March 27, aged 92, of contusion of 
the spine from a fall and arteriosclerotic heart disease. 

Barrett, Omar H., Knightstown, Ind.; Medical College of Ohio, 
Cincinnati, 1884; died March 31, aged 91, of strangulated hernia 
and prostatic carcinoma. 

Betts, James Alfred ® Easton, Pa.; Jefferson Medical College 
of Philadelphia, 1909; founder of Betts Private Hospital; died 
April 2, aged 75, of acute coronary occlusion. 

Boon, Charles Lester, Washburn, Ill.; Chicago College of Medi¬ 
cine and Surgery, 1909; member of the American Medical As¬ 
sociation; served two terms as president of the board of educa¬ 
tion of Washburn Township High School; died March 11, aged 
67, of heart disease. 

Bradford, Edward Burton, Port Norris, N. J.; Jefferson Medical 
College of Philadelphia, 1901; died in the Bridgeton (N. J.) Hos¬ 
pital March 19, aged 73, of cardiorenal disease. 

Buck, Kathleen Loretto, Rochester, N. Y.; Trinity Medical Col¬ 
lege, Toronto, Canada, 1897; member of the American Medical 
Association; past president of the Women’s Medical Society of 
New York State; for many years on the staff of St. Mary’s 
Hospital; died March 21, aged 78, of bronchopneumonia. 

Carrie!, Henry B. © Elgin, Ill.; Chicago Medical College, 1888; 
an Associate Fellow of the American Medical Association; mem¬ 
ber of the American Psychiatric Association; formerly superin¬ 
tendent of Jacksonville State Hospital and the Dixon (Ill.) State 
Hospital; formerly affiliated with Kankakee State and Elgin 
State hospitals; died April 1, aged 87. 

Chipman, Rupert James, Portland, Ore.; McGill University 
Faculty of Medicine, Montreal, Canada, 1892; member of the 
American Medical Association; formerly member of the city 
board of health; medical examiner for Selective Service during 
World War II; died March 21, aged 82. 

Cooper, Samuel Emerson, Water Valley, Miss.; University of 
Nashville. (Tenn.) Medical Department, 1897; died in Memphis 
March 30, aged 77, of arteriosclerotic heart disease. 

Craig, Albert James, Fort Washington, Pa.; Hahnemann Medi¬ 
cal College and Hospital of Philadelphia, 1906; died March 18, 
aged 67, of coronary thrombosis. 

Dolder, Felix Charles, Eyota, Minn.; Northwestern University 
Medipal School, Chicago, 1903; member of the American Medi¬ 
cal Association; died in Worrell Hospital, Rochester, Minn., 
March 19, aged 76, of coronary thrombosis. 

Fackt, Marie Philipina, Denver; University of Colorado School 
of Medicine, Denver, 1936; certified by the National Board of 
Medical Examiners; died March 24, aged 58, of carcinoma of 
the breast. 

Ginsberg, Edward Louis, Kansas City, Mo.; Kansas City Medi¬ 
cal College,' 1903; member of the American Medical Associa¬ 
tion; served as police surgeon; died March 11, aged 72, of 
coronary occlusion and hypertension. 

Glaeser, Arthur Francis « Buffalo; University of Buffalo School 
of Medicine, 1916; past president of the Erie County Medical 
Society; served overseas during World War I; diagnostician for 
the county health department; formerly city diagnostician; died 
in Fort Lauderdale, Fla., March 22, aged 56, of mesenteric 
thrombosis. 


Hamblen, Robert North ® Spokane, Wash.; University of Penn¬ 
sylvania School of Medicine, Philadelphia, 1909; member of the 
North Pacific Surgical Association; past president of the Spokane 
County Medical Society and Public Health League of Washing¬ 
ton; formerly vice president of the Washington State Obstetrical 
Society; served in France during World War I; affiliated with 
St. Luke’s Hospital, Sacred Heart Hospital and Deaconess Hos¬ 
pital, where he died March 18, aged 66, of coronary occlusion. 

Hanks, George Wallace, Salt Lake City; Jefferson Medical Col¬ 
lege of Philadelphia, 1917; formerly associated with the U. S. 
Public Health Service; formerly affiliated with Veterans Admin¬ 
istration Hospital in Bay Pines, Fla.; served during World Wars 
I and II; died March 15, aged 59, of amyotrophic lateral 
sclerosis. 

Herrington, L. C., Terry, Miss.; Memphis Hospital Medical 
College, 1904; member of the American Medical Association; 
died in Baptist Hospital, Jackson, March 18, aged 70, of retro¬ 
peritoneal adenocarcinoma. 

Kerns, Francis John ® Newark, N J.; Georgetown University 
School of Medicine, Washington, D. C., 1903; past president of 
the Pathological Society of New Jersey; affiliated with St. Maiy’s 
Hospital in Orange and St. Michael’s Hospital and Presbyterian 
Hospital, where he died March 23, aged 71, of cerebral 
thrombosis. 


Knapp, John Christian @ Setauket, N. Y.; Albany (N. Y.) Medi¬ 
cal College, 1916; specialist certified by the American Board of 
Radiology; member of the American College of Radiology; for 
many years affiliated with St. John’s Hospital in Brooklyn; on 
the staff of Mather Memorial Hospital in Port Jefferson; served 
overseas during World War I; died March 15, aged 57. 

Langston, John Earl, Houston, Texas; Baylor University Col¬ 
lege of Medicine, Dallas, 1916; member of the American Medi¬ 
cal Association, died in March, aged 62, of suffocation and burns. 


Lawson, Claudius Simuel, Fairmont, W. Va.; Medical College 
of Virginia, Richmond, 1910; member of the American Medical 
Association; died March 22, aged 71, of injuries suffered in an 
automobile accident. 


Ledbetter, Franklin Carver, Greenville, S. C.; Southern Col¬ 
lege of Medicine and Surgery, Atlanta, 1914; member of the 
American Medical Association; died March 2, aged 61, of acute 
coronary occlusion. 


Leonard, Bertram Bryant Jr., Yankton, S. D.; State University 
of Iowa College of Medicine, Iowa City, 1927; member of the' 
American Medical Association; affiliated with Sacred Heart Hos¬ 
pital; died March 28, aged 49, of heart disease. 

Long, Merrill Harrison @ Altoona, Pa.; Hahnemann Medical 
College and Hospital of Philadelphia, 1921; affiliated with Al¬ 
toona and Mercy hospitals; died March 18, aged 53, of diabetes 
mellitus and pneumonia. 


Lowe, William Cook, Queenstown, Md.; University of Mary- 
■and School of Medicine and College of Physicians and Sur¬ 
geons, Baltimore, 1941; served during World War II; died 
February 3, aged 33. 

Lvda, Edwin Earle, San Bernardino, Calif.; St. Louis University 
=chool of Medicine, 1941; member of the American Medical As¬ 
sociation; affiliated with St. Bernardino’s Hospital, where he died 
March 15 aged 37, of bronchopneumonia, cerebral infarcts, 
jacterial endocarditis and thrombophlebitis. 

McAdams, Edward Calvin © Wilkinsburg, Pa.; University of 
Pittsburgh School of Medicine, 1909; served as a visiting physi- 
-ian at Columbia and Western Pennsylvania hospitals and on the 
•taff of St. Joseph’s Hospital; died March 12, aged 67, of 
jremia. 

McCandless, Oliver Howard, Independence, Mo.; University 
Medica? College of Kansas City, 1901 ; specialist certified by the 
American Board of Radiology; member of the Radiological 
society of North America, American Medical Association, and 
he American College of Radiology; served on the staff of the' 
independence Sanitarium and Hospital, where he died May 2, 
iged 75, of carcinoma of the stomach. 
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McClure, John B., Marietta, Ohio; Medical College of Ohio, 
Cincinnati, 1896; for many years health commissioner; coroner; 
affiliated with Marietta Memorial Hospital, where he died March 
30, aged 79, of cerebral thrombosis. 

McDermott, William Carlton, Peoria, Ill.; Chicago Medical 
School 1940; member of the American Medical Association; 
clinician to the city health department; affiliated with St. Francis 
Hospital, where he died March 27, aged 40, of uremia, rheumatic 
heart disease, and pneumonia. 

McLandress, Joshua Alexander ® Saginaw, Mich.; Saginaw Val¬ 
ley Medical College, 1902; affiliated with St. Luke’s Hospital, 
St. Mary’s Hospital, and the Saginaw General Hospital, where 
he died March 20, aged 73, of cerebral thrombosis. 

McLean, Ray Allyn, Fayette, Iowa; State University of Iowa 
College of Medicine, Iowa City, 1906; died March 27, aged 73, 
of heart disease. 

McMechen, Harry B., Hannibal, Mo.; Meharry Medical Col¬ 
lege, Nashville, Tenn., 1911; died April 3, aged 64, of coronary 
thrombosis. 

McSorley, Frederick William, New York; Albany (N. Y.) Medi¬ 
cal College, 1909; served during World War I; retired assistant 
medical director of the Equitable Life Assurance Society of 
the United States; died March 24, aged 67, of heart disease. 

Maker, Louis Edward, Fort Collins, Colo.; Drake University 
Medical Department, Des Moines, Iowa, 1897; died February 
1, aged 77, of cerebral hemorrhage. 

Mallow, Edgar H., Columbus, Ohio; Medical College of Ohio, 
Cincinnati, 1900; died March 24, aged 76, of heart disease. 
Mann, Sigmund, Oak Park, Ill.; Chicago College of Medicine 
and Surgery, 1916; died in the Albert Merritt Billings Hospital, 
Chicago, April 16, aged 65, of hemorrhagic infarction of the 
lung. 

Mathis, James Edgar, Burns, Tenn.; University of Tennessee 
Medical Department, Nashville, 1889; died February 3, aged 84, 
of cerebral hemorrhage. 

Miles, Bertram James, Wilkinsburg, Pa.; University of Pitts¬ 
burgh School of Medicine, 1934; member of the American Medi¬ 
cal Association and the American Association of Industrial 
Physicians and Surgeons; associate surgeon, Columbia Hospital; 
died March 15, aged 41, of cerebral hemorrhage. 

Moore, George Washington, Cincinnati; Cincinnati College of 
Medicine and Surgery, 1895; died March 14, aged 82, of con¬ 
gestive heart failure and pulmonary edema. 

Myers, Henry Dey Sr. ® Howells, Neb.; Drake University Col¬ 
lege of Medicine, Des Moines, 1906; chairman of the board 
of health and for many years member of the school board of 
Howells; died April 3, aged 72, of cerebro-vascular accident. 

Payne, John Lewis, Cincinnati; Eclectic Medical College, 1899; 
formerly on the faculty of his alma mater; died in St. Francis 
Hospital March 12, aged 77, of cerebral hemorrhage. 

Peters, Melvin Lester, Cameron, Mo.; University Medical Col¬ 
lege of Kansas City, 1905; served two terms as mayor of Cam¬ 
eron; died March 4, aged 78, of cerebral hemorrhage. 

Petrik, Albert Charles, Fairhope, Ala.; University of Illinois 
College of Medicine, Chicago, 1930; member of the American 
Medical Association; served during World Wars I and II; died 
m the Veterans Administration Hospital, Montgomery, Febru¬ 
ary 24, aged 55, of cerebral hemorrhage and hypertensive cardio¬ 
vascular disease. 

Pfletschingcr, Frederic, New York; Columbia University Coi- 
ege of Physicians and Surgeons, New York, 1902; member of 
c merican Medical Association; affiliated with Lutheran Hos- 
pi a , where he died March 18, aged 71, of arteriosclerotic heart 
disease. 

Pinner, Oskar, Livermore, Calif.; Albertus-Universitat Medi- 
zinisoie Fakultiit, Kdnigsberg, Prussia, Germany, 1911; affiliated 
with Veterans Administration Hospital; died in Alta Bates Hos- 
Pj_ai, Berkeley, March 4, aged'66, of carcinoma. 


Prince, Norman Call ® Amarillo, Texas; Denver and Gross Col¬ 
lege of Medicine, 1907; specialist certified by the American 
Board of Radiology; member of the Radiological Society of 
North America and the American College of Radiology; died 
February 23, aged 66. 

Pyles, John Wylie ® New Martinsville, W. Va.; Jefferson Medi¬ 
cal College of Philadelphia, 1926; member of the state legisla¬ 
ture, 1937-1938; died in the Ohio Valley General Hospital, 
Wheeling, March 15, aged 50, of bronchopneumonia. 

Radcliff, Ernest, Jonesboro, III.; Washington University School 
of Medicine, St. Louis, 1906; member of the American Medical 
Association; died March 17, aged 74. 

Rainone, Michele, Brooklyn; St. Louis University School of 
Medicine, 1932; member of the American Medical Association; 
honorary lieutenant of the New York Police Department; for 
many years on the staff of the Swedish Hospital, died February 

3, aged 48, of heart disease. 

Rawlins, Elbert Van der Hoyden, Roodhouse, Ill.; St. Louis Uni¬ 
versity School of Medicine, 1904; died January 27, aged 76. 

Razinsky, Louis ® Warren, Ohio; University and Bellevue Hos¬ 
pital Medical College, New York, 1931; specialist certified by 
the American Board of Internal Medicine; served in the Euro¬ 
pean theater during World War II; affiliated with St. Josephs 
Riverside Hospital, where he died March 9, aged 44, of coro¬ 
nary thrombosis. 

Reynolds, Clifton Johnson, Bluefield, W. Va.; University of 
Virginia Department of Medicine, Charlottesville, 1920; special¬ 
ist certified by the American Board of Urology; member of the 
American Medical Association and American Urological Asso¬ 
ciation; fellow of the American College of Surgeons; president 
of the section on urology of the West Virginia State Medical As¬ 
sociation; affiliated with Biuefield Sanitarium; died March 24, 
aged 54, of heart disease. 

Richards, Robert Milton, Detroit; Cleveland Medical College, 
Homeopathic, 1894; served on the staffs of the Grace and Har¬ 
per hospitals; for many years house physician for the Statier 
Hotel; died March 17, aged 82, of coronary thrombosis. 

Robbins, Charles Mortimer ® Newark, N. J.; University and 
Bellevue Hospital Medical College, New York, 1914; specialist 
certified by the American Board of Surgery; fellow of the Inter¬ 
national College of Surgeons and the American College of Sur¬ 
geons; past president of the Academy of Medicine of Northern 
New Jersey; served during World War II; affiliated with Beth 
Israel, Presbyterian, and Irvington General hospitals; died April 

4, aged 61. 

Rodholm, Ansgar Kolhede ® Corpus Christi, Texas; University 
of Chicago School of Medicine, 1938; specialist certified by the 
American Board of Orthopaedic Surgery; served during World 
War II; affiliated with Spohn, Memorial, Ghormley Clinic, and 
Crippled Children’s hospitals; died March 20, aged 44, of in¬ 
juries received in an automobile accident. 

Rozanski, Frank Stanley, Worcester, Mass.; Hahnemann Medi¬ 
cal College and Hospital of Philadelphia, 1937; member of the 
American Medical Association; public school physician; served 
during World War II; on the courtesy staffs of St. Vincent and 
Fairlawn hospitals and the Hahnemann Hospital, where he died 
March 5, aged 37, of ruptured esophageal varices and cirrhosis 
of the liver. 

Sage, Arthur Gray ® Buffalo; New York University Medical 
College, New York, 1898; on the staff of the Sisters of Charity 
and Deaconess hospitals; died March 30, aged 81, of coronary 
thrombosis. 

Swann, Joseph Charles, Wedowee, Ala.; Atlanta Medical Col¬ 
lege, 1890; died February 20, aged 81, of hypostatic pneumonia, 
arteriosclerosis, and hypertension. 

Tatum, William Jefferson, Richland, Ga.; Southern Medical Col¬ 
lege, Atlanta, 1896; died February 4, aged 78. 

Thompson Frederick E., Columbus, Ohio; Columbus Medical 
College, 1888; formerly practiced in Marengo, where he was a 
member of the Morrow County Board of Health; died March 24 



492 


J.A.M.A., June 2, 1951 

GOVERNMENT SERVICES 


DEPARTMENT OF DEFENSE 

CREDIT FOR ATTENDANCE AT SESSIONS ON 
MILITARY MEDICINE AT ATLANTIC CITY SESSION 

We have been informed that each medical officer who attends 
the Sessions on Military Medicine in the Section on Miscel¬ 
laneous Topics at the Atlantic City Session and registers at the 
entrance to the Rennaisance Room of the Ambassador Hotel 
will receive one credit point for attendance at each of the half¬ 
day sessions. In other words, if such officer attends both meet¬ 
ings of the Sessions on Military Medicine, he will receive two 
credit points. If he attends only one, he will receive only one 
credit point. 


PUBLIC HEALTH SERVICE 

Industry Needs More Wafer.—The need of industry for greater 
supplies of usable water to meet the nation’s defense produc¬ 
tion schedules was emphasized in discussions before the water 
pollution control advisory board of the Public Health Service, 
Federal Security Agency, in Washington, D. C., April 18 and 
19. During the two-day session the board heard reports on the 
progress of the cooperative work by the states and the Public 
Health Service for development of comprehensive water pollu¬ 
tion control programs, and on other activities in government 
and private fields bearing on the pollution problem. The board 
discussed prospects for sewage and industrial waste treatment 
plant construction. Arrangements are being made to take care 
of needs for water supply and sewage disposal plants pending 
designation of a claimant agency of the government for these 
functions. 

The increased supply of water required by industry to fill 
defense orders was emphasized by a member of the board. The 
efforts of industry to increase its supplies of usable water by 
controlling pollution were described. Industry in the Philadelphia 
area is spending 25 million dollars to fight pollution, and in¬ 
dividual companies are investing millions of dollars a year for 
treatment works and for research to prevent pollution by im¬ 
proving their “housekeeping practices.” 

In a review of the work of the President’s Water Resources 
Policy Commission the seriousness of the situation was empha¬ 
sized. 

Laboratory and Field Training Courses. —One hundred and one 
laboratory and field training courses are being offered this year 
by the Public Health Service. All courses emphasize training 
personnel to maintain health services in defense and mobiliza¬ 
tion. The majority of courses are being conducted by the Com¬ 
municable Disease Center, Atlanta, Ga. Ten courses will be 
given by the Environmental Health Center, Cincinnati. The 
training is primarily for employees of state and local health de¬ 
partments, but employees of nonprofit institutions are eligible. 
Over 450 foreign public health workers from 70 countries have 
attended these courses since the end of World War II. 

Refresher courses in the principles and practice of laboratory 
methods for the diagnosis of disease are conducted in Atlanta 
and Chamblee, Ga., and in Montgomery, Ala. Field training 
courses in the environmental aspects of disease control are con¬ 
ducted under a cooperative federal-state program to develop 
more effective field training for all types of public health workers. 
These courses are held in Atlanta and also at regional training 
centers located in Amherst, Mass.; Buffalo; Pittsburgh; Bloom¬ 
ington, Ill.: Columbus, Ga.; Topeka, Kan., and Denver. Appli¬ 
cants must be approved by their state health officer. Additional 
information about the training may be obtained from the Com¬ 
municable Disease Center. 


Training in radiological health, water pollution abatement and 
milk and food sanitation is conducted by the Environmental 
Health Center. State and local health department employees 
should apply for training through their state health officer. 
Others should apply through the sponsoring agency. Additional 
information may be obtained from the Training Section, En¬ 
vironmental Health Center, 1014 Broadway, Cincinnati 2.’ 

Training at Communicable Disease Center_ A group of 35 

Public Health Service officers are at the Communicable Disease 
Center, Atlanta, for a month’s special training before assign¬ 
ment to the Economic Cooperation Administration to staff public 
health projects of the special technical and economic mission in 
southeast Asia. Their training in Georgia will include malaria 
control, other insect-borne disease control, and rural sanitation. 
The group, all commissioned officers in the Public Health Serv¬ 
ice, includes physicians, entomologists, malariologists, nurses, 
sanitary engineers, sanitarians, and health educators. 

Navy and army personnel currently are being trained at the 
Communicable Disease Center in milk and food sanitation, 
inspection and sanitary practices in eating places, water pollution 
control, emergency repair and establishment of water supplies, 
sewage and garbage disposal, and camp sanitation. In addition, 
insect and rodent training emphasizes the control of mosquitoes, 
flies, rodents, and other disease-carriers. 

Twelve-week courses in these subjects have been given by 
CDC, in cooperation with navy instructors, at Annapolis, Md„ 
for navy petty officers and state of Maryland sanitarians. Four- 
week courses covering the same fields have been given by CDC 
at Atlanta and Columbus, Ga., for selected army personnel at¬ 
tached to preventive medicine units. Similar training has been 
given for years by the Communicable Disease Center for its 
own and state and local health department personnel. 

Study of Toxic Residues on Foods.—A western toxicology labo¬ 
ratory is being established jointly by the Communicable Disease 
Center of the Public Health Service and the State College of 
Washington’s experiment station. The laboratory will be in 
Wenatchee, Wash., and its staff will include a medical officer, 
a biologist, and a chemist, as well as other personnel. The new 
research project was initiated to determine the public health haz¬ 
ards of toxic residues on foods. Little is known, it is pointed 
out, about the toxicity to humans of residues from the new 
poisons that have proved so effective in the control of insect 
pests. The purpose of the investigation is to determine if any 
injury results from the absorption of such residues over a long 
period of time. The first study to be made by the new laboratory 
will be an investigation of the hazards associated with the use 
of parathion and dichlorodiphenyltrichloroethane (DDT) in 
apple orchards, as well as the effects of other insecticidal sprays 
on fruits and vegetables. 

Japanese Health Workers in Training.—Thirteen physicians and 
other health workers from Tokyo, Japan, have arrived in the 
United States for three months of training under programs su¬ 
pervised by the Division of International Health of the Public 
Health Service. The training is being conducted under a fellow¬ 
ship program arranged by the Military Government of Japan. 
Among the trainees are: 

Dr Kiyoshi Ando, chief of the First Bacteria Division, National Insti¬ 
tute Health, who will study manufacture and assay of biologies production, 
especially toxin and antitoxin. 

Dr Junjiro Okanisbi, director of .the Koichikawa Health Center, who 
will review communicable disease control in small towns. 

Dr Takehisa Omura, chief of the National Sanatoria Section, Ministry 
of Welfare, who will study operation of tuberculosis sanatoriums. 

Dr Ken Yanagisawa, Chief of the Tuberculosis Division, National Insti¬ 
tute of Health, who will review American tuberculosis control and research 
programs. 
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PARIS 


Cortisone and Gestation.—Several years ago, Prof. Robert 
Courrier general secretary to the Academy of Sciences, studied 
the influence of desoxycorticosterone on the gestation of rab¬ 
bits He found that this substance can replace the corpus luteum 
hormone- it allows the evolution of pregnancy in the castrated 
pregnant animal. Recently, in collaboration with Mme. Andree 
Collonge, Professor Courrier studied the effect of cortisone on 
gestation’ Rabbits were given daily injections of 25 mg. of corti¬ 
sone acetate, dissolved in 1 cc. of an excipient, during four to 
seven days, between the 10th and the 23d days of gestation. This 
experiment gave the following results: Some rabbits aborted; with 
separation of the placenta; in others a hemorrhage occurred. 
When injections were given between the 10th and 14th days of 
pregnancy, autopsy revealed, besides living fetuses, evidences 
of resorbed ones; fetuses were diminished in size, from 24 to 
20 mm., and placentas were pale. When injections were given 
between the 15th and the 21st days, all fetuses were found 
macerated, 15 to 38 mm. in size instead of 54 mm. (normal 
size), and ovarian yellow bodies were small and pale. The 
authors presented these results to the Academy of Sciences. 
March 19, 1951, and concluded by stating that cortisone has a 
deleterious effect on the gestation of rabbits, especially if in¬ 
jected after the 15th day of pregnancy. 


Vitamin B,>—P. L. Drouet, Wolff, Mme. Karlin and G. Raubcr 
presented the results of their researches on vitamin Bn levels in 
human and animal liver “in vivo” to the Medical Society of the 
Paris Hospitals at the meeting of March 2, 1951. First, the 
authors studied these levels in the ox and found that they range 
from 0.5 to 1.5 gamma per gram of liver parenchyma. Having 
then taken samples from human corpses, they noted a level of 
0.5 to 0.7 gamma per gram of body tissue. In six patients with 
multiple sclerosis, tuberculosis, chronic ethylism or hemolytic 
icterus, levels varied from 0.478 to 1.14 gamma. All these studies 
were made on fragments of hepatic tissue weighing 5 to 32 mg. 
and taken by biopsy puncture. This measurement of vitamin 
B>! levels was effected by a microbiologic process, with the use of 
a micro-organism (Lactobacillus) that requires for its growth 
the presence of vitamin B« in the culture. By comparing the 
growth of organisms with that obtained in mediums containing 
a titrated solution of crystallized vitamin Bi.-, one can assess the 
vitamin Bn content of liver fragments. After these preliminary 
studies, which the authors described at a recent meeting of the 
Academy of Sciences, they studied the vitamin B« hepatic levels 
in patients with pernicious anemia before and after treatment. 
In five patients, before treatment, a considerable fall of the 
hepatic vitamin B, : levels (0.023, 0.037, 0.041, 0.071, and 0.14 
gamma) was noted; after treatment with an hepatic extract or 
vitamin Bu (30 to 50 gamma per day), there occurred a con¬ 
siderable rise in the hepatic vitamin B I= levels (0.068, 0.198, 
0.17, 0.166, and 0.272 gamma); these levels were then two and 
even five times higher than previously. These first results of 
the researches give for the first time direct evidence in vivo of 
he role of liver in the physiopathology of pernicious anemia 
and also suggest research' on other vitamins. 


n emat'onal Youth Center.—The official opening of this ce 
e ic ated to the first year of life,” will take place Apri 
u) , '951. The exhibit will cover (1) infantile mort; 
evolution and present condition in various coun 
H,? 1 y according to age and causes, especially during the 
, ; .. s 0 'k* (2) various dangers threatening infants 

,,, ls !** atu P re mature weaning; (4) lack of maternal 

infnni-i 1 ^ f nt l soc ‘ a ' protection of youth, and maternal 
1 C f° ec ! ,on ’ anc * ^ normal growth of infants. Co 
nr«l, an r- m ° V,CS be included. Later, this exhibit wi 
T . . C m . seve , ra iarge cities of France and foreign coun 
lp “ crna 'onal center intends to organize other exhibit 
other subjects relating to youth. 


The items in these letters are contri! 
tne various foreign countries. 


regular correspondents in 


Death of Professor Jacques Roubinovich.—J. Roubinovich, 
well-known French psychiatrist, died at the age of 88. He was 
chief of the children’s ward at Bicetre, having succeeded his 
master, Bourinville. His scientific works are numerous and cover 
various fields, such as alienation, progressive psychosis, melan¬ 
cholia, dementia precox, general paralysis, epilepsy, idiotism 
and tics. In all his work, he endeavored to discover the rela¬ 
tions between psychic diseases and organic syndromes. He was 
vice president of the league for mental hygiene. He was also 
interested in juvenile delinquency, and, with Professor Heuyer, 
he advocated that juvenile offenders be routinely subjected to 
a medicopsychologic examination. Roubinovich had a strong 
personality, which he showed during the occupation of Paris 
by the Nazis. Arrested by them at the age of 80 and interned 
at the Rothschild Hospital, he sustained the courage of his 
companions. 


ITALY 

Cancer of the Recfum and Its Surgical Therapy.—In discussing 
the paper by Professor Bastianelli at the National Congress of 
Surgery (J. A. M. 'A. 146:56 [May 5] 1951) Professor Paolucci, 
of Rome, reported on about 100 cases of cancer of the rectum 
treated by him in the past 12 years. Thirty-six of these under¬ 
went palliative intervention, while radical surgical intervention 
was performed in 70 patients. In 1932, at a meeting of Italian 
surgeons convened to discuss late results of surgery of cancer 
of the rectum, Professor Paolucci reported on about 30 surgically 
treated patients. Almost all the patients operated on by perineal 
approach had died from metastasis or local recurrence of the 
tumor. Of the patients operated on by abdominoperineal 
approach, a good percentage survived. He then became con¬ 
vinced that the only truly radical operation giving lasting satis¬ 
factory results was abdominoperineal intervention. 

Paolucci concluded that the cause of the recurrences was 
the one stressed by Professor Bastianelli in his report, that the 
opening of the fascia propria of the rectum actually causes the 
spread of the tumor. Professor Paolucci admitted, also, that 
until some time ago he did not care to save the sphincter in those 
interventions, because he believed that the intervention should 
be as radical as possible or because the operation may be pro¬ 
longed when the sphincter is preserved. He now concludes that 
the sphincter itself should be spared whenever possible. 

Professor Ceccarelli, of Padua, stressed the great value of 
Professor Bastianelli’s report, which included the results of his 
wide experience as a distinguished surgeon. Professor Cec- 
carelii’s own cases of cancer of the rectum are limited to 51, in 
17 of which resection was done by perineal approach and in 
IS by the abdominoperineal route (Miles technique), while 15 
patients were operated on by abdominoperineal approach with 
preservation of the sphincter, according to Bastianelli’s tech¬ 
nique. The speaker emphasized the importance of preoperative 
treatment. He performed resection in 39 cases, in which colos¬ 
tomy was well tolerated; two patients refused to undergo opera¬ 
tion, not wishing to have an artificial anus. In 15 cases operated 
on with preservation of the sphincter, according to the method 
widely used by Bastianelli, the regular function of the intestine 
was preserved, which is of capital importance. 

Professor Dogliotti, of Turin, stressed some fundamental 
points and reported on his present surgical procedures, different 
than those he followed in former years. In general, he is in 
favor of saving the sphincter in cases of cancer located in the 
upper part of the ampulla of the rectum and in cancer of the 
rectosigmoid. Lately, he performs an end to end anastomosis 
in suitable cases. 

Tbe abdominoperineal intervention of Miles gives satisfac¬ 
tory results for cancer of tbe ampulla. For low located cancer, 
he previously preferred resection by perineal approach with an 
artificial anus in the sacral region, but now he is inclined to use 
the abdominoperineal approach even in these cases. 

The preoperative preparation of the patient is of greatest 
importance. It consists of administration of fluids and isotonic 
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sodium chloride solution, blood transfusion and vitamins, evacu¬ 
ation of the intestines and use of antibiotics. Good nutrition of 
the loop undergoing anastomosis is also of particular impor¬ 
tance, as well as the selection of an area in which pulsations of 
the arterioles may be clearly observed. 

Interrupted sutures should be made with silk, in three layers; 
antibiotic powder should be dusted between the layers and on 
the exterior surface. The operative death rate registered was 
very small. 

Oral Administration of Streptomycin.—At the Medico-Surgical 
Society of the Romagna, presided over by Professor De Castro, 
Professor Jasonni presented a report on the oral use of strep¬ 
tomycin in some infections of the intestine and of the biliary 
tract. He discussed the present knowledge of oral administration 
of this antibiotic, its insufficient absorption by this route, and 
the high concentration of streptomycin in intestinal excretion. 
It is possible to use streptomycin by oral route in some intestinal 
infections caused by very sensitive germs, and favorable results 
have been reported in acute gastroenterocolitis of infants and 
young children caused by Bacterium coli, Proteus vulgaris. Sal¬ 
monella and other gram-negative organisms. More doubtful are 
the data on salmonellosis in adults, in which condition strepto¬ 
mycin is given orally by surgeons especially before operation on 
the large intestine, in order to eliminate the coli bacilli from the 
feces. In typhoid and paratyphoid, the effects were not very 
definite and are not comparable to those obtained with chloram¬ 
phenicol. 

After these preliminaries, based on a survey of the literature, 
Professor Jasonni reported the results obtained in his own cases. 
In enteritis of children, even when severe and refractory to other 
methods of treatment, oral streptomycin therapy proved 
definitely beneficial. Tolerance of adequate doses also has been 
gratifying in small children. In cases of acute enterocolitis of 
adults, accompanied sometimes by alarming gastrointestinal 
manifestations and by severe general repercussions, highly satis¬ 
factory results were obtained with oral administration of strep¬ 
tomycin. Streptomycin has been administered orally as an 
adjuvant to chloramphenicol therapy in seven cases of typhoid; 
seven recoveries were reported without recurrence, accompanied 
by a particularly rapid sterilization of the feces. 

The results obtained by oral administration of streptomycin 
in some cases of infectious jaundice due to ascending angio- 
cholitis are also interesting. Because of these favorable obser¬ 
vations, the speaker proposes to try oral administration of 
streptomycin in ascending cholangitis due to micro-organisms 
especially sensitive to the antibiotic. 


NORWAY 

Care of the Aged.—The Norwegian National Association 
Against Tuberculosis and for Health was originally founded 
only for combating tuberculosis. The latter part of its present 
title is a comparatively late addition and is an indication that 
this rich and influential body has greater ambitions than fighting 
tuberculosis. One of the most recent digressions from tuber¬ 
culosis is the welfare of the aged, for whom health control sta¬ 
tions and consultative stations are soon to be established. The 
association is also prepared to stimulate and support scientific 
investigations concerning the health problems of the aged. It has 
also recently issued a pamphlet on the health of the aged, in 
which Dr. Per Hanssen outlines the principles to be followed. 
The municipal authorities in Oslo are now engaged on the pro¬ 
vision of a new infirmary for the aged with some 400 beds in 
connection with the large Ullevaal city hospital. This infirmary 
will, it is hoped, be available for use in 1952. However, there will 
remain a need for some 800 more such beds for the aged. The 
Oslo medical society is taking an active part in welfare schemes 
for the aged; it recently organized a meeting at which the subject 
was discussed from various angles. If the age distribution of the 
population of the whole of Norway conforms to the calculations 
of the statisticians, the country will in 1975 have some 150,000 
more pensioners and persons unfit for work than it has at the 
present time. 


Paintings in Hospital Wards.—A small storm occurred recently 
when some doctors in Bergen declined an offer of paintings to be 
hung in their respective hospitals. Prof. Gabriel Langfeldt, who is 
in charge of the university psychiatric clinic in Oslo, circulated a 
questionnaire among his patients, who were given no time in 
which to consult each other and influence each other in the an¬ 
swers they gave. They were asked: 1. Do you like the pictures on 
the walls? 2. What effect do they have on you? Do they soothe 
you, cheer you, depress you, have no effect on you or are they 
repugnant to you? 3. Would you like some of the pictures to be 
removed? 4. If so, which? The answers to these questions showed 
that 62% of the patients liked the pictures and 25% did not like 
them, while 13% both liked and disliked them. The pictures had 
a soothing or cheering effect on 57%, no particular effect on 
24% and a depressing or repugnant effect on 19%. The wish that 
all the pictures be removed was expressed by 16%, that none of 
them should be removed by 71% and that some of them should 
be removed by 13%. 

It will thus be seen that most of these resident hospital patients 
approved of the pictures on their walls, finding them beneficial. 
But it was remarkable that, in as high a proportion as 39%, dis¬ 
like of the pictures was expressed. These pictures were colored 
lithographs of modern painters, some of whose works were 
subjected to devastating criticism. Professor Langfeldt’s reaction 
to this poll is to admit that there was some justification for the 
attitude of the hospitaf doctors in Bergen. He-has decided to te- 
move from the wards to the corridors of his hospital those pic¬ 
tures to which some of his patients objected. In their place he 
will hang peaceful landscapes, and the like. 


Better Remuneration for Junior Hospital Appointments.—Hith¬ 
erto the pay of junior medical officers in hospital has been very 
meager. The hospital authorities recently have had to reconsider 
the situation in the light of a shortage of doctors, the younger 
generation of doctors having formed the Association of Junior 
Doctors, with Dr. Kaare Schanke as its chairman. A year ago 
the lowest paid intern received kr. 7,825, a senior intern kr. 
9,825, and the chiefs second in command, “the reserve doctor,” 
kr. 11,825. The scale of remuneration was practically the same 
whether the hospitals belonged to a municipality or the state. 
The interns in the state hospitals had a pension scheme to which 
contribution was taken out of their salaries. 

The Association of Junior Doctors is affiliated with the 
senior body, the Norwegian Medical Association, and is in a 
fairly strong position to bargain for its members. Negotiations 
last August between it and certain municipal authorities led 
to a stalemate. The doctors did not strike outright, but they 
did not apply for vacancies when they occurred on the old scale 
of remuneration. With the supply of new junior medical officers 
thus effectively cut off, it became obvious during last autumn 
that the position would be quite untenable for the hospitals at 
the beginning of 1951. Resumed negotiations led to a salary 
for the lowest paid intern of kr. 11,156 and a corresponding rise 
for the senior appointments. 


Compulsory BCG Vaccination.—When, in 1947, the Norwegian 
parliament made BCG vaccination compulsory, the public health 
authorities in many other countries must have wondered whether 
his bold pioneer step would he successful. At a recent meeting 
iff the Norwegian Medical Tuberculosis Society, Dr. S. Garegg 
ff the tuberculosis department of the Oslo public health service 
quoted some figures which throw light on this subject. He was 
leafing with medical examinations of persons employed in in- 
lustry Altogether, 32,982 persons employed by 399 industrial 
■oncerns were subjected to mass radiography and tuberculin 
esting in 1949. In'81.7% a positive tuberculin reaction and m 
18 3% a negative tuberculin reaction was observed. As great 
i proportion as 83.3% of the negative reactors consented to 
3CG vaccination. This percentage was only 42.5 in i^Sonly 
14 1 in 1946 and only 36.4 in. 1947, the year m which BCG 
vaccination was made compulsory. The pressure put on negattve 
eactoTS to accept BCG vaccination is of the persuasive order, 
md it may well be that many accept such vaccination not because 
hev are forced against their will but because the fact of its being 
-ompuisory convinces them of its intrinsic merits. The figures just 
tuoted may not necessarily be proof of the success of legisla¬ 
te compulsion, but they are at any rate suggestive of it. 
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EVALUATION OF NEW DRUGS 

To the Editor: —It is pertinent to keep the published record 
clear regarding the standards and ideals of scientists and physi¬ 
cians of the United States. Especially is this necessary in matters 
involving new and allegedly useful methods of handling disease. 
Distressing, therefore, is the spectacle of reputable scientific 
medical men promoting persuasive but dubious arguments and 
evidence on a material for use in cancer which has suspicious 
commercial association and on which satisfactory chemical 
analysis or pharmacological appraisal has not yet been issued 
in customary scientific or medical publications. 

Those who would like to know what technical procedures are 
available for the reasonably satisfactory introduction of new 
therapeutic agents may refer to the following publications: 
"The Pharmacologic Evaluation of New Drugs” (J. A. U. A. 
93:1632 [Nov. 23] 1929); “Laboratory and Clinical Appraisal of 
New Drugs” (/. A. M. A. 126:958 [Dec. 9] 1944); “Current 
Pharmacology: General Principles and Practical Clinical Appli¬ 
cation” (J. A. M. A. 138:730 [Nov. 6] 1948), and the current issue 
of “New and Nonofficial Remedies.” 

It is a source of wonderment that respected scientific medical 
men interested in developing new therapeutic agents should 
neglect the suggestions offered in these publications. 

Chauncey D. Leake, Ph.D., 
Vice President, 

University of Texas, for the 
Medical Branch, Galveston. 

MULTIPHASIC SCREENING 

To the Editor .-—I feel reasonably certain that Dr. Wilson G. 
Smillic would be greatly disappointed if nobody were to take is¬ 
sue with some of the thoughts expressed in his provocative article 
in the April 21,1951, issue of The Journal. In my opinion, Dr. 
Smillie does an excellent job of presenting the pro’s and con’s 
of multiphasic screening, but the conclusions he reaches do not 
seem to follow logically from the premises he establishes. Any 
procedure which is relatively inexpensive and which will bring to 
light “27 to 47 cases of previously undetected serious pathologi¬ 
cal conditions” in every 1,000 persons examined, and a consid¬ 
erably larger number of less serious abnormalities, can hardly be 
characterized as “unsound in its concepts, untenable in its prin¬ 
ciples and indefensible in its logic.” 

11, as Dr. Smillie asserts, it is “a complete wastage of time 
and effort” to include chest x-ray examinations of school chil¬ 
dren in a screening survey, there is no reason why this particular 
procedure cannot be omitted, and the same can be said for cancer 
etection tests in persons under 35 years of age. All syphilolo- 
gists do not share Dr. Smillie’s lack of interest in serological 
tests in persons over 40 years of age. 

One would hardly disagree with Dr. Smillie that it would be 
preferable for an individual to “see his physician first and 

• . . be referred by his physician to the health center for 
>e various diagnostic aids.” The simple fact is, as Dr. Smillie 

surely knows, that people do not go to their physicians for pre¬ 
ventive services even when they have physicians to go to. Up 
unh the time of the introduction of the “scare” influence of 
cancer detection examinations and the subsequent development 
o multiphasic screening programs, all efforts to have people 
su nut to periodic or preventive examinations were a dismal 
aiure. lt seems to me that the important consideration is to 
m incipient disease through any practicable procedure and that 
e . “J 1 ,zat,on of multiphasic techniques does not necessarily 

• cue private physicians from making what contributions they 
can to case finding and early diagnosis. 

• a ® r ® e Wlth Dr - Smillie that it is important to avoid impart- 
® f Se !f" se secun, y to persons in whom no abnormalities 
, e ® cte ° Jn a screening examination. It should be a simple 
er o accomplish this through proper wording of the report. 


Dr. Smillie very properly makes a plea for adequate medical 
care for everyone. Up to the present time, no completely satis¬ 
factory method of accomplishing this has been found, although 
great strides are being made. Until we arrive at the millenium, 
we should take full advantage of those measures that are 
available and practicable, even though they may not be perfect. 

Leonard J. Goldwater, M.D., 
Professor of Industrial Hygiene, 
Columbia University 
School of Public Health, 

New York 32. 
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STATEMENT ON ANTIHISTAMINICS 

By Committee on Public Health Relations of 
The New York Academy of Medicine 

The Committee on Public Health Relations of The New 
York Academy of Medicine is concerned over the continued em¬ 
phasis on the use of antihistaminic drugs for the prevention and 
treatment of the common cold. These drugs have been used 
successfully for several years by the medical profession for the 
treatment of allergic states. Studies of the common cold have 
shown that it is not due to a single cause. “Colds” may be caused 
by a variety of organisms and conditions. The symptoms vary 
with the cause, the season, the person's susceptibility, and many 
other factors. If these symptoms are caused by allergy, the anti¬ 
histaminic drugs may give relief, but no known effect on a virus 
or bacterial invasion has yet been demonstrated. In evaluating, 
reports that the antihistaminic drugs have stopped colds when 
taken within the first hour, it should be borne in mind that it is 
extremely difficult to judge within such a short time whether one 
actually has a cold. Again, colds may be so slight that they van¬ 
ish within twenty-four or forty-eight hours without treatment. 
As a matter of fact, many persons who have been given placebos, 
or inert substances, instead of the antihistaminics have fre¬ 
quently done as well as those treated with the drugs, and some¬ 
times even better. 

The use of antihistaminic drugs is not without hazards. In 
some persons troublesome reactions occur. Fortunately, most of 
the reactions are mild; they may, however, have serious results. 
For example, the drugs may induce drowsiness or dizziness 
which may lead to accidents, particularly among drivers of auto¬ 
mobiles, pilots of aircraft or operators of machinery, in whom 
efficiency and judgment may be temporarily impaired. 

Severe reactions are not common, but they do occur, and their 
mechanism is not yet well understood. Children appear to be 
more susceptible to the drugs than adults, and are more subject 
to convulsions. Eight infants under two years of age are reported 
to have died from the effects of antihistamines, and several 
others are reported to have had convulsions. Most of these 
cases resulted from accidental overdosage. The ill effects of the 
antihistamines are most frequently exerted on the nervous sys¬ 
tem, but they have been known to affect the heart and the 
digestive tract, and there have been a few instances in which 
granulocytopenia, a serious disease in which the white blood 
cells are diminished, has been traced to these agents. 

Packages of antihistaminic drugs sold to the public carry di¬ 
rections for dosage, but this is not sufficient protection against 
accidental overdosage or other hazardous use, especially in 
children. Allergists have estimated that at least 20 per cent of 
the people who take antihistamines in the doses recommended 
will experience undesirable if not dangerous reactions. Several 
persons are reported to have attempted suicide by taking exces¬ 
sive doses of antihistaminic drugs, and one succeeded. 

Another hazard of the antihistaminic drugs as a cure for 
colds is that what may appear to be a “cold” is really the begins 
ning of a serious infection and this may be neglected while the 
sick person is taking antihistamines on his own responsibility. 
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There have been cases of pneumonia in which antihistamines 
have been taken for several days before the real nature of the 
disease was discovered, and in this way valuable time for proper 
treatment of the disease has been lost. 

It is the opinion of the Committee on Public Health Relations 
of The New York Academy of Medicine that the antihistaminic 
preparations are of no value in the treatment of true colds and 
that the public should be warned of the hazards attending their 
use. 


MEDICAL MOTION PICTURES 


The Migraine Headache: 16 mm., color, sound, showing time 22 minutes. 
Prepared by A. P. Friedman, M.D., Director, Headache Clinic, Monte- 
fiore Hospital, New York; Associate Professor, Neurology, College of 
Physicians and Surgeons; Regional Consultant, Veterans Administration. 
Produced in 1950 by Sturgis-Grant Productions, 314 East 46th St., New 
York 17. Procurable on loan from Sandoz Pharmaceuticals Inc., 5S2 West 
Lake St., Chicago 6. 

This motion picture follows one patient from early child¬ 
hood through to the present time, when she is about 22 years 
of age. Emphasis is placed on the various tests employed in 
the proper diagnosis of her vascular headache, such as the taking 
of a complete case history and physical and neurological exami¬ 
nation. The method of treatment for aborting the acute attack 
with vasoconstrictors is also shown. 

The film presents a somewhat distorted discussion of the 
etiology of migraine, since it leans so heavily on the psycho¬ 
somatic aspects of the syndrome. Thus, the endocrine and 
allergic theories are given cavalier treatment, the eye is dis¬ 
regarded and the relation with epilepsy is ignored. Excellent 
animated sequences of the pathologic physiology of migraine 
are marred by the failure of the narration to deal with the vaso¬ 
constriction phase in any detail. The percentage of relief cited 
in the discussion of therapy is high and is (he experience of a 
single investigator; this should be made clear or verified by 
other authority. 

The use of both black and white and color film in this picture 
is not good technic, and the abstract sequence which illustrates 
an unstable personality is very confusing. Otherwise the photog¬ 
raphy, animation and narration are well done. 


Feelings ot Depression: No. 4 ot Mental Mechanisms Series. 16 mm., 
black and white, sound, showing time 29 minutes. Prepared with the 
technical advice of the medical staff of the Allan Memorial Institute of 
Psychiatry, McGill University and the Royal Victoria Hospital, Montreal. 
Produced in 1950 by the National Film Board of Canada for the Mental 
Health Division of the Department of National Health and Welfare. 
Procurable from the National Film Board of Canada, 400 West Madison 
Street, Chicago, or 1270 Avenue of the Americas, New York 20. 


This film tells the story of John Murray, a reserved hard¬ 
working and conscientious young man. The opening scene shows 
John rather upset about the loss of an important business 
account. He has feelings of guilt, is unable to concentrate, suf¬ 
fers from periods of despondency and believes that the business 
is going “on the rocks” because of his own shortcomings. His 
business associates and bis wife are worried by his behavior. 
The narrator states that John’s troubles lie within himself and 
date back to his early childhood. 

John apparently had a happy childhood except for a few in¬ 
cidents, such as a feeling of rejection when his younger brother 
was born, his mother's annoyance at him for making noise 
when she became ill and the beating that his father gave him 
for fighting with Bob, his younger brother, over a snowhouse. 
After his mother dies, an aunt comes to live with them; she is 
neither understanding nor sympathetic toward his great emo¬ 


tional needs. , . ^ ,. 

While John is in college, his father dies; he has to give up his 
ambition to become a writer. He takes over his father’s business 
in order to send his younger brother to college, and Bob s suc¬ 
cess becomes his own. However, after Bob leaves town, writes 
a book and is married, John feels so completely alone that he 
becomes depressed; these events coincide with the loss of the 


important business account. John cannot admit to himself that 
he is jealous and resentful of Bob’s greater success. Even though 
he is now happily married, he still does not feel that he de¬ 
serves this happiness; he becomes a problem and a mystery to 
his wife and business associates. His difficulty lies far back in 
his emotional history. The world cannot see and John cannot 
allow himself to acknowledge his feelings of jealousy. There¬ 
fore, he becomes a victim of his conscience and cannot enjoy 
what he feels he does not deserve. 

The presentation of the subject’s life to illustrate the illness 
is very well done, and the effectiveness of the illustration is 
made stronger by opening with the climax of the subject’s life 
experiences that have resulted in the present illness or depres¬ 
sion. With the present illness in mind, the depiction of salient 
features in the individual’s development are more meaningful 
to the viewer. 

This motion picture is similar to others in the series. If taken 
with the other films, it is more understandable—alone it seems 
to go into the subject too abruptly, particularly for a nonpsy- 
chiatrically oriented audience. It is rather weak on the therapy 
side; treatment possibilities and the prognosis are mentioned 
only in passing. However, it is the best in the series. 

The child's reaction to unpleasant experiences that are in¬ 
terpreted as rejection by him is vividly done. A weakness is in 
the gap between episodes in early childhood and early adult¬ 
hood. Although it may be difficult to film events in the ado¬ 
lescent period, it would be helpful if some attention were given 
to these years, tying in developments in this period with those 
of early childhood and the present illness. 

The film is suitable for medical students, medical society 
meetings, general practitioners, social workers, nursery school 
teachers and nurses. However, a psychiatrist should be present 
to lead a discussion to the interests of the group seeing the film 
and to point out the contributions that could be made by that 
particular group in preventive mental hygiene. The photography 
and narration are well done. 


Laboratory Diagnosis of Influenza: 16 mm„ black and while, sound, 
showing time 17 minutes. Produced in 1950 by and procurable on loan 
from Communicable Disease Center, 50 Seventh Street, N.E., Atlanta 5 or 
on purchase ($17.67) from United World Films, 1445 Fark Avenue, New 
York 29. 

The diagnosis of influenza consists of isolalion of the virus 
(A, A', or B) by inoculating chick embryos with washings of the 
nose and throat during the acute stage of the disease and of 
demonstration of immune antibodies in the blood about 10 days 
after onset. The technic of these tests is so lucidly and minutely 
presented that one gets a much better picture of all procedures 
than by reading and reviewing of illustrations. Step by step 
presentation, the emphasis of details, the use of diagrams and 
closeups, and good narration all contribute to make the viewing 
of this film a worth while educational experience of special 
interest to virologists, bacteriologists, public health and general 
laboratory technicians, medical students and all others who may 
be interested in the subject. The photography and narration are 

well done. 

_ . Tomorrow: 16 mm., color, sound, showing lime 5 minutes. 

bv The Muscular Dystrophy Association, 177th Street, and 
H-lriem River New York 53. Produced by and procurable on loan from 
FUm™or indisny 135 West 52nd Street, New York. 

This is a fund-raising film which shows, in the surroundings 
of a public playground, children who are afflicted with P™gres- 
• «, rniisrnltr dvstrophy. Against this background and with 
normal children as playmates, the helplessness of these children 
is accentuated. Their lack of balance and muscular weaknesses 
are exhibited as they try to play in the manner of normal chil¬ 
dren The disease of all the children shown is of the clinical 
pseudohypertrophic muscular dystrophic type, m various stages 
of this most prevalent and progressive form. 

The film contains a strong emotional appeal which well ac¬ 
complishes the purpose of arousing the interest of the general 
: lfferers of this disease, but it is lacking in specific 

Si"™ IT£Xe .Ms. interests «. be directed. I. would 
be of interest mainly to lay audiences. The photography and 
sound are good. 


Vol. 146, No. 5 


497 


MEDICAL LITERATURE ABSTRACTS 


AMERICAN 


A.M.A. Arch. Indust, Hyg. & Occupat. Med., Chicago 

3:227-338 (March) 1951 


Effects of Noise on Human Behavior and Communication. H. Davis. 


Noise” in Industry: Report of Conference Held During Tenth Annual 
Congress on Industrial Health of American Medical Association, in 
New York, Feb. 20, 1950. J. H. Sterner and S. R. Guild.—p. 232. 
Physical Medical and Rehabilitation Therapy of Hand Injuries. H. J. 


Occurrence of 6 DDT in Human Fat and Milk. E. P. Laug, F. M. 
Kunze and C. S. Prickett.—p. 245. 

Hydrogen Sulfide Poisoning in Shale Oil Industry. G. Ahlborg.—p. 247. 
•Treatment of Lead Poisoning with Sodium Citrate: Report of Four 
Cases. H. L. Hardy, R. C. Bishop and C. C. Maloof.—p. 267. 

Pilot Program for Cancer Detection in Industry. B. N. Berg.— p. 279. 
Toxic Effects of Exposure to Vapors of Aliphatic Amines. H. Brieger 
and \V. A. Hodes.—p. 2S7. 

Compensation Aspects of Myocardial Infarction in Industrial Medicine. 
J. H. Thompson.—p. 292. 

Report on Industrial Hygiene in Western Zone of Germany. I. R. 
Tabershaw.—p. 298. 


Sodium Citrate in Lead Poisoning.—Four patients were treated 
for lead poisoning with sodium citrate as the main component 
of therapy. Lead poisoning was acute in three patients and 
chronic in one. Doses of 4 gm. of sodium citrate four times 
daily by mouth for one week to one month were adequate for 
control of the symptoms. Studies of the lead excreted in the 
urine in these four cases did not warrant the conclusion that 
sodium citrate increases lead excretion. Increased copropor¬ 
phyrinuria was observed during the acute illness in all four of 
the patients and well before the acute episode in at least two of 
them. In all patients the urinary lead and coproporphyrin values 
showed relatively good correlation. In all patients the sign of 
coproporphyrinuria was seen much earlier than the stippling 
of red blood cells. The mechanism of the coproporphyrinuria 
of plumbism is not definitely known. 
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65:265-412 (March) 1951 

•Third Ventriculostomy in Treatment of Obstructive Hydrocephalus in 
Children. H. C. Voris.—p. 265. 

EEG and Cortical Electrograms in Patients with Temporal Lobe Sei¬ 
zures. H. Jasper, B. Pertuisset and H. Flanigin.—p. 272. 

Permanency of Glutamic Acid Treatment. F. T. Zimmerman and B. B. 
Burgcmeister.—p. 291. 

Syndrome of Crocodile Tears. J. Chorobski.— p. 299. 

Pain Below Level of Injury of Spinal Cord. L. J. Pollock, M. Brown, 
B. Boshes and others.—p. 319. 

Prognosis in Topectomies and Lobotomies Relative to Body Type. N. 
S. Kline and A. M. Tenney.—p, 323. 

Studies on Iron Content of Cerebrospinal Fluid in Different Psychotic 
Conditions. H. E. Lehmann and V. A. Krai.—p. 326. 

lalmomcntal Reflex: Physiological and Clinical Analysis. J. R. Blake 
Jr. and E. c. Kunkle.— p. 337. 

•Occlusion of Internal Carotid Artery. M. Fisher.—p. 346. 

rame u lap. Tumors of Spinal Cord and Gliomas of Intradural 
vortion of Filum Terminate: Fate of Patients Who Have These 
tumors. H. \\, Woltman, J. W. Kernohan, A. W. Adson and W. 
M. Craig.— p. 378. 

Obstructive Hydrocephalus in Children.—Hydrocephalus due to 
an o struetton in the ventricles or subarachnoid spaces is corn- 
oner in 1 e infant than is generally supposed. A frequent cause 
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of obstruction in infantile hydrocephalus is the Arnold-Chiari 
malformation, associated with spina bifida in many patients, 
especially those with myelocele. Suboccipital exploration was 
carried out in a number of these cases, without lasting relief of 
symptoms. Third ventriculostomy, i. e., establishment of a free 
communication between the third ventricle and the peduncular 
cisterns was then tried. The transfrontal approach was satisfac¬ 
tory in older children, but did not work out well in infants. 
Therefore a trial of the lateral or temporal approach was made. 
This has proved satisfactory in 10 patients with obstructive 
hydrocephalus associated with spina bifida and presumably due 
to the Arnold-Chiari syndrome. The patients were followed from 
six months to four years, and the results were excellent, with 
cessation of abnormal enlargement of the head and absence of 
increased intracranial pressure. Ventriculostomy by the lateral 
or temporal approach should be reserved for patients in whom 
the cause of the obstruction cannot be readily treated by direct 
surgical attack and in whom there is no evidence of obstruction 
of the basilar subarachnoid cisterns. According to the author, 
it is the procedure of choice for infants with obstructive hydro¬ 
cephalus due to the Arnold-Chiari malformation. 

Occlusion of Internal Carotid Artery.—Eight cases of occlusion 
of the internal carotid artery in men between the ages of 49 and 
68 were studied, four of which were verified by postmortem 
examination. In two cases arteriographic or surgical confirma¬ 
tion of the diagnosis was made, while in the remaining two cases 
the diagnosis was made clinically. All the patients were seen on 
the wards of two general hospitals within a period of six months. 
Occlusion of the internal carotid artery is much commoner than 
has heretofore been believed. The clinical picture is highly char¬ 
acteristic, although variable. The basic feature is hemiplegia 
of rather severe degree, preceded by premonitory paralysis, 
paresthesia, blindness, dizziness, aphasia, or unconsciousness. 
Necropsy in the author’s cases revealed that the occlusion of 
the internal carotid artery is usually in the region of the sinus 
and that the basic pathological process is atherosclerosis. 
Changes in the brain tend to be localized in the territory of the 
middle and anterior cerebral arteries, and the extent of the brain 
lesion may be explained partly by the anatomic pattern of the 
circle of Willis and partly by other, unknown, factors. Fleeting 
neurological symptoms, previously attributed to vasospasm, now 
have a pathological substratum that will serve for their further 
study. Intermittent, migraine-like headache was frequently ob¬ 
served alternating with the fleeting symptoms. It was steady, 
never throbbing, and was situated above the ipsilateral eye. 
Headache usually ceased after the onset of hemiplegia. Hemi¬ 
plegia of unknown cause in younger persons is often due to dis¬ 
ease of the internal carotid artery. The absence of carotid pulsa¬ 
tion in the neck during the acute phase of hemiplegia may be 
diagnostic. Postoperative hemiplegia, as well as stroke follow¬ 
ing vascular collapse, is often due to thrombosis of the internal 
carotid artery distal to extreme atherosclerotic narrowing in the 
region of the carotid sinus. Unexplained cerebral embolism may 
arise from thrombotic material lying in the carotid sinus. 

Alabama State Medical Assn. Journal, Montgomery 
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Treatment of Pyogenic Dermatoses. R. O. Noojin.—p. 277. 

Psychosomatic Illness. J. W. MacQueen and F. A. Kay.—p. 283. 

Dosage of Drugs—Infancy and Childhood. R. E. Cloud.—p. 287. 

Kaposi’s Varicelliform Eruption: Report of Fatal Case. W. H. Blank. 
—p. 289. 

20:309-344 (March) 1951 

Clinical Effects of ACTH and Cortisone in Certain Diseases. H. L. 
Holley.—p. 311. 

ACTH and Cortisone in Blood Disorders and Related Neoplastic Dis¬ 
eases. W. H. Riser Jr.—p. 317. 

Physiologic Effects, Contraindications, Dosage, and Control of ACTH 
and Cortisone Therapy. J. B. McLester.—p. 319. 



496 


MEDICAL MOTION PICTURES 


J.A.M.A., June 2,: 1951 


There have been cases of pneumonia in which antihistamines 
have been taken for several days before the real nature of the 
disease was discovered, and in this way valuable time for proper 
treatment of the disease has been lost. 

It is the opinion of the Committee on Public Health Relations 
of The New York Academy of Medicine that the antihistaminic 
preparations are of no value in the treatment of true colds and 
that the public should be warned of the hazards attending their 
use. 


MEDICAL MOTION PICTURES 


The Migraine Headache: 16 mm., color, sound, showing time 22 minutes. 
Prepared by A. P. Friedman, M.D., Director, Headache Clinic, Monte- 
liore Hospital, New York; Associate Professor, Neurology, College of 
Physicians and Surgeons; Regional Consultant, Veterans Administration. 
Produced in 1950 by Sturgis-Grant Productions, 314 East 46th St., New 
York 17. Procurable on loan from Sandoz Pharmaceuticals Inc., 552 West 
Lake St., Chicago 6. 

This motion picture follows one patient from early child¬ 
hood through to the present time, when she is about 22 years 
of age. Emphasis is placed on the various tests employed in 
the proper diagnosis of her vascular headache, such as the taking 
of a complete case history and physical and neurological exami¬ 
nation. The method of treatment for aborting the acute attack 
with vasoconstrictors is also shown. 

The film presents a somewhat distorted discussion of the 
etiology of migraine, since it leans so heavily on the psycho¬ 
somatic aspects of the syndrome. Thus, the endocrine and 
allergic theories are given cavalier treatment, the eye is dis¬ 
regarded and the relation with epilepsy is ignored. Excellent 
animated sequences of the pathologic physiology of migraine 
are marred by the failure of the narration to deal with the vaso¬ 
constriction phase in any detail. The percentage of relief cited 
in the discussion of therapy is high and is the experience of a 
single investigator; this should be made clear or verified by 
other authority. 

The use of both black and white and color film in this picture 
is not good technic, and the abstract sequence which illustrates 
an unstable personality is very confusing. Otherwise the photog¬ 
raphy, animation and narration are well done. 

Feelings of Depression: No. 4 of Mental Mechanisms Series. 16 mm., 
black and white, sound, showing time 29 minutes. Prepared with the 
technical advice of the medical staff of the Allan Memorial Institute of 
Psychiatry, McGill University and the Royal Victoria Hospital, Montreal. 
Produced in 1950 by the National Film Board of Canada for the Mental 
Health Division of the Department of National Health and Welfare. 
Procurable from the National Film Board of Canada, 400 West Madison 
Street, Chicago, or 1270 Avenue of the Americas, New York 20. 

This film tells the story of John Murray, a reserved hard¬ 
working and conscientious young man. The opening scene shows 
John rather upset about the loss of an important business 
account. He has feelings of guilt, is unable to concentrate, suf¬ 
fers from periods of despondency and believes that the business 
is going “on the rocks” because of his own shortcomings. His 
business associates and his wife are worried by his behavior. 
The narrator states that John’s troubles lie within himself and 
date back to his early childhood. 

John apparently had a happy childhood except for a few in¬ 
cidents, such as a feeling of rejection when his younger brother 
was born, his mother’s annoyance at him for making noise 
when she became ill and the beating that his father gave him 
for fighting with Bob, his younger brother, over a snowhouse. 
After his mother dies, an aunt comes to live with them; she is 
neither understanding nor sympathetic toward his great emo¬ 
tional needs. 

While John is in college, his father dies; he has to give up his 
ambition to become a writer. He takes over his father’s business 
in order to send his younger brother to college, and Bob’s suc¬ 
cess becomes his own. However, after Bob leaves town, writes 
a book and is married, John feels so completely alone that he 
becomes depressed; these events coincide with the loss of the 


important business account. John cannot admit to himself that 
he is jealous and resentful of Bob’s greater success. Even though 
he is now happily married, he still does not feel that he de¬ 
serves this happiness; he becomes a problem and a mystery to 
his wife and business associates. His difficulty lies far back in 
his emotional history. The world cannot see and John cannot 
allow himself to acknowledge his feelings of jealousy. There¬ 
fore, he becomes a victim of his conscience and cannot enjoy 
what he feels he does not deserve. 

The presentation of the subject’s life to illustrate the illness 
is very well done, and the effectiveness of the illustration is 
made stronger by opening with the climax of the subject’s life 
experiences that have resulted in the present illness or depres¬ 
sion. With the present illness in mind, the depiction of salient 
features in the individual’s development are more meaningful 
to the viewer. 

This motion picture is similar to others in the series. If taken 
with the other films, it is more understandable—alone it seems 
to go into the subject too abruptly, particularly for a nonpsy- 
chiatrically oriented audience. It is rather weak on the therapy 
side; treatment possibilities and the prognosis are mentioned 
only in passing. However, it is the best in the series. 

The child’s reaction to unpleasant experiences that are in¬ 
terpreted as rejection by him is vividly done. A weakness is in 
the gap between episodes in early childhood and early adult¬ 
hood. Although it may be difficult to film events in the ado¬ 
lescent period, it would be helpful if some attention were given 
to these years, tying in developments in this period with those 
of early childhood and the present illness. 

The film is suitable for medical students, medical society 
meetings, general practitioners, social workers, nursery school 
teachers and nurses. However, a psychiatrist should be present 
to lead a discussion to the interests of the group seeing the film 
and to point out the contributions that could be made by that 
particular group in preventive mental hygiene. The photography 
and narration are well done. 


Laboratory Diagnosis of Influenza: 16 mm., black and while, sound, 
showing time 17 minutes. Produced in 1950 by and procurable on loan 
from Communicable Disease Center, 50 Seventh Street, N.E., Atlanta 5 or 
on purchase ($17.67) from United World Films, 1445 Park Avenue, New 
York 29. 


The diagnosis of influenza consists of isolation of the virus 
[A, A', or B) by inoculating chick embryos with washings of the 
nose and throat during the acute stage of the disease and of 
demonstration of immune antibodies in the blood about 10 days 
ifter onset. The technic of these tests is so lucidly and minutely 
presented that one gets a much better picture of all procedures 
lhan by reading and reviewing of illustrations. Step by step 
presentation, the emphasis of details, the use of diagrams and 
•loseups, and good narration all contribute to make the viewing 
af this film a worth while educational experience of special 
interest to virologists, bacteriologists, public health and general 
laboratory technicians, medical students and all others who may 
no interested in the subject. The photography and narration are 


well done. 


_ . , Tomorrow: 16 mm., color, sound, showing time 5 minutes. 

r °snr ? , The Muscular Dystrophy Association, 177th Street, and 
r"em River New York 53. Produced by and procurable on loan from 
ms te Industry, 135 West 52nd Street, New York. 

This is a fund-raising film which shows, in the surroundings 
a public playground, children who are afflicted with progres- 
•e muscular dystrophy. Against this background and with 
rmal children as playmates, the helplessness of these children 
accentuated. Their lack of balance and muscular weaknesses 
" exhibited as they try to play in the manner of normal cha¬ 
in The disease of all the children shown is of the clinical 
"udohypertrophic muscular dystrophic type, in -various stages 
'this most prevalent and progressive form. 

The film contains a strong emotional appeal which well ac- 
mofishes the purpose of arousing the interest of the general 
blfc in sufferers of this disease, but it is lacking in specific 
Eormation as to where these interests can be directed. It would 
' of interest mainly to lay audiences. The- photography and 

und are good. 
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Effects of Noise on Human Behavior and Communication. H. Davis. 

Noise in Industry: Report of Conference Held During Tenth Annual 
Congress on Industrial Health of American Medical Association, in 
New York Feb. 20, 1950. J. H. Sterner and S. R. Guild.—p. 232. 
Physical, Medical and Rehabilitation Therapy of Hand Injuries. H. J. 

Occurrence of DDT in Human Fat and Milk. E. P. Laug, F. M. 
Kunze and C. S. Prickctt.—p. 245. 

Hydrogen Sulfide Poisoning in Shale Oil Industry. G. Ahlborg.—p. 247. 
•Treatment of Lead Poisoning with Sodium Citrate: Report of Four 
Cases. H. L. Hardy, R. C. Bishop and C. C. Maloof.—p. 267. 

Pilot Program for Cancer Detection in Industry. B. N. Berg.—p. 279. 
Toxic Effects of Exposure to Vapors of Aliphatic Amines. H. Brieger 
and W. A. Hodes.—p. 287. 

Compensation Aspects of Myocardial Infarction in Industrial Medicine. 
J. H. Thompson.—p. 292. 

Report on Industrial Hygiene in Western Zone of Germany. I. R. 
Tabershaw.—p. 298. 


Sodium Citrate in Lead Poisoning.—Four patients were treated 
for lead poisoning with sodium citrate as the main component 
of therapy. Lead poisoning was acute in three patients and 
chronic in one. Doses of 4 gm. of sodium citrate four times 
daily by mouth for one week to one month were adequate for 
control of the symptoms. Studies of the lead excreted in the 
urine in these four cases did not warrant the conclusion that 
sodium citrate increases lead excretion. Increased copropor¬ 
phyrinuria was observed during the acute illness in all four of 
the patients and well before the acute episode in at least two of 
them. In all patients the urinary lead and coproporphyrin values 
showed relatively good correlation. In all patients the sign of 
coproporphyrinuria was seen much earlier than the stippling 
of red blood cells. The mechanism of the coproporphyrinuria 
of plumbism is not definitely known. 


A.M.A. Arch. Neurology and Psychiatry, Chicago 


65:265-412 (March) 1951 


•Third Ventriculostomy in Treatment of Obstructive Hydrocephalus in 
Children. H. C. Voris.—p. 265. 

EEG and Cortical Electrograms in Patients with Temporal Lobe Sei¬ 
zures. H. Jasper, B. Pertuisset and H. Flanigin.—p. 272, 

Permanency of Glutamic Acid Treatment. F. T. Zimmerman and B. B. 
Burecmeistcr.—p. 291. 

Syndrome of Crocodile Tears. J. Chorobski.—p. 299. 

Pain Below Level of Injury of Spinal Cord. L. J. Pollock, M. Brown, 
B. Boshes and others.— p. 319. 


Prognosis in Topectomies and Lobotomies Relative to Body Type. N. 

S. Kline and A. M. Tenney.—p. 323. 

Studies on Iron Content of Cerebrospinal Fluid in Different Psychotic 
Conditions. H. E. Lehmann and V. A. Krai.—p. 326. 

Palmomental Reflex: Physiological anti Clinical Analysis. 3. R. Blake 
Jr. and E, C, Kunkle.—p. 337. 

•Occlusion of Infernal Caiolid Artery. M. Fisher.—p. 346. 
Intramedullar,' Tumors of Spinal Cord and Gliomas of Intradural 
lortion of Fitum Terminalc: Fate of Patients Who Have These 
umors. H. W. Woltman, J. W. Kernohan, A. W. Adson and W. 
Craig.—p. 378. 


Obstructive Hydrocephalus in Children.—Hydrocephalus due to 
an obstruction in the ventricles or subarachnoid spaces is com¬ 
moner in t ie infant than is generally supposed. A frequent cause 
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of obstruction in infantile hydrocephalus is the Arnold-Chiari 
malformation, associated with spina bifida in many patients, 
especially those with myelocele. Suboccipital exploration was 
carried out in a number of these cases, without lasting relief of 
symptoms. Third ventriculostomy, i. e., establishment of a free 
communication between the third ventricle and the peduncular 
cisterns was then tried. The transfrontal approach was satisfac¬ 
tory in older children, but did not work out well in infants. 
Therefore a trial of the lateral or temporal approach was made. 
This has proved satisfactory in 10 patients with obstructive 
hydrocephalus associated with spina bifida and presumably due 
to the Arnold-Chiari syndrome. The patients were followed from 
six months to four years, and the results were excellent, with 
cessation of abnormal enlargement of the head and absence of 
increased intracranial pressure. Ventriculostomy by the lateral 
or temporal approach should be reserved for patients in whom 
the cause of the obstruction cannot be readily treated by direct 
surgical attack and in whom there is no evidence of obstruction 
of the basilar subarachnoid cisterns. According to the author, 
it is the procedure of choice for infants with obstructive hydro¬ 
cephalus due to the Arnold-Chiari malformation. 

Occlusion of Internal Carotid Artery. —Eight cases of occlusion 
of the internal carotid artery in men between the ages of 49 and 
68 were studied, four of which were verified by postmortem 
examination. In two cases arteriographic or surgical confirma¬ 
tion of the diagnosis was made, while in the remaining two cases 
the diagnosis was made clinically. All the patients were seen on 
the wards of two general hospitals within a period of six months. 
Occlusion of the internal carotid artery is much commoner than 
has heretofore been believed. The clinical picture is highly char¬ 
acteristic, although variable. The basic feature is hemiplegia 
of rather severe degree, preceded by premonitory paralysis, 
paresthesia, blindness, dizziness, aphasia, or unconsciousness. 
Necropsy in the author’s cases revealed that the occlusion of 
the internal carotid artery is usually in the region of the sinus 
and that the basic pathological process is atherosclerosis. 
Changes in the brain tend to be localized in the territory of the 
middle and anterior cerebral arteries, and the extent of the brain 
lesion may be explained partly by the anatomic pattern of the 
circle of Willis and partly by other, unknown, factors. Fleeting 
neurological symptoms, previously attributed to vasospasm, now 
have a pathological substratum that will serve for their further 
study. Intermittent, migraine-like headache was frequently ob¬ 
served alternating with the fleeting symptoms. It was steady, 
never throbbing, and was situated above the ipsilateral eye. 
Headache usually ceased after the onset of hemiplegia. Hemi¬ 
plegia of unknown cause in younger persons is often due to dis¬ 
ease of the internal carotid artery. The absence of carotid pulsa¬ 
tion in the neck during the acute phase of hemiplegia may be 
diagnostic. Postoperative hemiplegia, as well as stroke follow¬ 
ing vascular collapse, is often due to thrombosis of the internal 
carotid artery distal to extreme atherosclerotic narrowing in the 
region of the carotid sinus. Unexplained cerebral embolism may 
arise from thrombotic material lying in the carotid sinus. 
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Treatment of Pyogenic Dermatoses. R. O. Noojin.—p. 277. 
Psychosomatic Hiness. J. W. MacQueen and F. A. Kay.—p. 283 
Dosage of Drugs—Infancy and Childhood. R. E. Cloud.—p. 287. 
Kaposi s^Varicelliform Eruption: Report of Fatal Case. W. H. Blank. 

20:309-344 (March) 1951 

Clinical Effects of ACTH and Cortisone in Certain Diseases. H. L. 
riOUtyp. 311. 

AC J^o an w C u rt D° nE in Blood Disorders and Related Neoplastic Dis- 
eases. w. Riser Jr.—p. 317. 

Ph ^a° 1 r' SlC ,- EfieC !Jl Contraindications, Dosage, and Control of ACTH 
and Cortisone Therapy. J. B. McLester.—p. 319. 
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American J. Digestive Diseases, Fort Wayne, Ind. 

18:43-76 (Feb.) 1951 

Physiological Study of Two Proteases of Gastric Juice. M. J. Demole 
and G. Milhaud.—p. 43. 

•Are Achlorhydria. Achylia Gastrica and Pernicious Anemia Precancerous 
Conditions? F. S. Weinberg.—p. 45. 

Complications of Chronic Ulcerative Colitis. M. L. Brown, A. M. 
Kasich and B. Weingarten.—p. 52. 

•Appraisal of Psychological Relationship of Coronary Disease to Peptic 
Ulcer. M. Feldman and S. Morrison.—p. 55. 

Immediate Ambulation. A. J. Cantor.—p. 56. 

Successful Ointment Therapy for Pruritus Ani. L. G. Bodkin and E. 
A. Ferguson Jr.—p. 59. 

Chronic Peptic Duodenal Ulcer with Cancerous Transformation. E. F. 

Geever, V. L. Bolton and N. W. Fawcett.—p. 61. 

Case of Acute Cholangitis (Post-Operative) Due to Proteus Vulgaris 
Sepsis Treated with Aureomycin. A. A. Goldbloom and M. Golbey. 
—p. 63. 

Incomplete Obstruction of Small Intestine. A. Strehnger.—p. 66. 
Demonstration of Tumor Involving Pancreas Through Use of Duodenal 
Drainage and Intravenous Injection of Secretin. N. R. Bothereau, F. 
H. Draper and G. E. Gibbs.—p. 70. 

Pernicious Anemia and Cancer.—Since the introduction of liver 
therapy for pernicious anemia there have been reports com¬ 
menting on the concurrence of pernicious anemia and cancer 
of the stomach. Authors who favor the idea that there is a con¬ 
nection between the two conditions consider chronic atrophic 
gastritis a common link. But Weinberg says that this link does 
not exist. In pernicious anemia there is achylia gastrica, which 
has nothing in common with achlorhydria but lack of hydro¬ 
chloric acid. Achylia gastrica is a clinical entity with absolute 
lack of gastric secretion and disturbance of chymification and 
motility. The pathological changes are different as well: In 
achylia gastrica there is no gastritis; in achlorhydria, as it is 
found in cancer of the stomach, there is pangastritis. Weinberg 
stresses that achylia gastrica and pernicious anemia have no 
connection with cancer of the stomach and that they cannot be 
considered precancerous conditions. It has never been proved 
whether chronic atrophic gastritis, which leads to achlorhydria, 
is primary or secondary to gastric cancer. It has been shown, 
however, that over 80% of all persons in the cancer age have the 
same gastritic changes as have been found in stomach cancer; 
these changes are the "physiologic gastritis of old age” and can¬ 
not, therefore, be the basis for the development of malignancy. 
If we eliminate gastritis as a cause, how can we explain the 
increase in frequency of cancer of the stomach in the course of 
pernicious anemia found in some statistics? Two explanations 
have been considered: (1) the prolongation of life in pernicious 
anemia due to liver therapy and (2) a carcinogenic agent in the 
liver. The age increase does not seem to be of importance, 
because both diseases start at about the same age, and the pro¬ 
longation of life is not sufficiently extensive to be significant. 
That the development of gastric cancer may be due to a carcino¬ 
genic agent in the liver can be demonstrated only by the avoid¬ 
ance of liver preparations and the substitution of stomach 
preparations that contain the intrinsic factor. 

Relationship of Coronary Disease and Peptic Ulcer.—To inves¬ 
tigate the correlation between peptic ulcer and coronary occlu¬ 
sion the authors made a survey of 1,522 autopsies. Peptic ulcer 
was detected in 101 patients (6.6%). The incidence of peptic 
ulcer was 9% among the 753 patients with arteriosclerosis of 
the coronary arteries and 10.5% in the 152 patients with coro¬ 
nary occlusion. While this shows a somewhat higher incidence 
of peptic ulcer in patients with coronary disease, other inves¬ 
tigators have found in autopsy studies that peptic ulcer occurred 
with equal frequency in patients without coronary disease. In 
the second part of this report the authors give attention to clini¬ 
cal factors common to both diseases. Heightened excitability 
of the vagus is the common denominator. The diseases are sim¬ 
ilar in that they occur in nervous, unstable persons, have three 
basic phenomena (hypersensitivity, hyperirritability, and hyper¬ 
activity), occur more commonly among the more intelligent 
and educated people, have periodicity of symptoms, and similar 
personality changes. The two conditions generally originate at 
different age periods, but this may be due to blood vessel changes 
and to the difference in susceptibility of certain organs at cer¬ 
tain ages. The ageravating effects in both are not too dissimilar, 
and both occur predominantly in males who live and work 
under stress. In the background of the development of peptic 


ulcer there are frequently endocrinologic and nervous factors 
associated with the transition from adolescence to manhood 
whereas in coronary disease there is the transition from middle 
age to presenility. In other words, there may possibly be a 
similarly acting organic change, vascular in origin, endocrino- 
logically and neurogenically initiated. 


American Journal of Medicine, New York 

10:131-274 (Feb.) 1951 

•Effect of Adrenocorticotropic Hormone (ACTH) on Beryllium Granulo¬ 
matosis and Silicosis. B. J. Kennedy, J. A. P. Pare, K. K. Pump and 
others.—p. 134, 

Effects of Cortisone and ACTH in Cases of Chronic Pulmonary Disease 
with Impairment of Alveolar-Capillary Diffusion. J. R. West, J. H. 
McClement, D. Carroll and others.—p. 156. 

Effect of ACTH in Chronic Lung Disease: Study of Five Patients. M. 
Galdston, S. Weisenfeld, B. Benjamin and M. B. Rosenbluth.—p. 166. 

Expectoration of Abnormal Substances and Particles Including Parasites: 
Their Diagnostic Significance, A. G. Cohen.—p, IS2. 

- ACTH in Beryllium Granulomatosis and Silicosis.—The lesions 
of beryllium granulomatosis consist of multiple granulomas, 
increased fibrosis in the interalveolar septa and in the granu¬ 
lomas, and dense collagen deposits. A cellular reaction, pre¬ 
dominantly of lymphocytes and mononuclear cells, may be 
found in the interalveolar walls, between focal lesions, and at 
the periphery of the nodular granulomas. Pituitary adreno¬ 
corticotropic hormone (ACTH) was administered to two patients 
with chronic beryllium granulomatosis, because this hormone 
as well as cortisone produces alterations in cellular and fibrous 
tissue reactions. A striking improvement occurred in both, as 
evidenced by the clinical response and improvement in x-ray 
and respiratory function studies. A third patient, similarly treated 
by others, also improved. Improvement was demonstrated in 
one patient with silicosis after administration of adrenocorti¬ 
cotropic hormone. The period of observation is too short to 
permit conclusions as to how long the improvement will persist 
after cessation of therapy. The appearance of the chest x-rays 
was unaltered by treatment. Since there has been no adequate 
treatment for silicosis, further investigation of the effect of 
adrenocorticotropic hormone seems indicated. 


American Journal of Psychiatry, New York 

107:561-640 (Feb.) 1951. Partial Index 

Displacement and Migration: Study in Social Psychiatry. L. Tyhurst. 
—p. 561. 

Uses of Thematic Apperception Test. H. A. Murray.—p. 577. 
Predictive Value of Brief Psychiatric Interview. C. L. Wittson and W. 

A. Hunt.—p. 582. 

Narcoanalysis and Truth. F. C. Redlich, L. J. Ravitz Jr. and G. H. 

Dession.—p. 586. w 

♦The Crime of Menticide. J. A. M. Meerloo.—p. 594. 

Volunteer Worker and Psychiatric Hospital. A. H. Fechner and J. -H. 
Parke ——p. 602. 

Experimentally Produced Psychoses. P H. Hoch -p. 607. 

Study of Dreams in Scluzophrema and Allied States. D. Noble.—p. 612. 
Ego Development and Psychoanalytic Technique. R. M. Loewenstem. 

Establishment and Function of Industrial Mental Hygiene Service. O. 

B. McAtee.—p. 623. 

The Crime of Menticide.—-The following questions have re¬ 
cently been raised: Is it possible through modern methods to 
change man’s mind in behalf of certain ideological systems, 
to steal his spiritual freedom, or to compel him to coop¬ 
erate with tyrannical political systems? Many psychiatric and 
psychoanalytic problems are touched on by these questions, 
such as the mishandling or criminal use of transference, mass 
hypnosis, the dangerous, intelligent madman, the technique of 
changing personalities (lobotomy, narcohypnosis, and truth 
serum) artificially provoked regressions with narcotics, and mass 
intoxication through terror and panic. Politicakevds force psy¬ 
chiatrists to become more aware of what they are doing, be¬ 
cause their activities might be taken over in the service of 
devious political aims. An organized system of psychology 
intervention and judicial perversion, m which a powerful tyrant 
synthetically injects his own thoughts and words into the mmds 
and mouths of the victims he plans to destroy by mock trial, 
may well be called menticide. The author cites examples of 
menticide, discusses the techniques it employs, and indicates 
ways of protection against it. 
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American Journal of Public Health, New York 
41-.263-373 (Match! 1951. Partial Index 

Epidemiological Approaches to Heart Disease: The Framin t *am Study. 

T R Dawber, G. F, Mwiacs and F, H. Moore Jr.—p. iiv. 

FffVctive Use of Penicillin to Reduce Contamination in Sputum Con¬ 
centrates to Be Examined for Tubercle Bacilli. J. N. Abbott.~p. 287. 
Interpretation of Results Obtained from Cultivation of Sputum Samples 
for M. Tuberculosis. E. M. Medlar, S. Bernstein and F. C. Reeves. 

nrVrhild Health Conferences for Training of House Officers and 
Medica! Students: Survey of 238 Health Departments in 33 States. 

P Harper and S. M. Wisliik. p. 312. 

Joint Housing of Hospitals, Health Departments, and Laboratories: 

Survey of Joint Housing. M. Terris—p. 319. 

Id • Hospital Administrator’s Viewpoint. E. D. Barnett, p. 326. 

Id.: Health Officer’s Viewpoint, W. A. Harris, p. 331. 

Am. Practitioner & Digest of Treatment, Philadelphia 

2:113-216 (Feb.) 1951 

Metabolic Bone Diseases in Practice: Osteoporosis, Paget’s Disease, von 
Recklinghausen’s Disease, and Albright’s Syndrome. G. S. Gordan. 

Neurorirculatory Asthenia; Diagnosis and Treatment. N. E. Reich. 

Observations on Etiology and Treatment of Auricular Flutter. Analysis 
of 50 Cases. E. Goldberger and A. Baer.—p. 124. 

Mechanism of Systolic Murmur in Anemia. E. Shapiro.—p. 128. 
Orthopedic Management of Chronic Arthritis: Knee and Foot. J. G. 
Kuhns—p. 134. 

General Practitioners and Psychiatry. N. Brunori.—p. 138. 

•Diagnosis and Treatment of Gout: Effects of Pituitary Adrenocortico¬ 
tropic Hormone (ACTH) in Acute Attack. F. Kauffmann—p. 146, 
Medical Plans tot Civil Defense and Disaster with Particular Attention 
to Local Planning With or Without National Plans. W, L. Wilson. 
—p. 151. 

Headache Clinics; U. Migraine Headache. L. S. Blumenthal and M. 
Fuchs—p. 163. 

Comparative Study of Sodium-Free Salt Substitutes. A. B. Rimmerman 
and A. Halpem—p. 168. 

Importance of Cardiovascular Diseases in Modern Medicine. E. Barath. 
—p. 172. 

Diagnosis and Treatment of Gout—The diagnosis of the early 
stage of gout is simple; recurrent attacks of acute joint pain 
with completely asymptomatic intervals, an increase in serum 
urate, and, eventually, the observation of urate tophi will lead 
the way to the correct diagnosis, which may be established by 
the'therapeutic test with colchicine. This drug will in most of 
the cases relieve an acule attack of gouty arthritis, whereas other 
arthritides are not affected by it: The differential diagnosis of 
the late stage of'gout is sometimes difficult but may be made 
with the aid of the history of sudden onset of acute attacks, 
elevated uric acid serum level and the observation of tophi. 
In the treatment of the acute episode of gout, one tablet (0.5 mg.) 
of colchicine should be given every hour, or two tablets every 
two hours, as soon as possible after the beginning of acute 
symptoms; the drug should be discontinued at the onset of 
nausea, vomiting, or diarrhea, which usually appear after 10 
to 15 doses have been taken. A second course of colchicine 
after an interval of 48 hours may be required if the first one 
was not started promptly after the beginning of symptoms. 
Severe recurrent attacks of acute gouty arthritis may not be re¬ 
lieved, even by repeated massive doses of colchicine, and pitu¬ 
itary adrenocorticotropic hormone (ACTH) offers much promise 
m cases of this type. Dramatic relief, with subsidence of the 
acute symptoms within 12 hours, was obtained with a single 
injection of 80 mg. of pituitary adrenocorticotropic hormone in 
two men aged 62 and 56 with acute gouty arthritis not relieved 
by colchicine. A third patient, with a history of long-standing 
gout, showed little response to a daily dose of SO mg. of pituitary 
adrenocorticotropic hormone for four days, but was later re- 
teved by colchicine. In the light of Seiye’s adaptation theory, 
any decrease in the adrenocortical activity in a predisposed, 
gouty patient may precipitate an a cute attack. By prompt stimu- 
a ion of the adrenal cortices with following rebound phenome- 
n r n -,?a < ‘ c l creasc< ^ hormonal activity, such an attack may be 
elicited after various nonspecific stresses, after cessation of 
pi ui ary adrenocorticotropic hormone therapy in the acute epi- 
”, e ’ ? r !n . he m!erva5 chronic stage of the disease. On the 
» . and, an acute gouty episode can be promptly terminated 

** ,tar> ' frenocmcotropic hormone injection in most of 
e cases, probably because of an increase in adrenocortical se- 
cretton in persons with such a deficiency. In this way the dis¬ 


turbing dual action of pituitary adrenocorticotropic hormone 
in eliciting and terminating an acute attack of gout can be 
explained. 

Annals of Surgery, Philadelphia 

...133:145-288 (Feb.) 1951. Partial Index 

•Effects on Human Subjects of Intravenous Fat Emulsions ol High 
■ -.'Caloric Potency. B, G. P. Shafiroff and J. H. Mulholland.—p. 145. 
-it...-; ;...' .-;, ■; ,.j 11 .. rt by Vein Graft from Aorta to Coronary 

S. . . ;. j. M. V. D. Leighninger and C. S. Beck.—p, 153. 

( ’, . . ,.i u,.;— : Study of Factors Influencing Survival Following 

Combined.,Abdominoperineal Resection of Rectum. E. J. Dunning, T. 
E. Jones ‘and J. B. Hazard.—p. 166. 

Nonopetative Treatment of Retained Postoperative Common Duct Stones. 

J. H. Strickter, J. J. Muller, C. O. Rice and I. D. Baronofsky—p. 174. 
Diagnostic Criteria in Strangulating Obstruction of Small Intestine. F. 
Z. Reinus—p. 184. 

Effect of Hormonal Imbalance on Advanced Carcinoma of Male Bteast. 
J. B. Herrmann.—p. 191. 

Observations on Growth of Aortic Anastomoses in Puppies. E. S. Butwitt 
and S. A. Brahms.—p. 200. 

Therapeutic Effect of Aureomycin in Experimental Peritonitis in Dog: 
1. Oral Therapy. F. B. Schweinburg, A. M. Rutenburg, S. Milrofl and 
others.—p. 208. 

Vagus Section in Treatment of Gastrojejunal Ulcer, G. Knox and J. P. 
West—p, 216. 

Cystogasttostomy: Treatment of Pancreatic Pseudocysts. F. H. Branden¬ 
burg, S. Maddock and R. J. Schweitzer.—p. 219. 

•Death Following Stellate Ganglion Block. I. M. Paliin and E. V. 
Deutsch.—p. 226. 

Reflux of Intestinal Chyle in Lymphatics of Leg. Servelle and Deysson, 
— p. 234. 

Postoperative Traumatic Anal Incontinence: Technic of Repair. S. 
Leider and H. Peskin.—p. 240. 

Prolapse of Rectum: Experiences with the Orr Operation in Two Cases. 

A. H. Levy and V. S. Johnson.—p. 244. 

Suppurative Strumitis Caused by Salmonella Typbosa: Report of Case 
Cured by Surgery 24 Years After Acute Enteric Fever. A. G. 
Brenzier Jr.—p. 247. 

Functioning Struma Ovarii: Report of Case. J. F. Fox and K. W. 
Clement.—p. 253. 

Perineal Hernia: Report of Case with Many Associated Muscular and 
Fascial Defects. A. R. Koontz.—p. 255. 

Lfposarcoma of Extremity Associated with Multiple Subcutaneous 
Lipomas: Report of Two Cases Treated by Amputation. G. B. 
Statkloff, J. A. Saxton Jr. and R. E. Johnson.—p. 261, 

Method of Hemipelvectomy with Abdominal Exploration and Temporary 
Ligation of Common Iliac Artery. J. H. Lazzari and F. J. Rack. 
— p. 267. 

Contrast Visualization of Pulmonary Vessels as Aid in Early Diagnosis 
of Pulmonary Neoplasms: Case Report. R. A- Nabatoff.—p. 270. 
Spontaneous Perforation of Common Bile Duct. D. E. Hart.—p. 280, 
Squamous Cell Carcinoma of Rectum. J. P. O’Brien and D. J. Meehan. 
—p. 283. 

Intravenous Administration of Fat Emulsions.—The develop¬ 
ment of a combined fat emulsion derived from the homogeni¬ 
zation of coconut oil, gelatin, protein hydrolysate (amigen®), and 
dextrose solutions provided a new means of parenteral surgical 
nutrition. The practicability and the benefits of the fat emul¬ 
sion were discussed in an earlier series of papers. In the present 
investigation the 10%, the 15%, and the 20% combined fat 
emulsions were infused intravenously in conjunction with 10% 
dextrose solution, so that the maximum caloric potential con¬ 
sistent with safe clinical theTapy might be attained. The effect 
of single intravenous infusions of the combined fat emulsion 
in conjunction with dextrose solution was studied in a series of 
19 subjects grouped according to the concentration of fat in the 
emulsion. The reaction rate averaged 16% for the three groups, 
with most o! the reactions occurring in groups B and C, who 
received the 15 or 20% combined fat emulsion. Attention was 
given to systemic reactions, hematologic changes, urinary chem¬ 
istry, and oxygen consumption. A second series of eight pa¬ 
tients were studied from the standpoint of the effect of pro¬ 
longed injections of the emulsion involving a minimal five day 
period of therapy. The incidence of reactions in this series was 
19%. Clinical studies and pathological examinations showed 
that the emulsion was well tolerated and could be repeafedly 
infused for nutritional purposes. 

Rei ascularization of Heart.—McAllister and associates present a 
progress report on the revascularization of the heart. The bene¬ 
ficial effect of arterialization of the coronary sinus bad been 
demonstrated, but since it.is impossible to employ the common 
carotid artery for the shunt in the human being and since there 
is no other satisfactory artery in the vicinity of the heart, they 
inserted a free vein graft between the side of the thoracic aorta 
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and the side of the coronary sinus. They found that the arterial 
inflow must be restricted by an aortic stoma measuring no more 
than 3.5 to 4 mm. in diameter. The coronary sinus should not 
be completely ligated as a preliminary, simultaneous, or subse¬ 
quent secondary procedure. If it is, too much blood is intro¬ 
duced into the venous tree, so that the pressure approaches aortic 
levels and blood flow becomes greatly reduced. The excessive 
pressure causes cardiac failure or myocardial hemorrhage and 
scarring, and the reduced blood flow results in thrombosis of 
the grafts. If a vein graft is inserted between the aorta and the 
coronary sinus and if the sinus is left open so as to create an 
aortic right auricular fistula, the operation is well tolerated. 
Forty-seven consecutive patients have been operated on without 
mortality, and the grafts have remained open in 65% of the 
cases. This procedure, of itself, furnishes some protection to 
the heart against occlusion of a major coronary artery. If, at a 
second stage, the coronary sinus is partially occluded to 3 mm. 
diameter, there is neither further mortality nor thrombosis of 
the grafts. Moreover, this two stage procedure has protected 12 
of 13 dog hearts against occlusion at the origin of the anterior 
descending branch of the left coronary artery. 

Death Following Stellate Ganglion Block.—A 55 year old 
woman was given a series of six right stellate ganglion blocks 
on account of postoperative lymphedema of the arm. From 6 
to 12 cc. of 1.5% piperocaine (metycaine®) hydrochloride was 
used for each block, for which the posterior approach was used. 
During the second block the patient complained of weakness 
and dizziness after injection, but when she was put in supine 
position she felt much better. After five blocks had been done 
the pain in the arm diminished. When the needle was inserted 
for the sixth block the patient cried out. Aspiration revealed 
neither blood nor spinal fluid. After 4 cc. of 1.5% piperocaine 
was injected, the patient again cried out. On withdrawal of the 
needle she felt dizzy. She was placed in a semireclining position, 
and her eyeballs rolled upward and to the right, and respira¬ 
tions and pulse could not be detected. As the result of various 
measures of resuscitation, the patient was kept alive for 39 hours 
but then died. The authors cite similar cases from the literature 
and attempt to relate the sudden cardiorespiratory cessation to 
vagal arrest of the heart and central respiratory center. They 
emphasize that the performance of stellate ganglion block re¬ 
quires a thorough understanding of the anatomy and the neuro¬ 
physiology involved. It should not be considered as a simple 
procedure to be performed by the untrained. 

Journal Clin. Endocrinology, Springfield, Ill. 

11:1-118 (Jan.) 1951 

•Treatment of Congenital Adrenal Hyperplasia with Cortisone. L. Wilkins, 
R. A. Lewis, R. Klein and others.—p. 1. 

Studies of Urinary Corticosteroid by Method Permitting Analysis of 
Steroids Poorly Soluble in Water: II. Insufficient Adrenal Function. 
C, W. Lloyd and J. Lobotsky.—p. 26. 

Effect of Adrenocorticotropic Hormone and Cortisone on Serum Hexo- 
samine Level in Acute Disseminated Lupus Erythematosus. N. F. Boas 
and L. J. Soffer.—p. 39. 

Effect of Adrenalin on Adrenal Cortical Function. E. L. Bliss, S. Rubin 
and T. Gilbert.—p. 46. 

Neutral Steroids of Human Urine: Quantitative Studies in Various 
Clinical Conditions. S. L. Tompsett.—p. 61. 

Studies on Hormonal Control of Serum Lipid Partition in Man. D. 

Adlersberg, L. E. Schaefer and S. R. Drachman.—p. 67. 

Excretion of Acid Phosphatase as Measure of Prostatic Development 
During Pubescence. L. C. Clark Jr., E. Beck and H. Thompson.—p. 84. 
Correlation Between Serum Protein-Bound Iodine and Radioiodine Con¬ 
version Ratio in Various Thyroid States. G. E. Sheline, M. C. Moore, 

A. Kappas and D. E. Clark.—p. 91. 

Action of Estrogens on Release of Luteinizing Hormone in Menopausal 
Women. J. W. Funnell, C. Keaty and A. A. Hellbaum.—p. 98. 
Glycogen-Estrogen Relationship in Vaginal Tract. W. B. Ayre.—p. 103. 

Cortisone for Adrenal Hyperplasia.—Congenital adrenal hyper¬ 
plasia causes pseudohermaphrodism in females and macrogen¬ 
itosomia precox in males. After unsuccessful attempts to sup¬ 
press the secretion of androgen in patients with congenital 
adrenal hyperplasia by the administration of steroids, which have 
a chemical structure similar to that of androgens .but possess 
relatively little androgenic activity, Wilkins and co-workers be¬ 
gan to treat these patients with cortisone. This paper presents the 
results of cortisone administration in six women and two men 
with congenital adrenal hyperplasia and includes the. observa¬ 


tions of other investigators in two additional cases. In these 10 
cases initial doses of 50 to 100 mg. of cortisone daily in older 
children or 25 to 50 mg. daily in young infants caused rapid de¬ 
crease of the urinary 17-ketosteroids. Later, the suppression of 
17-ketosteroid excretion was maintained by 25 mg. of cortisone 
daily, or 50 mg. every other day in older children; doses varying 
from 10 to 25 mg. per day sufficed in the infants. The effects 
lasted as long as treatment was continued, the longest period 
being five to six months. No changes in carbohydrate metabolism 
were observed. There was an increase in urinary nitrogen excre¬ 
tion suggesting decrease of protein anabolism. In patients with 
congenital adrenal hyperplasia and defective electrolyte regula¬ 
tion, cortisone probably has some sodium-retaining activity. It 
is not now possible to decide whether desoxycorticosterone in 
addition to cortisone is required to maintain electrolyte equilib¬ 
rium in some of these patients. In most cases the period of treat¬ 
ment has been too short to note definite decrease of virilization. 
There has been some decrease of acne and seborrhea in a number 
of cases. In two patients treated for five months, development of 
the breasts and estrogenic changes of the vaginal smear occurred, 
and one girl has had four regular menstrual periods. In one 
patient hypertension disappeared under treatment. In the patient 
showing Addisonian-like pigmentation, there was considerable 
fading. Treatment with cortisone in small doses offers the pos¬ 
sibility of preventing or suppressing the progressive virilization 
which occurs with congenital adrenal hyperplasia and may per¬ 
mit the normal development of feminine characteristics in female 
pseudohermaphrodites. 

Journal Lab. and Clinical Medicine, St. Louis 

37:165-330 (Feb.) 1951 

Studies of Hemagglutinins in Hereditary Spherocytosis and in Acquired 
Hemolytic Anemia: Their Relationship to Hyperspienic Mechanism. 
C. S. Wright, M. C. Dodd, B. A. Bouroncle and others.—p. 165. 
•Anemia of Cancer Patients and Its Relation to Metastases to Bone 
Marrow. Shu Chu Shen and F. Homburger.—p. 182. 

Blood Ergothioneine Levels in Disease. R. S. Fraser.—p. 199. 

Effect of Various Protein Hydrolysates and Amino Acids on Uremic 
Rat. J. H. Lindberg and S. Freeman.—p. 207. 

Fat Emulsion for Intravenous Nutrition in Rabbits. H. C. Meng.—p. 222. 
Production of Insulin Sensitivity with Adrenocorticolytic Drug DDD 
(2,2-bis [ParachIorophenyl]-l,l-Dichloroethane). J. Nichols and L. I. 
Gardner.—p. 229- 

Studies of Radiogallium as Diagnostic Agent in Bone Tumors. W. C. 
Muiry and H. C. Dudley.—p. 239. 

Cryoglobulinemia: III. Influence of Cryoglobulin on Suspension Sta¬ 
bility and Sedimentation Rate of Erythrocytes. E. H. Luckey, E. 
Russ and D. P. Barr.—p. 253. 

Electrophoretic Characterization of Serum from Rheumatoid Arthritis 
Patients. A. F. Reid, R. M. Pike, S. E. Sulkin and H. C. Coggeshall. 
—p. 264. 

Treatment of Dicumarol-Induced Hypoprothrombinemia in Man with 
Emulsified Vitamin Kt Administered Intravenously. D. M. Watkin, T. 

B. Van Itallie, W. B. Logan and others.—p. 269. 

Effect of Benemid on Plasma Penicillin Levels. J. F. Waldo and J. T. 
Tyson.—p. 272. 

Clinical and Biologic Significance of Penicillin-Resistant Staphylococci, 
Including Observations with Streptomycin, Aureomycin, Chloram¬ 
phenicol, and Terramycin. W. W. Spink.—p. 278. 

Some Factors Concerned with Two-Stage Plasma Prothrombin Assay. 

C. L. Johnston Jr. and J. H. Ferguson.—p. 294. 

Enzyme Studies on Human Blood: VIII. Effect of Fibrinogen Concen¬ 
tration on Thrombin Clotting Time. G. Y. Shinowara and L. Rosenfeld. 

Id : *IX. Fibrinogen Content of Stored Plasma. L. Rosenfeld and G. Y. 
Shinowara.—p. 311. 

Anemia in Cancer and Metastases to Bone Marrow.—It is 
usually assumed that anemia in cancer patients, excluding that 
due to blood loss or to hemolysis, is due to bone marrow inva¬ 
sion However, this explanation is not in keeping with the ob¬ 
servation that anemia is frequently encountered ..in cancer 
patients who have no skeletal changes'and inversely anemia may 
be absent in the presence of extensive bone "metastases. Shen 
and Homburger review morphologic ..studies of the-peripheral 
blood and bone marrow made in 193: patients with'advanced 
cancer Of the 50 patients who had evidence of bone metastases 
24 were anemic and 26 were not. In 16',anemic patients (eight 
with and eight without metastases-to bone) cobaltous chloride, 
60 to 240 mg. daily, was used in testing the bone marrows of 
these patients for response to such a hematopoietic stimulus. 
In all six patients with osseous metastases who received an ade¬ 
quate trial of the drug, the administration of cobalt was fol¬ 
lowed by reticulocyte responses. Of the four patients without 
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metastases to bone who could tolerate cobalt for an adequate 
period three showed definite reticulocyte responses followed by 
increase in red cells, hemoglobin, and hematocrit. The other pa¬ 
tient showed no hematologic response. Cobalt therapy in cancer 
patients with anemia may increase erythropoiesis regardless of 
metastasis to bone, but it fails to produce subjective improve¬ 
ment and may cause symptoms referable to the gastrointes¬ 
tinal tract or suggestive of angina pectoris. It is concluded that 
anemia associated with cancer is not usually due to bone marrow 
replacement by neoplastic tissue. 

Journal of Nervous and Mental Disease, New York 

113:95-188 (Feb.) 1951 

Excessive Hunger as Symptom of Cerebral Origin. W. R. Kirschbaum. 
—p. 95, 

Tuberculosis in Mental Hospitals. 3. D. Wassersug and W. F. Mc¬ 
Laughlin.—p. 115. 

Electrocardiogram in Psychiatric Patients (Including Report of 
Electrocardiogram Following Frontal Lobotomy). I. E. Oltman and 
S. Friedman.—p. 127. 

Relationship of Vegetative Nervous System to Uremia. L. Hess—p. 136. 

Pseudo-Diphtheritic Polyneuritis. 3. A. D1 Fiore—p. 144. 

Mood, Anger and Somatic Dysfunction. I. D. Harris.—p. 152. 

Comparison of Insulin Coma Therapy and Electronarcosis in Schizo¬ 
phrenia. S. Reznicfc and V. Arnett.—p. 159. 

Tuberculous Otitis and Meningitis. D. I. Abruse and E. Levenson. 
—p. 165. 

Epilepsy and Arteriosclerosis. A. Gordon.—p. 170. 

Journal of Nutrition, Philadelphia 

43:193-344 (Feb.) 1951. Partial Index 

Histologic Bioassay of 3-Mcthyl-/-Ascorbic Acid. H- M. Goldman and 
B. S. Gould.—p. 123. 

Duodenal Ulcers. Liver Damage, Anemia and Edema of Chronic 
Choline Deficiency in Dogs. A. E. Schaefer, D. H. Copeland and W. 
D. Salmon.—p. 201. 

Evaluation by Dog Growth of Egg Yolk Protein and Six Other Partially 
Purified Proteins, Some After Heat Treatment. D. M. Mabee and A. 
F. Morgan.—p. 261. 

Effect of Pyridoxine Deficiency on Reproduction in Rat. M. M. Nelson 
and H. M. Evans.—p. 281. 

Experimental Dental Caries in Rats. F. J. McClure.—p. 303. 

Folic Acid and Vitamin B,~ Content of Milk of Various Species. R. A. 
Collins, A. E. Harper, M. Schreiber and C. A. Elvehjem.—p. 313. 

Sequelae to Administration of Vitamin Bn to Humans. B. F. Chow, 
-p. 323. 


Journal of Pediatrics, St. Louis 


Ii3i timt the thyroid would collect radioiodine in a sufficient 
quantity to suggest a successful radiation effect, a therapeutic 
dose of radioiodine, i. e., 5 me., carrier-free, was administered 
by mouth in a single dose. Except for a gain in weight, there was 
little change in the patient’s clinical course for the first four 
weeks. The basal metabolic rate dropped abruptly in the fifth' 
week to + 15 and +23%, in serial determinations, and the 
pulse fell to an average value of 100. During the sixth week, 
a decrease in restlessness, exophthalmos, and in tremor of the 
extremities was noted and the blood pressure fell to 135/85. 
Mild leukopenia and anemia without thrombopenia occurred 
during the second week, but the blood cell count then rose rap¬ 
idly, with the red blood cell count 5,900,000 and the white blood 
cell count 7,400 at the time of discharge from the hospital 
five weeks after therapy. Three months after therapy, the pa¬ 
tient exhibited no symptoms or signs of thyrotoxicosis other 
than the mild hypertension and slight exophthalmos. The blood 
pressure was restored to normal six months after therapy and 
has remained normal to date. The size of the thyroid gland de¬ 
creased until it measured approximately 3 by 4 cm., and it 
has remained that size. Because of the reduction in the basal 
metabolic rate to subnormal values (lowest reading —35%), 
the patient was given 0.03 gm. of thyroid hormone by mouth, 
daiiy for six months. The patient’s clinical course was entirely 
satisfactory. She returned to school and has been able to engage 
in normal physical activity. Menarche occurred at the age of 
12 years, 2 mo. Menstruation has been regular since. Radioiodine 
uptake curves of the thyroid gland obtained at the time of 
treatment and again 21 mo. later are presented. Radioactive 
iodine should not be the treatment of choice in juvenile hyper¬ 
thyroidism, but it may be useful in certain selected patients. 

Auricular Septal Defects.—Fourteen children, 11 girls and three 
boys, with evidence of atrial septal defect confirmed by cardiac 
catheterization are reported on. Three-quarters of the patients 
were thin, but the other quarter was of an average physique 
without obesity. A review of the clinical observations in these 
patients suggests that there is a common pattern that will fre¬ 
quently permit a presumptive diagnosis on physical examina¬ 
tion alone. The typical patient is a somewhat thin girl aged 7 
whose heartbeat has increased in force and who has a sys¬ 
tolic murmur of moderate intensity in the first to third left inter¬ 
spaces. The murmur is not accompanied by a thrill, but is usually 
associated with an accentuated second heart sound down the 


38:147-274 (Feb.) 1951 

Occurrence of Lysozyme in Cerebrospinal Fluid and Serum of Infants 
and Children. E. F. Rabe and E. C. Curnen.—p. 147. 

Feeding of Premature fnfants: Value of High Caloric Diets in Reducing 
Lenglh of Hospital Stay. J. B. Hardy and E. O. Goldstein.—p. 154. 

•Treatment of Hyperthyroidism with Radioactive Iodine. G. B. Forbes and 
A. M. Perley—p. 158. 

Some Observations on the Use of Adrenocorticotropic Hormone in 
Atopic Dermatitis in Infancy. A. DiGeorge and W. E. Nelson.—p. 164. 

Study of Prophylactic Value of Chloroquine in Children. H. A. Poin¬ 
dexter—p. 169. 


left border of the sternum. The electrocardiogram usually shows 
right axis deviation, and under the fluoroscope one sees a slight 
to moderately enlarged heart with increased and pulsating hilar 
shadows, and the pulmonary trunk is usually bulging. A close 
approximation of this pattern was observed in most of the 
author’s 14 patients. Accurate diagnosis of auricular septal de¬ 
fects permits proper management of physical activity of the 
patient and choice of cardiac surgery to correct the defect. One 
female patient, aged 10, was operated on. Silk sutures were 


•Auricular Septal Defects in Children. 3. D. Keith and C. C. Forsyth. 
—P. 172. 

Traumatic Periostitis in Young Children. G. H. Barmeyer, L. R. 

Aldetson and W. B. Cox.—p. 184 . 

Major Hereditary Ectodermal Dysplasia. R. I. EUingson.—p. 191. 
ttus Inversus: Report of Three Cases and Review of Literature. ,N. 
Tanner-Cam and E. P. Crump.— p. 199 . 

Current Adoption Practices. C. S. Amatruda and 3. V. Baldwin.—p. 208. 
experiences wtth. Elective Rooming-in Program. M. M. Pennoycr. 

■Die Astoria Plan: A Decade of Progress. H. Jacobziner.—p. 221. 


jpertliyroidism and Radioactive Iodine.—A Negro girl aged 
wtih diffuse toxic goiter and rheumatic heart disease was 
• rC (-r j" . rac *i oact ‘ ve .'°dine. This method of treatment seemed 
jus 1 ic since the patient had failed to respond in a satisfactory 
manner to strong iodine (Lugol’s) solution; she had failed to 
cooperate to the degree .necessary to insure success with pro- 
5 louracil, and the risks of surgical treatment by thyroidec- 
m\ were increased by the presence of rheumatic heart disease. 
On adm.ss.on to the hospital, the patient’s temperature was 
I fin /7 4 *4-+ U r f te aspirations 24, and blood pressure 
Afi— e basa 1 metabolic rate ranged from + 45 to + 58%. 
i was ascertained by means of .a tracer dose of 

0 * 7 , ; i.j 


passed through the plane of the auricular septum. These were 
drawn taut and tied in an effort to close or eliminate the opening 
between the auricles. The patient had a satisfactory conva¬ 
lescence from the operation. There was moderate improvement 
in exercise tolerance following operation, which was sustained 
for six to eight months. A generalized decrease in the size of 
the right auricle was demonstrated on roentgenologic examina¬ 
tion. The optimum surgical correction of an auricular septal 
defect will be difficult to achieve by present techniques, but 
results obtained in the case reported on suggest that the prob¬ 
lem is not insuperable. Untreated patients with auricular septal 
defects survive approximately two-thirds of the normal life span. 


Kansas Medical Society Journal, Topeka 

52:45-92 (Feb.) 1951 

ProWem^of Success and Failure in School Age Child. R. A. Moon. 

R %Vamer—p49 tl0n ° f Dis3bames of Knee - D - L - Rose and L, G. 
Use of Laboratory in Diagnosis of Liver Disease. T. 3. Rankin.—p. 53 
Pnma^Tumors of Bladder: Survey of 275 Cases. J. W. Warren Jr. 
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FOREIGN 


Annales Paediatrici, Basel 

176:73-136 (Feb.) 1951. Partial Index 

•Thirty-Six Years of Papaverine Therapy for Spasm of Pylorus in Netv- 
bom and Young Nursing Infants: Old and New Indications. E. Mayer- 
hofer.—p. 73. 

Toxic Gastroenteritis. E. Nassau.—p. 82. 

Diencephalon Syndrome with Hypertonia in Encephalitis. L. Barta.—p. 93. 

Contribution to Clinical Picture of Hemolytic Anemia. B. Lindquist and 
S. Widell.—p. 98. 

Papaverine Treatment for Spasm of Pylorus in Infants.—Several 
hundred infants with spasm of the pylorus were treated with 
0.01 gm. of papaverine hydrochloride daily by mouth during 
the period 1913-1949. Recovery occurred only in cases in which 
diagnosis was made early. Only a partial effect or no effect 
whatsoever may be obtained with this method of treatment in 
the presence of a hypertrophic tumor in the pyloric sphincter. 
This applies even more to cases of secondary stenosis of the 
pylorus in which the largest doses of papaverine hydrochloride 
proved ineffective and in which surgical treatment is indispens¬ 
able. Spasm of the pylorus frequently occurs in the absence of 
hypertrophy of smooth muscle in the allergic syndrome of new¬ 
born infants. Early treatment of this allergic spasm provides 
effective prophylaxis against the later occurrence of hypertrophic 
stenosis of the pylorus, since in the absence of treatment the 
latter may develop from the primary functional spasm by in¬ 
creased muscular activity resulting in a tumor of the muscle 
with secondary stenosis. In addition, treatment of an allergic 
spasm of the pylorus with papaverine hydrochloride may effec¬ 
tively relieve serious disturbances of breast feeding and early 
nutritional disturbances of newborn babies. Combined admin¬ 
istration of a daily dose of 0.01 gm. of papaverine hydrochloride 
with 0.05 gm. of aminopyrine in powder form by mouth is 
recommended before breast or bottle feeding. This dose may be 
repeated three to four times within 24 hours according to the 
age of the infant and the severity of the condition. Suppositories, 
drip enemas or injections of pure papaverine hydrochloride may 
be given if oral administration is impossible because of severe 
vomiting. In cases of simultaneous abdominal pain and diarrhea 
in newborn infants, combined treatment with codeine and 
aminopyrine is recommended, but papaverine hydrochloride re¬ 
mains the basic drug for antispasmodic therapy. The author 
stresses the importance of the neuropathic factor in pyloric 
stenosis of nursing infants. 


Annals of Rheumatic Diseases, London 

9:281-448 (Dec.) 1950 

Gout: Unusual Case with Softening and Subluxation of Fir 9 t Cervical 
Vertebra and Splenomegaly: Result of ACTH Administration and 
Eventual Post-Mortem Findings. G. D. Kersley, L. Mandel and M. R. 
Jeffrey.—p. 282. 

Methods of Treatment of Rheumatoid Arthritis and Ankylosing Spondyl¬ 
itis Depending on Stimulation of Pituitary-Adrenal Function (Other 
than Treatment with Cortisone and ACTH). F. Coste and F. Lacro- 
nique.—p. 305. 

Study of Preparation of ACTH. F. Coste and F. Delbarre.—p. 317. 
♦Senile Ankylosing Hyperostosis of Spine. J. Forestier and J. Rotes- 
Querol.—p. 321. 

Theory of Pathogenesis of Rheumatoid Arthritis. A. D. Wallis.—p. 331. 
"Chronic Rheumatic" and His Pains: Psychosomatic Aspects of Chronic 
Non-Articular Rheumatism. P. Ellman and D. Shaw.—p. 341. 

Oral and Intravenous Iron Therapy in Anaemia, of Rheumatoid Arthritis. 
D. N, Ross.—p. 358. 

Synovial Membrane: Some Observations in Normal and Arthritic Human 
Joints. K. Maunsell, F. Wrigley, T. C. Highton and L. B. Holt.—p. 363. 
Rheumatoid Spondylitis: Paediatric Problem. M. Lucchesi and O. Luc- 
chesi.—p. 372. , . _ _ 

Agglutinating Factor for Sensitized Sheep Erythrocytes in Serum and 
Joint Fluid from Rheumatoid Arthritis Patients. N. Svartz and 
K. Schlossmann.—p. 377. 

Senile Ankylosing Hyperostosis of Spine.—The clinical and 
radiological study of nine cases, combined with necropsy find¬ 
ings in two specimens, enabled Forestier and Rotes-Querol to 
set out some of the clinical, pathologic and radiological features 


An asterisk (*) before a title indicates that the article is abstracted. Single 
case reports and trials of new drugs are usually omitted. 


of a specific condition among the ankylosing diseases of the spine. 
The condition is to be differentiated from ankylosing spondyli¬ 
tis, and the authors propose for it the term “senile ankylosing 
hyperostosis of the spine.” This name emphasizes: (a) the hyper¬ 
ostosis, a most striking pathologic element, and (b) two constant 
clinical features: spinal rigidity and advanced age. It is not a 
rare disease, but most often either goes unnoticed or is mis¬ 
taken for some other form of vertebral ossification. Because of 
the mild nature of the symptoms no active treatment is required. 
Roentgenologic examination reveals bony outgrowths or hyper¬ 
ostoses that arise from the anterolateral aspect of the vertebral 
bodies and grow upward in a “candle flame” formation over 
the lumbar disk spaces; at the level of the dorsal disks they are 
often thickened. They have a bony structure with a dense cortex 
similar to that of the head of the femur, the cancellous bone 
being in continuity with that of the vertebral bodies. They may 
coexist with osteophytes, but have entirely different anatomic 
features. 


British Journal of Cancer, London 

4:347-436 (Dec.) 1950. Partial Index 

•Further Studies on Prognosis of Breast Carcinoma. H. J. G. Bloom. 
—p. 347. 

Principles of Treatment by Radiotherapy in Breast Carcinoma. R. Me- 
Whirter.-—p. 368. 

Effect of Freezing and Freeze-Drying on Transplantation of Sarcoma 37. 
P. Warner and J. Gostling.—p. 380. 

Carcinogenic Activity of Tannic Acid: Liver Tumours Induced in Rats 
by Prolonged Subcutaneous Administration of Tannic Acid Solutions. 
B. Korp&ssy and M. Mosonyi.—p. 411. 

Experiments on Chemotherapy of Cancer: Screening Tests with Six 
Groups of Organic Compounds on Implanted Mouse Tumours. D. 
Hamer, I. W. Hughes, M. Stacey and others.—p. 421. 


Prognosis of Breast Carcinoma—In a recent investigation 
Bloom had stressed the significance of the histologic architecture 
of the tumor in cases of mammary carcinoma. A classification 
based on the microscopic appearance of the tumor (grade) com¬ 
bined with a knowledge of its extent (stage) was found to pro¬ 
vide a more reliable guide to prognosis than could be achieved 
by either grading or staging alone. In the present report Bloom 
is concerned with some further aspects of prognosis of breast 
cancer. No significant differences in outcome were revealed in 
the various age groups, the younger women faring no worse 
than the older ones. The incidence of tumors of low and also of 
high malignancy in the various decades was practically the 
same. It is useless to try to assess the effect of the delay in seek¬ 
ing treatment without reference to the histologic type of growth 
involved. For example, delay is of little importance for patients 
with highly malignant (grade 3) tumors; it does not seem to 
matter whether such patients are treated early (less than six 
weeks) or late (six to 12 months), the prognosis is equally bad. 
On the other hand, the time factor appears to influence the out¬ 
look of women with growths whose behavior is esseniially more 
benign (grade 1). In this type of case a loss of more than six 
months means a substantial fall in the survival rate. The site of 
the tumor in the breast was found to exert no striking effect on 
prognosis. It is possible, however, that the outlook for patients 
with growths of low grade malignancy may be influenced slightly 
by this feature. The size of the primary growth influences prog¬ 
nosis, particularly in the intermediate grade of tumors, but size 
was evidently of no prognostic importance in either low or high 
grade malignancy. Pregnancy following the adequate control of 
previous mammary carcinoma does not-appearjo influence the 
outlook adversely. , ; ; i'--- ■ ' 


iritish Journal of Venereal Diseases, London - 
26:157-212 (Dec.) 1950.: Partial Index' 

Complement-Fixation Technique: III.' Wassc'rmann Reaction. I. N. O. 

Creatment^of Syphilis with Penicillin: Review of-,123 Cases Treated in 
H. M. Forces. R. Lees and L. Watt.—p. 174.' 
finis and Venereal Disease. S. P. Bedson. p. 172. _ .... 

Cherapeutic Paradox from Penicillin Therapy in Laryngeal Syphilis. 

Report of Case. A. I. Suchett-Kaye.—p. 183. 
trsenical Encephalopathy Occurring in Treatment of Lues During Preg¬ 
nancy. R. Lees and J. R. G. Buchanan.—p. 185. 
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British Medical Journal, London 

1:317-338 (Feb. 17) 1951 


Some Typical Data from Cases of Pink Diseases. C. S. Hicks.—p. 317. 
•Sulphonamides and Acute Tonsillitis: Controlled Experiment in Royal Air 
Force Community. T. C. MacDonald and I. H. Watson.—p. 323. 
•“Sore Throat” in General Practice. J. B. Landsman, N. R. Grist, 
R. Black and others.—p. 326. 

Lead-Poisoning in Children: Report of Five Cases, with Special Reference 
to Pica N F. E. Burrows, J. Rendle-Sh'ort and D. Hanna.—p. 329. 
Keratoderma’ Palmaris et Plantaris Congenitalis. D. Macaulay.—p. 334. 
False Diagnosis of Patency of Fallopian Tubes. M. M. White.—p. 336. 


Sulfonamides and Tonsillitis.— A study was made of the effec¬ 
tiveness of sulfonamides in the treatment of 82 cases of acute 
tonsillitis. The cases were divided equally into treated and con¬ 
trol groups. Fifty tablets (25 gm.) of sulfatriad (37.5% 
sulfadiazine, 37.5% sulfathiazole and 25% sulfamerazine) 
were given to each patient in the treated group; each 
patient in the control group received 50 lactose tablets. All the 
patients were treated by bed rest and given copious fluids. 
Analysis of clinical records revealed no difference between con¬ 
trol and treated cases in regard to the speed of recovery from 
various symptoms (temperature, edema, exudate, adenitis and 
pain) regardless of the presence or absence of beta hemolytic 
streptococci. However, judged by their over-all clinical appear¬ 
ance, the treated patients seemed to recover more rapidly. The 
administration of sulfatriad had no effect on the survival of beta 
hemolytic streptococci in the cases examined. The authors con¬ 
clude that the findings do not justify the routine use of a poten¬ 
tially dangerous drug such as sulfatriad in the treatment of 
acute tonsillitis. They feel that, other methods can be found to 
improve the well-being of the patient if the difference of re¬ 
covery is only a matter of hours. 


“Sore Throat” in General Practice.—Landsman and his asso¬ 
ciates are concerned with the epidemiology and best method of 
treatment for “sore throat.” Their study is based on 100 patients 
who complained of sore throat as the leading symptom. Throat 
cultures showed a normal flora in approximately one third of 
the patients; a heavy growth of beta hemolytic streptococci was 
evidenced in a similar proportion; a few colonies were seen in 
22%, and a moderate growth of beta hemolytic strepto¬ 
coccus in 14% of the patients. Therefore, the authors 
state that less than half the cases (46%) can be regarded 
as streptococcal in origin. This observation is important since 
it is a common misapprehension that acute tonsillitis almost 
always implies a streptococcal origin. About one fourth of the 
streptococcal cases were not exudative. Twenty-six patients were 
given sulfanilamide (0.5 gm.); 26 were given 0.5 gm. of sulfa¬ 
triad (37.5% sulfadiazine, 37.5% sulfathiazole and 25% 
sulfamerazine), and 43 were given lactose tablets. The 
results of the therapeutic trial did not support the thesis 
that sulfonamides exert a beneficial effect in the treatment of 
acute tonsillitis. Neither of the sulfonamide tablets was appre¬ 
ciably superior to the lactose tablet, which presumably was 
therapeutically inert. The average duration of fever and pain 
in those patients treated with lactose was exceedingly short, 
namely, 1.07 and 1.95 days respectively. The authors conclude 
that in the treatment of acute tonsillitis it is unnecessary as well 
as expensive to use drugs, such as the sulfonamides, that have 
definite and known dangers. 


Chinese Medical Journal, Shanghai 

68:327-402 (Nov.-Dee.) 1950. Partial Index 

Pn mnn^ e T°k eUtn , < ' omt,ine 4 with Streptomycin in Treatment of F 
—P 327 TUbeCCU ° S!S: Prdiminar y Report of 40 Cases. Tung-Nien Si 

R TnS°^ C - fe . 5! ;™' na,ions for Pulmonary Tuberculosis in Pregnani 
cidence-m 1,000 Consecutive Chinese Patients. Liu Chi-Hsio 

•Pregnancy Jest vrith Male.Toad in Shanghai. S. P. Tien, M. P. Chen a 

5k ; n ’°b’ tic Anemia with Atypical Isohemagglutinins and Au 
IV Z ??! ns - Y. S.-Chen, P. C . Hsueh and C. L. Chiu.-p. 357. 
andermg Spleen with Torsion of Pedicle. H. C. Lan, C. W. Yao a 
>- L. Kwang.— p. 365.' 


rcgnancy Test with Male Toad.—Tien and co-workers began 
m March 1949 to use male toads for pregnancy tests. The toads 
were captured in the fields and vegetable gardens in the region 
Shanghai and might be classified as Bufo bufo asiaticus Stein- 


dachner. The test was made with 5 cc. of untreated morning 
urine. A total of 1,060 pregnancy tests was made. The accuracy 
was 97.8% in 333 tests on 306 healthy pregnant women. 
The accuracy rate was only 89.73% in 877 tests on women 
with various types of pathologic conditions associated with preg¬ 
nancy, such as abortion, ectopic pregnancy, hydatidiform mole 
and choriocarcinoma. Detachment of the placenta from its site 
of implantation in most cases of tubal abortion and rupture, 
and the degeneration of placenta tissue in cases of old ectopic 
gestation, and technical errors and insensitivity of the test ani¬ 
mals explained some of the erroneous results. No false positive 
test was found among 248 tests made in various gynecological 
conditions unassociated with pregnancy. Thirty international 
units of chorionic gonadotropin was found to be the minimal 
dose necessary to produce a positive reaction in the average male 
toad in the spring. The accuracy rate was 60.6% in 99 
cases of ectopic pregnancy. The test might serve as a diagnostic 
aid in ectopic pregnancy when results are positive; however, a 
negative result could not rule out the possibility of ectopic preg¬ 
nancy. The urine in five cases of choriocarcinoma did not have 
a higher concentration of chorionic gonadotropin than in cases 
of hydatidiform mole by quantitative determination. Results 
of the pregnancy test became negative after the evacuation of the 
products of conception much sooner in norma! pregnancy, abor¬ 
tion and ectopic gestation than in cases of hydatidiform mole. 
In the former group, results of the test might remain positive 
to the third day after evacuation, while in the latter results 
usually remained positive until the ninth day. 

Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 

95:169-264 (Jan. 20) 1951. Partial Index 

Rare Cutaneous Lesion (Angiokeratoma Corporis Diflusum) as‘Symptom 
of a Hitherto Unknown Disturbance in Phosphatide Metabolism 
(Thesaurismosis). M. Ruiter.—p. 184. 

•Occupational Paralysis of Ulnar Nerve. J. G. Y. de Jong and J. G. 
Geerling.—p. 192. 

•Significance of Price-Jones Curve in Hemolytic Disease of the Newborn. 

S. 1. de Vries.—p. 201. 

Occupational Paralysis of Ulnar Nerve.—In a radio tube fac¬ 
tory, paralysis of the ulnar nerve developed in eight inspectors. * 
The fact that these workers leaned both elbows against a bard 
table is regarded as largely responsible for this paralysis. How¬ 
ever, other contributing factors were searched for. A thorough 
neurologic examination was combined with inquiry into the diet, 
the misuse of alcohol or tobacco and a possible hereditary pre¬ 
disposition to neuritis. The scalenus syndrome was searched for; 
the musculature was tested electrically, and the cervical verte¬ 
brae were examined by roentgenoscopy for detection of possible 
cervical ribs. The lungs and the lumbosacral vertebrae were 
also examined roentgenologically. The histories of the eight 
patients are given. Treatment consisted largely of galvano- 
therapy and administration of vitamins. This treatment effected 
improvement, but in some cases mild hypesthesia remained. 
Rubber sponge pads were placed under the elbows of the radio 
tube inspectors to prevent this injury to the ulnar nerve. This 
measure proved effective. 

The Price-Jones Curve in Hemolytic Disease of the Newborn. 
—The hematologic disorders that develop in newborn infants as 
the result of Rhesus-factor antagonism in the parents may ap¬ 
pear not only in the form of icterus gravis, congenital anemia 
and fetal hydrops but also in milder forms, which may not be 
recognized clinically. De Vries has demonstrated changes in the 
Price-Jones curve of the erythrocytes in newborn infants with 
hemolytic disease. He made studies on 60 newborn infants with 
hemolytic disease, belonging to six different groups of 10 infants 
each. The first four groups were Rh-positive infants born at 
term to (1) an Rh-positive mother, (2) an Rh-negative primi- 
para, (3) an Rh-negative multipara and (4) an Rh-negative primi- 
para or multipara. The infants of group 4 differed from those in 
groups 2 and 3 in that their reaction to the Coombs test was posi¬ 
tive, whereas results were negative in groups 2 and 3. The infants 
in groups 5 and 6 were prematurely born Rh-positive children, 
those of group 5 having an Rh-positive, those of group 6 an Rh- 
negative mother. The author found that qualitative changes in 
the Price-Jones curve were of greater significance than the abso- 



506 


BOOK REVIEWS 


eration of the most important aspects of studies in heredity, 
there is an introductory chapter providing orientation, followed 
by chapters on Mendelian inheritance, crosses, sex-linked and 
lethal genes, the mapping of chromosomes and numerous other 
related topics. The genetics of domestic animals and cultivated 
plants are also discussed. Other important chapters are devoted 
to sex determination, the mutant gene in man, eugenics and 
analysis of family histories. Profusely illustrated with sketches, 
diagrams and photographs, including one in color on blood 
groups, the volume is printed in clear, well leaded type that is 
conducive to easy reading. It should have widespread appeal. 


S>xnposium on the Healthy Personality’: Transactions of Special Meet¬ 
ings or Conference on Infancy and Childhood June 8-9 and July 3-4, 1950, 
New York, N. Y. Edited by Milton J. E. Senn, M.D. Supplement II: 
Problems of Infancy and Childhood, Transactions of Fourth Conference, 
March, 1950. Cloth. $2.50. Pp. 298. Josiah Macy, Jr. Foundation, 565 
Park Ave., New York 21, 1950. 

To lay a factual background for the consideration of 
"healthy personality development of children and youth” and 
“how can we rear an emotionally healthy generation,” a group 
of neuropsychiatrists, psychoanalysts, psychologists, pediatri¬ 
cians, obstetricians, anthropologists and sociologists met with 
members of the Fact Finding Committee of the Midcentury 
White House Conference and its staff. This volume is a steno¬ 
graphic report of the papers and discussions of these two 
meetings. 

The first meeting concerned the discussion of a preliminary 
report on "Growth and Crisis” by Erik H. Erikson, a psychoana¬ 
lyst with the Institute on Personality Assessment and Research 
of the University of California, Berkeley, Calif. He presented 
the criteria of a healthy personality in the eight stages of de¬ 
velopment at which he feels a person passes through a develop¬ 
mental crisis. His colleagues discuss his point of view very criti- 
%ly, with the hope of making his final report, which follows 

B discussion, more useful to the White House Conference. 

/The second session considered two presentations. “Constitu- 
(tonal and Prenatal Factors in Infant and Child Health” by M. 
T. Ashley Montagu of the Department of Anthropology, Rut¬ 
gers University, New Brunswick, N. J., covered the information 
available on the effect of the prenatal environment on the sub¬ 
sequent emotional development of a person. The second, 
“Toward a Social Psychology of Mental Health” by Marie Ja- 
hoda of the Research Center for Human Relations, New York 
University Graduate School of Arts and Sciences, purports 
"to examine what is known and what should be known about 
the impact of community influence on the mental health of the 
individual.” 

The interesting part of this book is the profound discussion 
of developmental problems by scientists of widely varying edu¬ 
cation and experience. The semantic problems of interprofes¬ 
sional communication are clearly presented in the effort each 
participant makes to understand the thinking behind the words 
used. This book also presents an excellent overview of the think¬ 
ing not only of these three authorities, but also of the many 
equally well informed members and guests of the conference. 

Any physician concerned with children, particularly with their 
emotional growth and personality development, will find these 
carefully recorded conversations a stimulating experience. Many 
of the thoughts that the Fact Finding Committee presented to 
the Midcentury White House Conference had their origin in 
these two sessions recorded in this book. 

Kurzgerasstes Lehrbuch der orthopadischen Krankheiten. Von Professor 
Dr. Peter Pitzen, Direktor der orthopadischen Universitats-KIinik und 
Foiiklinik (HUfferstiftung), Munster i. Westf. Fifth edition. Cloth. 17.40 
marks. Pp. 286, with 213 illustrations. Urban & Schwarzenberg, Thiersch- 
strasse 11, Miinchen 2; Meinekestr. 13, Berlin W. 15, 1950. 

This book is written for the general practitioner so that he 
may become acquainted with the commoner orthopedic condi¬ 
tions encountered. The author states that it is designed to help 
the physician obtain a clear conception of certain physical 
conditions, which “in a way have remained diagnostic step¬ 
children in spite of their relative frequency and significance 
in regards to public health.” 

The style of the text is termed by the author "‘telegraphic. 
He has used this style-in previous editions, but on many occa¬ 
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sions he abandons it to give place to fuller descriptions of 
symptoms. 

The subject material is well chosen, although some conditions 
such as severe congenital defects of the extremities, could have' 
been omitted in favor of other commoner ones such as bone 
tumors. Osteoid osteoma, a pathologic entity, recently described 
and investigated, is not mentioned. 

The chapter dealing with orthopedic conditions of the foot 
and hip is particularly well done. It is remarkable how much 
diagnostic material may be embraced in a few pages. In some 
instances, conservative procedures are overemphasized, pro¬ 
cedures which in the present light of our knowledge can hardly 
be accepted or justified. An example in point is the statement 
that satisfactory correction of a scoliotic deformity may be 
achieved by “muscle power.” Modern opinion disagrees with 
this. 

Surgical interventions are only casually referred to, perhaps 
with some justification, because the work is intended for general 
practitioners. Some mention, however, should have been made 
of the modern surgical treatment of scoliosis. Important and 
frequent orthopedic conditions, such as ununited fracture of the 
femur, are not mentioned. The description of the surgical treat¬ 
ment of malum coxae senilis, which for some reason the author 
calls arthrosis deformans of the hip, is poorly presented. The 
illustrations are numerous and good. The radiograms are equally 
satisfactory. As a whole, the book is well written and may be 
read with benefit by the general practitioner who reads German. 
A bibliography would have enhanced the value of the work, 
particularly for the student. 


Chirurgie cstlictique nasale. Par Marcel Galtier. Preface de M. Bouchet. 
Paper. 2000 francs. Pp. 233, with 172 illustrations. G. Doin & Cie, 8 
Place de l'Od£on, Paris 6', 1950. 

The first two sections of this book deal with development 
and surgical anatomy, respectively. The discussion of surgical 
anatomy, although inclusive, seems somewhat abbreviated in 
specific details. A section on artistic anatomy is interestingly 
presented. This part is very well written and cleverly presents 
variations in the nasolabial angle and classifications of the dif¬ 
ferent types of profiles. An interesting discussion follows on 
the “photometer” and its relation to the various profiles. The 
different anomalies arc also presented. Less than two pages 
are devoted to the physiology of the nose, which is probably 
the weakest section of the book. Sections on armamentarium 
and anesthesia are well done, as are the numerous procedures 
that are described to correct the various types of nasal deformi¬ 
ties. Much space is devoted to preoperative and postoperative 
photographs. However, it would have been well in each instance 
to show both front and side views. The illustrations are well 
done and depict the procedures clearly. For anyone able to 
read French this book can be recommended as a good collateral 
source on the subject of nasal plastic surgery. 


Personality and Psychotherapy: An Analysis In Terms Learning, 
linking, and Culture. By John Dollard, .. ■■ 
rofessor), and Neal E. Miller, Proles: 

>rk 18; Aidwych House, Aldwych, London, W.C.2, 1950. 

This book is addressed to students, teachers and research 
orkers in the fields of personality adjustment, abnormal psy- 

lology and psychotherapy. - ‘ , , , 

The authors have attempted to bring together in integrated 
rm recent thinking in the fields'of psychoanalysis' .experimental 
ethods of natural science ami modem mkio.opv, and -nthro- 
ilogy. The purpose is to at: tv.. 1 : -.,. F>>- 

r a general science of lm;::u:i r.'.i.r.to:l.n .:!/e I:;-], theses 
esented, the authors have drawn Trom- the works_ of Freud, 
ivlov Thorndike, Hull, Sumner, Murdock, Kluckhohn and 
arnen An attempt has been made:toTntegrate a tw.de range 
material, which includes the basic pnhc.ples of learning, the 
iderstanding of socially learned drives,'.'dynamics of conflict 
d the normal use of the mind in the . solution of problems 
childhood, neurosis and self study. . , 

This book is a valuable contribution toward bringing about a 
lified concept of the fields mentioned as they relate to our 
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Hie Amino Acid Composition of Proteins and Foods: Analytical 
Methods and Results. By Richard J. Block, Ph.D. Associate in Depart¬ 
ment of Physiology and Biochemistry, New York Medical College, New 
Y«k and Sana Bolling, B.S. Second edition. Cloth. $10.50. Pp. 576, 
wHh itetraTions. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield Ill • Blackwell Scientific Publications, Ltd., 49 Broad St„ 
Oxford, England; Ryerson Press, 299 Queen St., \V„ Toronto 2B, 1951. 


This edition brings to the reader a revision which includes 
advances in the analysts of amino acids since 1945. The ex¬ 
tended use Of microbiological methods has been a major develop¬ 
ment in this field actually from about 1943. 

Whenever possible, several procedures are given for the esti¬ 
mation of each amino acid. Whenever identical results were 
obtained by two widely different methods, the author emphasizes 
the point with regard to the confidence that is engendered there¬ 
by for each method. 

For the food faddist and inveterate meat eater, the author 
makes an interesting observation that an essential amino acid is 
essential whether it comes from animal or vegetable protein. 
On this basis, the conclusion is drawn that it is just as arbitrary 
to make a distinction between plant and animal proteins as it 
is to draw a distinction for the carbohydrates. 

The relative values of chemical and microbiological assays 
are appraised. The author considers that a combination of the 
chromatograph and chemical methods will yield the most sig¬ 
nificant results in the study of the structure of proteins and pep¬ 
tides. The microbiological procedures, on the other hand, will 
probably be of most value in the routine analysis of foods 
and feeds. 

To the physician, this treatise would demonstrate the tremen¬ 
dous work of the supporting sciences of chemistry and biology 
in the advancement of knowledge incident to the important 
public health field of nutrition, which is a potent and basic pro¬ 
phylactic tool available to.medical practitioners. 

In presenting to the average reader the widely scattered 
literature on methods and results of protein analysis, this pub¬ 
lication serves a very useful purpose. 


The 1950 Year Book of Drue Therapy (October, 1949-Sepfember, 19S0). 
Edited by Harry Beckman, M.D., Director, Department of Pharmacology, 
Marquette University School of Medicine, Milwaukee. Cloth. $5. Pp. 566, 
with 88 illustrations. Year Book Publishers. Inc.. 200 E. Illinois St., 
Chicago 11, 1951. 


as well as the "pulps”—at all levels from family to cartoon and 
"laugh” publications, books, the legitimate stage, radio, televi¬ 
sion, and motion pictures. The findings constitute a surprising 
haul that will amuse some, shock others and move still others 
to “I-told-you-so” comments. 

In addition to providing running discussion of what he culls 
from the array of sources consulted, Ellis has a special section on 
statistical considerations and another termed “Summing Up.” 
Numerous tables are contained in the first chapter of the former. 

Ellis has made an important contribution in this field, and, 
because it does not depend on interviews or personal opinions 
other than those of the researcher, it can be accepted as more en¬ 
lightening than many other sex surveys. After accompanying 
Ellis on his tour, one must conclude that sex is an important sub¬ 
ject, since there is so much of it being constantly paraded. The 
author suggests three eventualities: learning to tolerate the pres¬ 
ent contradiction between liberal and conservative views, further 
liberalization in that respect, or a return to a distinctly conserva¬ 
tive attitude. He offers no opinion as to what it will be. 

In a bibliography are listed all the sources consulted, and it 
is an imposing array. 

Bases of Human Behavior: A Biologic Approach to Psychiatry. By 
Leon 3. Saul, M.D., Professor of Clinical Psychiatry, University of Penn¬ 
sylvania School of Medicine, Philadelphia. Cloth. $4. Pp, 150, with 8 
iiiustrations. J, B. Lippincott Company, 227-231 S. 6th St., Philadelphia 5; 
Aldine House, 10-13 Bedford St., London, W.C.2; 2083 Guy St., Montreal, 
1951. 

This book presents an introduction to the basic theories of 
dynamic psychiatry and considers the relation of these theories 
to present day concepts of physiology, with-particular reference 
to new theories concerning the physiologic effects of stress. 
Stress is considered to be either a reactive type arising from the 
conflict of a person with his environment, or an inner type aris¬ 
ing from basic emotional conflicts that develop in childhood. An 
attempt is made to follow the impact of psychic and emotional 
tension through to physiologic end-point reactions on body 
tissues. The style of the book is simple and clear. It should be 
of considerable value to beginning students of medicine in clari¬ 
fying the theoretic concepts that underlie the expanding field of 
psychosomatic medicine. 


The major portion of this textbook is devoted to abstracts 
of drug advances in the various major branches of practice, with 
editorial comments to highlight controversial points. Possibly, 
the best portion of the book is its introduction, in which the 
editor reviews the advances in drug therapy during the decade 
1940 to 1950 in a concise thoughtful resume. 

A plea is made for physicians to realize that the socioeco¬ 
nomic impact of increased fife span requires emphasis to the 
public that this increased longevity and freedom from infec¬ 
tious diseases materially increases the capacity to work of our 
older generations. In the opinion of the editor, some method 
must be evolved to absorb the productive capacities of elderly 
persons into industry if we intend to resolve some of the diffi¬ 
culties of geriatric patients. 

j,folklore of Sex. By Albert Ellis, Ph.D. Cloth. $5. Pp. 313. Charles 
Bom, 3 Grove Court, New York, 1951. 

Uniqueness marks the manner in which this survey of modern 
attitudes regarding sex was carried out by Ellis, who, in dedi¬ 
cating the volume to Havelock Ellis, notes with regret that they 
are not related. After considering various approaches, he set- 
led on the plan of scanning all popular mediums of mass com- 
mumcation for a one'day period. The day selected by Ellis was 
Jan. 1, 1950. What he found relating to sex aspects in that exten¬ 
sive, even though one day, survey is reported and analyzed under 
various classifications: In part l he determines popular attitudes 
on extramarital relations, and in successive sections he covers 
noncoilal relations, sex relations involving pregnancy, sex organs 
desires and expressions, sex crimes and “perversions," and sex 
control and censorship. The sections vary considerably in length 
some taking little more than a few pages. All are filled with direct 
quotations from daily papers, popular magazines—“slick paper” 


Taschenbuch der Anatomie, Band 2: Gastropulmonalsystem (Verdauungs- 
und Atmungsorganc), Urogcnitalsjstem (Ham- und Geschtechtsorgane), 
Gefasssystem. Von Professor Dr. med. Hermann Voss und Dozent Dr. 
med. habil., Dr. phil. Robert Herrtinger, Third edition. Half-cloth. 12 
marks. Pp. 340, with 204 illustrations. Gustav Fischer, Villengang 2, Jena 
15, Germany, 1950. 

This admirable little book measures only 118 by 158 mm. 
Nevertheless, it covers the gastrointestinal, respiratory, urogeni¬ 
tal, cardiovascular and lymphatic systems with precision and in 
detail. The 204 diagrams are all labeled with unabbreviated 
names pointing directly to the intended parts. It has a good 
index and even a short bibliography. All this is achieved, by 
some miracle of the printer’s art, without sacrifice of legibility 
in either text or legends. The book will be handy for anatomy 
students who can read German, and it should also be studied as 
a remarkable example of pocket-sized textbooks of good 
quality. 

Facts About the Menopause, By Maxine Davis. Cloth. $2.50. Pp. 172. 
McGraw-Hill Book Company, Inc., 330 IV. 42nd St., New York 18; Ald- 
wych House, Aldwych, London, W.C.2, 1948-1951. 

The purpose of this volume is to prepare the woman ap¬ 
proaching the menopause for this transitional period in her life. 
The many misconceptions prevalent in our folklore concerning 
the climacteric are discussed, exposed to scientific analysis and 
disposed of as largely false. The physiology, endocrinology, 
symptoms and usual treatment of the menopause are reviewed 
in simple, understandable language. Questions concerning libido, 
sex life and personal hygiene are answered. The author gives 
too much prominence to the climacteric in men when one con¬ 
siders the relatively low incidence of the syndrome' in men 
as compared to women. The book makes good reading for the 
physician to recommend to his menopausal patients. 
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QUERIES AND MINOR NOTES 


ABSCESSED TEETH 

To the Editor: —I frequently see children with swollen jaws 
resulting from abscessed teeth. They seem very ill. They have 
been to their dentist, but he tells them to wait, as the tooth 
cannot be pulled until it "cools down." Is it not true that pus 
anywhere should be drained promptly and that with antibiotics 
there is much less danger of septicemia if the tooth is pulled 
than if the tooth is left in? Many dentists do not know how to 
use penicillin. Should they not pull such a tooth and refer the 
patient to the physician for antibiotic treatment? Is it that 
important to save an infected tooth, for alignment's sake, that 
a child should be allowed to suffer so many days? I would 
appreciate some discussion. 

David Hoehtt, M.D., Holdingford, Minn. 

This inquiry was referred to two authorities, whose respective 
replies follow.—E d. 

Answer.— The above question illustrates one of many in¬ 
stances wherein the patient will benefit by the cooperative efforts 
of the dentist and physician. Prior to the advent of the anti¬ 
biotics, teeth were not usually extracted during the acute phase 
of such an infection, although when indicated incision and drain¬ 
age of abscesses were performed. Today with adequate preopera¬ 
tive and postoperative antibiotic therapy, extraction of the 
offending tooth when necessary is usually not contraindicated. 
Many dentists prefer not to administer drugs parenterally and 
consequently welcome the cooperation of the physician. The 
physician, however, should have the opportunity to examine the 
patient and prescribe and administer proper medication pre- 
operatively. Such infected teeth most often cannot be saved. 
Obviously the tooth must be sacrificed if the patient’s health is 
endangered. The deciduous and first permanent molars are the 
most frequent offenders. Although early loss of these teeth may 
lead to malocclusion, it can be prevented by maintenance of the 
space created by loss of the tooth by means of a dental appliance. 

Answer.— There can be little question that gums should be 
drained by incision as soon as one is sure pus is present. Often 
the infected tooth may be removed at the same time, but some¬ 
times this procedure must be delayed until cellulitis of the soft 
parts has subsided and there is definite evidence of localization. 
There is no question, also, that depot penicillin in doses of at 
least 400,000 units one hour before the time of surgery offers 
considerable protection against bacteremia. In case of badly in¬ 
fected teeth, the depot penicillin should be repeated at intervals 
of eight to 12 hours until the infection has subsided. The de¬ 
cision as to the time of the surgical procedure should be the 
joint responsibility of the extractionist and the physician. No 
infected tooth should be retained for the purpose of alignment 
or for any other reason. 


NECROBIOSIS LIPOIDICA DIABETICORUM 

To the Editor: —Is there any new therapy for necrobiosis dia¬ 
beticorum? M.D., New York. 


Answer. —There is no specific therapy, new or old, for necro¬ 
biosis lipoidica diabeticorum. Careful control oTjthe diabetic 
condition, local cleanliness, watchful waiting and protection of 
the affected area to prevent further injury are best measures. 
Long years of observation show that almost invariably the 
lesions subside eventually and a few so completely as almost to 
obscure the original lesion. Even the worst cases improve, but 
time appears to be the factor of chief importance. 


he answers here published have been prepared by competent authorities, 
■hey do not, however, represent the opinions of any official bodies ynlcss 
oecifically stated in the reply. Anonymous communications and queries on 
P ostaf cards cannm be answered. Every letter must contain the writer’s 
ante and address, but these will be omitted on request. 


CHEST PAIN FOLLOWING 
INHALATION OF COLD AIR 

To the Editor: —A 50 year old man complained of severe pain 
in his chest on inhalation of cold air, followed many times 
by hemoptysis. His chest x-ray appeared within normal limits 
as did the cardiac shadow. Bronchoscopy and bronchograms 
disclosed no abnormalities. Smears were made from the bron¬ 
chial tree; cytological study did not disclose cancer or other 
abnormality. I would appreciate any help in diagnosis and 
treatment that might be followed. 

W. H. Brady, M.D., Gooding, Idaho. 

Answer. —The problem presented in the case reported is 
somewhat obscure. There are persons who react violently to too 
much cold air. This has been designated by some allergists as 
cold allergy, or allergy to physical agents. It seems to be an 
oversensitive condition of the bronchial mucosa, or the nerve 
endings in the bronchial mucosa. 

Of recent years there has been a great deal of information 
obtained about virus infections of the bronchi. Many of these. 
infections begin in the mucosa and cause a profound irritation, 
with reaction to cold air. If there is access to a good virus labo¬ 
ratory, a sample of the sputum should be studied for virus. 

The treatment of either one of these conditions would be 
essentially the same. If virus proves to be causative, aureomycin 
may help. In severe virus infections of the bronchial tree, how¬ 
ever, an immediate transfer to a warm climate has been found 
to be effective. If this is not possible, an air-conditioned, warm 
room is advocated. Otherwise, the patient will have to be treated 
by the ordinary heating facilities available, and with hot packs 
when the irritation becomes too severe, with the possible addi¬ 
tion of sedative cough mixtures. 


EXOPHTHALMUS 

To the Editor: —Has there been anything found that will 
help exophthalmos following hyperthyroid? A patient was 
subjected to thyroidectomy April 17, 1950. The present basal 
metabolic rate is -f 8. The patient has chronic irritation of 
the conjunctivas probably due to exposure to air. 

Eugene C. Lowe, M.D., Miami, Fla. 


Answer. _The exophthalmos that accompanies Graves’ dis¬ 

ease is not' the result of the hyperthyroidism itself; hence 
removal of the thyroid does not as a rule cause any striking 
change in the exophthalmos. The same is true of treatment 
with radioactive iodine or with the antithyroid drugs. Often¬ 
times the appearance of exophthalmos improves, because after 
correction of the hyperthyroidism the widening of the fissures 
decreases, but the actual position of the eyes usually remains 
about the same. Conjunctival irritation is due to failure ot the 
lids to close, and this oftentimes, can be corrected by tarso- 
plasty in which the corners of the fids-are sewn together to 
narrow the aperture a little. Boric acid ointment can be used 
under the lids; if edema is present it is wise to advise the patient 
to sleep in a sitting position. The eyes should be shielded 
from the wind at all times. . .. .. 

FRUIT JUICES and ATOMIC BURNS* ; . ] 

To the Editor: — Are orange and grapefruit.-jmces .contraindi¬ 
cated in the treatment of burns, atomic. ozjh.lherwi.te, because 
of the high potassium content of jliese juidesl Gan you refer 

me to literature on this subject? ■ ■ ~ ; ';V : .j- . 

May-R. Mayers, M'.D:; New York. 


Answer —There is no present evidence that orange and grape- 
ruit juice are contraindicated in the treatment of atomic burns, 
itudies on potassium levels in bums have been done by Moore, 
.ongohr, Ingebretsen and Cope (Ann. Surg. 132:1, 1950) and 
irossweller, Farmer and Franks (Brit. M. J. 2:242, 1950). 
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SUBSTANCES USED TO 
STIMULATE FIBROUS TISSUE 

To the Editor:— To what extent is polyethylene (polythene®) 
being recommended in surgical cases requiring fibrous tissue 
formation? Have any studies been published on dicetyl phos¬ 
phate in human subjects for the same purpose (fibrous tissue 
formation)? Are any other substances being used to stimulate 
fibrous tissue formation? I am familiar with results published 
on polyethylene in hernia and aneurysm; has it been used 
for any other conditions? 

Nelson Libatiio, M.D., Rio de Janeiro. 


Answer.— Polyethylene is being used frequently by a num¬ 
ber of investigators and clinicians as a vehicle or framework 
for bolding irritating substances in place in an area of the 
body where fibrosis is desired. The use of polyethylene in this 
role as a support for irritants represents only a small fraction 
of the clinical use of the material, most of which is employed 
in its pure form to avoid any foreign body reaction. This inert 
property of pure polyethylene permits its use as temporary or 
permanent prosthesis in reconstruction of strictures or defects 
in large arteries, bile ducts, bronchi and interventricular cerebral 
ducts as well as nonirritatmg coverings for the brain, tendons 
and similar situations where fibrosis would be harmful. Poly¬ 
ethylene film has been recommended for use as a protective 
sheath under metal bands used to progressively constrict large 
arteries. This sheath prevents pressure necrosis of the vessel 
wall at the edge of the metal band according to P. C. Shea. 
A search is being made now for suitable absorbable substitutes 
for polyethylene, which represents a permanent sheet of non¬ 
absorbable material. The gradual absorption of this film would 
avoid complications such as reoperation for removal of the 
polyethylene, which may prevent healing when an infection 
occurs, as has been reported in one instance. 

Dicetyl phosphate has been isolated by Yeager and Cowley 
as the irritating factor in the original impure polyethylene 
manufactured by the solvent cast process, the use of which has 
been discontinued by some manufacturers. Pure polyethylene 
film is now being impregnated with dicctyl phosphate powder 
by rubbing of the powder into the film while it is softened by 
heating. Difficulty has been encountered in sterilization of the 
polyethylene film without removal of the water and alcohol 
soluble dicetyl phosphate. Repeated phosphate analysis of both 
the film and the sterilizing solution by Dr. W. R. Todd of the 
biochemistry department at the University of Oregon Medical 
School indicates that soaking the impregnated film in 1: 1,000 
aqueous benzalkonium chloride solution for 20 minutes removes 
less of the dicetyl phosphate than other methods of steriliza¬ 
tion. Although dicetyl phosphate has been used in a number 
of patients for production of fibrosis, there appear to be no 
published data on postmortem findings in humans. Yeager and 
Cowley, as well as Poppe, have observed a pronounced fibrous 
tissue reaction around the dicetyl phosphate in .dogs. 

Substances other than dicetyl phosphate that have been used 
to stimulate fibrOus tissue are numerous. Cellulose hydrate, 
e common type of cellophane, is probably the most frequent, 
ut the variab.e factors and sizings used in its manufacture 
mve made its reactions somewhat unpredictable. Asbestos 
pow er, as recommended by Claude Beck for creating vascular 
. , esions m the pericardial cavity, has been used clinically, 
u ere again the irritating properties of asbestos vary with 
dim ma r ac!uriR S Process. Talcum glove powder has been 
' ,r ! y a number of investigators to produce intestinal 
u t' ons an has been used by Poppe when a small aneurysm 
‘ Unexpectedly and other preparations were 

tn nr miJ ru Uostinilinc dye' has been used in animals 

,p c . 1 rQS!S hut, as indicated by early animal experiments 
P an enauli), proved too toxic for clinical application. 

11 ™°,'?^"'' containing dicetyl phosphate has been used 
primarily )n reinforcing aneurysms and hernia repair. Other 
..' eo . ns,5t "rapping it around the patent ductus or carotid 

nmc? m , CJS ? ccrcbra! aneurysm to produce slow but pro¬ 
gressive development of strictures and stenosis. 


HAIR DYES 

To the Editor: —A patient requested information on a re¬ 
liable hair dye. 1 was unable to help her, and l did not wish 
to suggest any one product without the opinion of the Ameri¬ 
can Medical Association. 

Wilfred Yoslow, M.D., New York. 

Answer. —Certain general precautions are indicated in the 
use of most hair dyes. While the incidence of unfavorable reac¬ 
tions is low, they do occur and they are usually due to the lack 
of adequate directions for use, carelessness on the part of the 
user or a sensitivity that could not be predicted by present mea¬ 
sures. Suggestions for maximum protection against unfavorable 
reactions are as follows: No hair dye should be used where 
lesions are present on the scalp; no hair dye should be per¬ 
mitted to get into the eyes, and directions should be followed 
carefully. 

In general, three main types of dyes are available. Vegetable . 
dyes, the most popular of which is henna, are among the safest. 
Cosmetically speaking, the disadvantages are such that their 
use is limited. 

Metallic salt hair dyes are particularly popular for home use. 
Although the cosmetic results may not be entirely satisfactory, 
indications at present are that metallic salts are not absorbed 
through the intact skin. Possibly a serious reaction to a metallic 
hair dye would result if repeated small amounts were to enter 
the blood stream over a prolonged period through scalp lesions, 
through careless oral ingestion or through the mucous mem¬ 
branes. No report is available that establishes a metallic salt 
hair dye as the cause of metallic salt poisoning. 

The aniline type of hair dye is probably the most effective 
and is also the greatest potential health hazard. Among the 
most extensively used are paraphenylenediamine and para- 
toluylenediamine'. The Food, Drug and Cosmetic Act of 19 38 
prohibits the use of any of these dyes in eye make-up, because 
of serious reactions which resulted prior to that time from their 
use in eyelash dyes. Furthermore, these dyes are relatively fre¬ 
quent sensitizers, and a caution statement on the labeling to 
this effect is required by the foregoing law. In addition, direc¬ 
tions must be included for a skin test to be executed before 
each and every application of the dye. 

■t Another type of dye, which is not so commonly used, is the 
sulfonated azo type dye. Indications are that these may be 
safer than other coal tar dyes, but several applications are 
usually necessary to obtain the shade designated. 

While certain hazards obviously exist in the use of baiT dyes, 
the number of reported cases of reactions is small in relation to 
the number of persons who use hair dyes, rinses and other hair 
-coloring agents regularly. Reactions can be kept to a minimum 
by strict adherence to directions and general precautionary 
measures. 


TREATMENT OF CANCER OF OVARY 


To THE Editor: —I removed a 2,240 Gm. ovarian tumor with 
a pathological diagnosis of papillary pseudomucinous adeno¬ 
carcinoma of the ovary, grade 2. I also did a complete clean¬ 
out of the patient’s pelvis. Numerous seedings were present 
over the peritoneum. The stitches were removed, and x-ray 
therapy was begun a day later. Would you advise further 
palliative therapy in the form of testosterone proprionate? 
H so please outline dosage, frequency’ and duration. When 
should this therapy be started? 

Hill Jr., M.D., Shreveport, La. 


. — — — uo, tuwj, uvancs ana 

omentum, with excision of all implants followed by deep 
therapy is the accepted treatment for this type of malignancy. 
•Hiere have been no reports of successful therapy with the use 
of testosterone propionate. If it were to be utilized, it should 
be given in doses used for the effective treatment of metastatic 
breast cancer, namely, 50 mg. three times a week for a total 
dose of at least 1,200 mg. If following this there has been 
improvement, maintenance therapy should be continued in- 
defimtely. The treatment, if employed, should be begun at onie. 
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WHOOPING COUGH VACCINE 
AND ENCEPHALITIS 

To the Editor: —Recent reports indicate that some few chil¬ 
dren may get encephalitis following the injection of whooping 
cough vaccine as a separate injection or mixed with either 
tetanus or diphtheria. I have been unable to find any such re¬ 
ports. Do you know of any such cases? 

IV. Price Killingsworth, M.D., Port Arthur, Texas. 


2. At least three determinations of the 17-ketosteroid excre¬ 
tion in the urine on different days to exclude the possibility of 
excessive production of androgen. 

3. If no masculinizing tumor is present, the administration 
of estrogen in large doses will inhibit the growth of hair but 
will not cause it to fall out. 

4. It is probably desirable to remove the hair on the face by 
electrolysis. 


Answer.—A mong the 15 cases of encephalitis following the 
injection of pertussis vaccine reported by Byers and Moll ( Pedi¬ 
atrics 1:437 [April] 1948) the vaccine combined with diphtheria 
or tetanus toxoid, or both, was administered in three. It should 
be remembered that most of the cases in the foregoing series 
occurred in a 10 year period when triple antigens were not avail¬ 
able. More recently Anderson and Morris (.Lancet 1:537 [March 
25] 1950) and Vahrman (Brit. M. J. 2:608 [Sept. 9] 1950) have 
. reported encephalitis after injections of combined diphtheria 
and pertussis antigens. However, there seems to have been no 
instances recorded lately when triple antigens were used. 


FORMULAS FOR DETERMINING 
BASAL METABOLIC RATE 

To the Editor: —My records include two formulas which have 
been employed in determining the approximate basal metab¬ 
olism of a person from his blood pressure and pulse rate: 
BMR = (PP -j- PR) — 111; BMR = 0.683(PR + 0.9 PP) — 
71.5. Could you please advise where these formulas first ap¬ 
peared and what, if any, practical value might be placed on 
them? j Jacques Yetwin, M.D., Springfield, Mass. 

Answer.—T he formula BMR = 0.683 (PR + 0.9 PP) — 71.5 
is one suggested by Read \l. A. M. A . 78:1887 [June 17] 1922; 
Arch. Int. Med. 34:553, 1924). ' 

The formula BMR = (PP 4- PR) — ill is a modification 
of the Read formula made by Gale and Gale (Lancet 1:1287 
[June 13] 1931). 

An excellent criticism of these formulas'ha's been given by 
Eugene Du Bois (Basal Metabolism in Health and Disease, 
ed. 3, Philadelphia, Lea & Febiger, 1936,' pp. 340-342). 


CHRONIC SINUS INFECTION 

* 

To the Editor: —What is the consensus among specialists in 
diseases of the nose, throat and ear and in roentgen ^therapy ■ 
concerning treatment of chronic sinus infection and/or lym¬ 
phoid hyperplasia of the nose and throat in children aged 
3 months to 8 years? In the hands of a competent roent¬ 
genologist is there danger of damage to the eye and the 
optic nerve, to the ear and the eighth nerve? . 

J. Reginald Myers, M.D., Everett, Pa. 


Answer.—R oentgen therapy for the conditions mentioned 
is helpful, and results are d f !en gratifying. When the worker is an 
expert, damage to the eye and its optic nerve or to the ear 
and its nerves would be almost impossible. The doses normally 
used are not such that tney can harm these or any other 
structures in the area. 

HIRSUTISM ' * 


To THE Editor:_ Si f hi 20 ye vs old,.single, has excessive 

hirsutism of the face and npoer lipf Mes arc fairly n.,.i:!a- 
(every six weeks t. She began .nenct-'uating at age lx. Would 
dose: of earogu,* t mg . f d‘.cih-W.:ibe\irol e\ cry day for 
two months, do anything toward removing ti-e excessive im -V 


77?£?c Is no c* i:c€ cj ovomoi o- u 


r \or. 


Lewis W. Be»iy, 


Waui. 


a a vswer.—-T he '-iV'blcm oiitiffiect is c. coma*! 
usually wry distvcrsinc to the afflicted re>><-3. It: 

j...acc;v.tre is ... 


geni>!' 
ci. ngs 


ryal--, i.e-ma! dfvrfe: 11 if a: o’ 
k'* ‘"'vC* of CV i Oi ’ 






.I ext err *’ 
a:?:*. : 

of is no* 


ANESTHESIA AND QUININE IN OBSTETRICS 


To the Editor:— In The Journal of Feb. 17, 1951 (page 530) 
are two queries on obstetric problems, “Saddle Block Anes¬ 
thesia in Obstetrics" and “Use of Quinine During Preg¬ 
nancy." 1 disagree with some of the statements in the 
answers. 1. Regarding the use of saddle block anesthesia in 
obstetrics, the statement is made that this type of anesthesia 
"merits an important position in the management of prema¬ 
ture labor, toxemia and certain instrumental deliveries — par¬ 
ticularly the posterior position of the occiput—insuring 
against anoxic depression of the infant from general anes¬ 
thetics.’.' While agreeing with the other points 1 disagree with 
the recommendation that it be used in posterior positions of 
the occiput. For various reasons its use in these positions is 
found to further complicate the picture, except when the cer¬ 
vix is fully dilated and the head is well down. This has been 
observed repeatedly by my associates and me, both in private 
practice and in our service at Charity Hospital, where the 
method was first employed by Adriani and his associates of 
the department of anesthesia. 2. Regarding the use of quinine 
in the treatment of malaria during pregnancy and lactation, 
we have not hesitated to use it by mouth in the usual dosage. 
There is no advantage in its use by injection. I doubt that it 
has any stimulating effect on the pregnant uterus; this view 
is supported by numerous pharmacologists. Its- employment 
as an agent to induce labor has been discontinued because 
it has been found to be of no value. In larger doses, it may 
cause the death of the fetus in utero. In the doses used in 
the treatment of malaria, it- might affect the hearing appar¬ 
atus of the fetus but has not, as far as is known, produced 
fatal effects. For these reasons; efficient substitutes for qui- 
. nine are advisable in the treatment of malaria in the preg- 
nant woman .^ V-;;; - E. L. King, M.D., 

,~y e Professor of Obstetrics, Emeritus, , 

> Tulane University, 

V :-!New Orleans. 


VISUAL ACUITY ^F .A TEACHER p- 
To the Editor:—//: the answer in The Journal (Match 10, 
1951, page 774) to the query on “VisualAcuity of a Teacher" 
an erroneous recommendation is mo^a, to the effect that a 
teacher with low visual acuity tr aid be especially well adapted 
for teaching sight-saving classes.lla'ving obserged'lhe work of 
many teachers of children. with paiddl sight, all over the 
United States, J-am convinced that such a teacl/er wqtffd’be at 
a great disadvantage? Although many schbop^qktarq.ifvpil- 
a bie in 18 point type,.the. variety of books so - 1 IS 

r ' i'mitttd. It is necessary'in' every class of. chiVdi 
' 1 sl at that the teacher secure other books dnts'sub-'.a-.mT "■>- 
• r i,,ding newspapers and news magazines, pratfry ^ - '»<> 

8 point and even smaller type, which 'are i par 

Vv-.-ji in education. The teacher.of children wilhfarw 'l 
therefo-e, needs particularly good' vision-to 'interpret to the 
ch't-i- ' "r-'ui that, they cannot read. Often-the teacher 
t the most significant of sucli.inin’-’f '"' 0 a bulletin 

’oard -so that it nitty' bedyaPnme io the. children. 

T- _ ;•, ,wi%e able tb'dpifshe'wer.esenmislyhandi- 

; . Persons with such handicaps should"not be 

t . .. gsider themselves "especially well adapted 

f c , ......her. with 'partial sight. 

r . M. Foote, M.D., 

Sxccmli: Director 

National Society for the’Prevention'of Blindness, 
1790 Broadway, New York 19. 









ft - 'jM 

THOMAS P. MURDOCK 

^ Tft. * A 


Meriden, Conn. 


WALTER B. MARTIN 


EDWARD J. McCORMICK 

Norfolk, Va. 


Toledo, Ohio 




EDWIN S. HAMILTON 
Kankakee, 111. 

• »j 

LOUIS H. BAUER, Chairman 

GUNNAR GUNDERSEN 
La Crosse, Wfs. 


■ . - 

Hempstead, N. Y. 



LEONARD V/.-LARSON * • • 

y l . Bismarck, N. D.' .. * 

WMs iy • ■ 

. F. J. L, BLAS1NG/ME 

• • ’ WJsartcn, Texas 


DWIGHT H. MURRAY 














60 

S c^ n ° n 



^plftotoSW 

SecW««^ 


f ,* . 

[ ' ‘A 






■SS 5 «^- 

S««‘’ n0 ' 


«^r WT 

s „,„.asa“*"” 



1 S. RAVOIN 
phiUdelP'” 8 

Ctiaitrni n 

oSfrSWi- 




iOSEPH B, BILDE-RBRCK 
J0SE PortW«.0«- 

Chairman 

Seci^on on Psdia^ts 


J, C. DICKINSON 
Tampa, Fla. 
Chairman 

Section on Radiology 



3. WILTON ROBB 
Detroit 
Chairman 

Section on Laryngology, 
Otology and Rhinology 



LOUIS J. KARNOSH 
Cleveland 
Chairman 

Section on Nervous and Mental Diseases 











( 



GEORGE «^S(W» . 

CteAT««« - ^...^ 



m VIS £♦ GREER 

Houston. Texas 
Chairman 




JOHN A. TAYLOR 
New York 
Chairman 
Section on Urology 



JAMES A. GREENE 
Houston. Texas 
Chairman 

Section on Experimental Medicine 
and Therapeutics 




ARTHUR B. HUNT 
Rochester, Minn. 

Chairman 

Section on Obstetrics and Gynecology 










Section on 


Secretary 

Physical Medicine and 


Behaijimation 



FRANCIS M. FORSTER 
Washington, D. C. 
Secretary 

Section on Nervous and 
Mental Diseases 



Rfd S e. F r«™ N 

Section on d Secretary 
on Preventive 

and P»M/e Hea|(h S,r,a ' «««ofn. 



Secretary 

Section on Anesthesiology 


Section on Radiology 


Section on General Practice 



JAY A. MYERS 
Minneapolis 
Secretary 

Se,.' jn on Diseases of 
the Chest 






DONOVAN C. BROWNE 
New Orleans 
Secretary 

Section on Gastro-Enterolrgy 
and Proctology 





' 4 

-yv. • ■■ - A, 



-Section ofsT^ 

antf ^Mrjnof 3 ' 0 " 3 ' 








THE JOURNAL 

of the American Medical Association 

Published Under the Auspices of the Board of Trustees 


VOL. 146, NO. 6 


CHICAGO, ILLINOIS 

Copyright, 1951, BY American Medical Association 


JUNE 9, 1951 


EARLY DETECTION OF BRONCfflOGENIC CARCINOMA 

Donald L. Paulson, M-D. 
and 

Robert R. Shaw, M.D., Dallas, Tex. 


The over-all salvage rate for bronchiogenic carci¬ 
noma remains disappointingly low in spite of advances 
in its surgical treatment. Pulmonary resections for this 
neoplasm are now common and can be performed with 
low morbidity and mortality rates. The disappoint¬ 
ing fact is that although surgical removal offers the best 
treatment available today, it cannot be applied to two 
thirds of the patients with bronchiogenic carcinoma be¬ 
cause the cancer is so far advanced when first seen by the 
surgeon. The medical profession, having developed an 
acceptable treatment for cancer of the lung, is now con¬ 
fronted with the problem of its earlier detection in order 
to make its treatment more effective for the over-all 
group of persons with this disease. 

Recently, we have surveyed our experience during the 
past three and one-half years with 362 patients having 
bronchiogenic carcinoma. Of this group, 180, or 50 per 
cent, were considered clinically inoperable when first 
seen because the cancer was so far advanced. Of the 
remaining 182 patients operated on, the lesion was found 
to be inoperable at exploration in 75, or 20 per cent of 
the total number. It was possible for us to resect the 
lesion-in 107 patients, or only 30 per cent of the original 
number. In approximately one half of these, the resection 
was classified as palliative and not curative because of 
the extent of the lesion. 

The patient, the physician and the natural history of 
the cancer itself all share in the responsibility for this 
state of affairs. A review of the histories of the patients in 
this scries revealed that there was an average elapsed 
time of five months from the onset of symptoms until the 
patient sought medical advice. This delay is‘attributed 
to the casual attitude of the patient toward his symptoms 
and the failure of the cancer itself to produce any or, as 
far as the patient is concerned, only trivial symptoms 
during the initial few months. Of greater significance, 
however, is that another six month period, on the aver¬ 
age, was consumed before the correct diagnosis was 
made or suspected after the patient presented himself to 
t ic physician. A total of 11 months was lost on the aver¬ 


age before suitable treatment could be applied. It is not 
surprising, therefore, that only 30 per cent were re¬ 
sectable. 

Through education of the public, with particular refer¬ 
ence to the significance of a cough and the necessity for 
periodic roentgenograms of the chest, the delay on the 
patients’ part may be reduced but its elimination will be 
difficult. The six months’ delay on the part of the physi¬ 
cian, however, constitutes a real challenge to all of us, 
which we must accept and answer. 

What are the reasons for this six months’ delay in the 
physician’s suspecting or making a diagnosis of bron¬ 
chiogenic carcinoma? It cannot be attributed to a lack 
of concern or conscience on the part of the physician in 
most instances. In almost all cases it is due to an error 
in the original diagnosis and the absence of a character¬ 
istic clinical pattern early in the disease. The symptoms 
of a bronchiogenic neoplasm are largely those of infec¬ 
tion, common to almost any lung disease. Its onset is 
insidious, and its manifestations are not usually clearly 
indicative of the underlying cause until late in its natural 
course. For this reason, the physician is frequently fooled 
early in the course of the disease and makes an erroneous 
diagnosis of asthma, bronchitis, virus pneumonia, un¬ 
resolved pneumonia, tuberculosis or a fungus disease. 

Attitudes of mind may contribute to the delay in diag¬ 
nosis. The medical profession as a whole cloc:, not fully 
appreciate the prevalence of bronchiogenic carcinoma. 
This tumor by apparent and probable actual increase is 
now the commonest cancer as a cause of death in men. 
The greatest number of cases occur between the ages of 
40 and 60 years. If this prevalence were fully appreci¬ 
ated, bronchiogenic carcinoma would be high on the list 
of possibilities in the differential diagnosis for any pul¬ 
monary or bronchial lesion in a man over the age of 40. 
Suspicion alone of the possibility of this lesion leads to 
an earlier accurate diagnosis. Also the physician is natu¬ 
rally reluctant to make a diagnosis of such a serious 
tumor with all it entails, and he tends to favor a less 
serious condition which can be treated by simpler mcas- 
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ures and carries a better prognosis. This reluctance 
should give way to an eagerness on the part of the phy¬ 
sician to detect these neoplasms early, when a cure is 
still possible. 

Virus or atypical pneumonia and unresolved pneu¬ 
monia are two of the commonest erroneous diagnoses, 



Fig. 1.—Roentgenogram of the chest taken in January 1949, revealing 
an area of obstructive pneumonitis in the right upper lobe. 


which contribute to the delay in the discovery of bron- 
chiogenic carcinoma. The diagnosis of virus or atypical 
pneumonia can be made only by inference; there is no 
positive diagnostic test for this condition. If a diagnosis 
of virus or atypical pneumonia is made and the lesion 
within the chest does not clear promptly, the physician 
must consider the possibility of another cause such as 
bronchiogenic carcinoma. Virus pneumonia accounted 
for over one half of the errors in diagnosis in patients 
having bronchiogenic carcinoma who were finally re¬ 
ferred to us for treatment. 


treated conservatively. Yet pathologists do not recognize 
it as an entity and use the term fibroid pneumonitis to 
describe such a lesion. Fibroid pneumonitis usually re¬ 
sults from an inflammatory process distal to a blocked 
bronchus, and the block may be due to a neoplasm. A 
true pneumonia will resolve promptly, and if resolution 
does not occur, another cause in differential diagnosis 
must be considered. Bronchiogenic carcinoma, bronchi¬ 
ectasis, abscess and tuberculosis are the common causes 
of an obstructive (fibroid) pneumonitis. In a man over 
the age of 40, the lesion must be considered due to carci¬ 
noma until proved otherwise. The proof may readily re¬ 
quire surgical exploration. 

The third factor influencing the delay in the diagnosis 
of bronchiogenic carcinoma is its natural history or 
pathologic course. Unfortunately there is a large group 
of patients in whom it is impossible for one to make the 
diagnosis at a time when surgery is still applicable. As a 
result of our study of 362 patients, we found that in 25 
per cent the initial complaint that prompted the patient 
to seek medical advice was one indicating inoperability, 
such as headache due to a cerebral metastasis, loss of 




Fig. 2 .—Roentgenogram ot the chest of the same patient' as in figure 1 
taken in May 1949, revealing clearance of the obstructive pneumonitis by 
means of antibiotic therapy. A carcinoma is still present but not visualized. 

Unresolved pneumonia is a diagnosis that should be 
discarded in view of an improved understanding of pul¬ 
monary lesions. Unfortunately it is used as a description 
of a lesion of unknown origin visualized in the roent¬ 
genogram. It infers a benign- condition which should be 


Fig, 3.—Roentgenogram of the chest of the same patient as in figures 1 
and 2 taken in September 1949, revealing an atelectasis of a portion of the 
right upper lobe. Surgery at this time revealed a bronchiogenic carcinoma. 

voice due to involvement of the recurrent laryngeal 
nerve, painless pleural effusion, dysphagia due to involve¬ 
ment of the esophagus, involvement of distant organs as 
the peritoneum, or subcutaneous metastases due to gen¬ 
eralized spread of the cancer. The insidious course and 
the paucity of symptoms early in this group constitute an 
insoluble problem in diagnosis except by routine, peri¬ 
odic, roentgenographic examination of the chest. Twenty 
per cent of our patients had an undifferentiated bron¬ 
chiogenic carcinoma. This cell type is highly malignant, 
rapidly invasive and tends to metastasize early. Only 8 
per cent of the resections were made up of undifferenti¬ 
ated carcinomas, and only one of these patients has sur¬ 
vived over 12 months. It is widely recognized that an 
undifferentiated carcinoma is practically a sign of in¬ 
operability in itself. If 25 per cent of the patients in whom 
tjie.initial complaint indicated inoperability are added to 
the 20 per cent who have an undifferentiated type of car¬ 
cinoma and allowance is made for some overlapping in 
the two groups, we estimate that roughly 40 per cent of 
patients having bronchiogenic carcinoma are inoperable 
when first seen by their physician. This leaves about 60 
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per cent, or two thirds, in whom early diagnosis may 
make a cure possible. Today we are getting the oppor¬ 
tunity in only 30 per cent or less than one third. 

SYMPTOMATOLOGY 

Bronchiogenic carcinoma passes through early a 
silent phase of variable duration, depending on its 
growth potential. It produces symptoms only by break- 
fng through the bronchial mucosa, which thereby pro¬ 
duces an irritating cough, or by blocking the bronchus, 
with the resultant obstructive pneumonitis in the area 
of lung supplied by that bronchus. The cough is pro¬ 
ductive of mucoid, blood-streaked or rusty sputum. In 
many instances the first symptoms are common to the 
less serious respiratory disorders and consequently re¬ 
ceive little serious attention. As time goes on, these 
symptoms become more severe, and new ones are added. 
Cough, pain, weight loss, hemoptysis, dyspnea, fever, 
recurrent respiratory infections, wheezing and hoarse¬ 
ness are the symptoms that develop later in the course 
of the disease. Cough is the most constant symptom and 
usually persists throughout the course of the disease. 


Fig. 4.—Roentgenogram of the chest illustrating a lobuiated unilateral 
mass with a surrounding pneumonitis typical of a bronchiogenic carcinoma. 

Wheeze and hemoptysis usually occur early and are due 
to encroachment on the bronchial lumen or erosion of 
the mucosa. Pain is actually a late symptom unless it 
be due to the accompanying pneumonitis. The pain of 
the carcinoma itself is caused by pleural, chest wall or 
mediastinal involvement, all of which portend an already 
ar advanced lesion. Weight loss, dyspnea, fever and 
foarseness all come late. There is no characteristic symp¬ 
tomatic pattern for bronchiogenic carcinoma until late. 

c must raise out indices of suspicion to detect this 
esion early without the advantage or benefit of a char¬ 
acteristic symptomatic pattern. 

nOENTGENOGRAPHIC EXAMINATION 
oentgenographic examination of the chest is the 
most valuable single method available for the early de¬ 
tection of bronchiogenic;carcinoma. The neoplasm itself 
may not be visualized usually, but its effects are seen as 
areas of obstructive pneumonitis (figs. 1, 2 and 3). 
csions within the hilum growing outside the bronchial 
umen may appear as a lobuiated unilateral mass. The 
s a ow cast on the roentgenogram is composed of tumor, 


lymph nodes and the pneumonitis in the adjoining lung 
tissue (fig. 4). A tumor which grows mainly into and 
around the bronchus may produce collapse of an entire 
lung, a lobe or a segment, with retraction of the mediasti¬ 
num and the diaphragm (fig. 5). Earlier the affected 
lung, lobe or segment may be emphysematous because 



Fig. 5.—Roentgenogram illustrating segmental atelectasis of the right 
lower lobe due to bronchiogenic carcinoma. 

of trapped air. An early roentgenographic sign of bron¬ 
chiogenic carcinoma is a localized area of emphysema on 
expiration. 

Tumors arising in smaller bronchi rapidly become ob¬ 
structive and early give rise to a circumscribed, round 
or ova! shadow in the roentgenogram. It must be differ¬ 
entiated from the tuberculoma, coccidioidal granuloma, 
cyst and abscess (fig. 6). Usually this is impossible ex¬ 
cept by exploratory thoracotomy. Not infrequently this 
type of lesion undergoes cavitation due to central necro¬ 
sis or the associated pneumonitis (fig. 7). In such in- 



F.g, 6. Roentgenogram illustrating peripherally located bronchiogenic 
esremoma of the right upper lobe. 

stances an erroneous diagnosis of lung abscess may be 
made by the roentgenologist. 

Tumors arising in' the extreme periphery of the lung 
may not cast a shadow on the roentgenogram. Four 
cases in this series were of this type. The initial symptom 
was pain. Surgical exploration revealed a plaque of card- 
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noma involving visceral and parietal pleura. A periph¬ 
eral opacity separate from the underlying lung may be 
visualized in the roentgenogram. Tumors of this type in 
the apex are referred to as superior sulcus tumors. They 
may occur on any surface of the lung. Pleural effusion 
may be the first sign of a peripherally located tumor. 

Both posteroanterior and lateral roentgenograms 
should be utilized in any examination of the chest, be¬ 
cause there are large areas in the lung fields not visual¬ 
ized by the ordinary posteroanterior roentgenogram 
alone. Small neoplasms may be obscured by the heart 
shadow, the arch of the aorta or the pulmonary vessels. 
A lateral roentgenogram will visualize lesions in these 
obscure areas. Bronchography may be of value in reveal¬ 
ing an abrupt bronchial block. Laminography likewise 
is of great value in showing bronchial blocks or tumors 
in the above mentioned obscure areas. 

One must always be mindful of the fact that roent¬ 
genograms reveal shadows only, and that there is noth¬ 
ing diagnostic of the type of shadow produced by a 
bronchiogenic carcinoma. By experience we have learned 
to make a roentgen diagnosis on the basis of percentage 



Fig, 7.—Roentgenogram illustrating cavitary carcinoma of the left upper 
lobe. 

possibilities. Very often actual surgical exploration is 
necessary for the precise determination of the nature of 
the lesion. Interpretation of the shadow in the roent¬ 
genogram must be made in correlation with the history, 
the physical signs, laboratory findings and observations 
made at bronchoscopy. 

SPECIFIC METHODS OF DIAGNOSIS 
Of the specific methods of diagnosis in bronchiogenic 
carcinoma, bronchoscopy is the most valuable. By this 
procedure, one is abie to visualize the bronchial tree, 
obtain tissue from the lesion for study by the pathologist 
and collect bronchial secretions or washings for cyto¬ 
logic study. It must be remembered that all parts of the 
bronchial tree are not visible bronchoscopically. This 
means that carcinomas arising in the smaller bronchi arc 
not accessible to either visualization or biopsy. Bronchial 
secretions or bronchial washings may be obtained from 
the suspected lobe. Malignant cells which have exfoliated 
from the neoplasm may be found in the material thus 
aspirated. Examination of the patient’s sputum may like¬ 
wise reveal the presence of malignant cells. In view of the 
limitations of bronchoscopy in the examination of the 


1. Overholt, R. H., and Schmidt, T. C.: Silent Phase of Cancer of the 
- Lung, J. A. M A. 141: K17 fNVv. 1 ')> 19-19. 


tracheobronchial tree, it must be remembered that a 
negative finding in bronchoscopy or failure to find malig¬ 
nancy in either a biopsy or in bronchial secretions or 
washings does not rule out carcinoma. In other words, 
a positive finding is of great significance but a negative 
finding does not rule out the possibility of carcinoma. 

Lung aspiration or needle biopsy, although advocated 
by some, is, in our opinion, hazardous and superfluous. 
If one suspects carcinoma, exploratory thoracotomy 
should be done anyway, regardless of the findings by 
needle biopsy. The dangers of needle biopsy are air 
embolism, pneumothorax, spread of the carcinoma along 
the needle tract, tumor embolism and empyema. In our 
opinion the use of aspiration biopsy should be limited 
to those patients in whom exploratory thoracotomy is 
contraindicated and a proved diagnosis is desirable. 

Another specific method of diagnosis in bronchiogenic 
carcinoma is exploratory thoracotomy. The risk of ex¬ 
ploratory thoracotomy is very low, being no greater than 
the risk of exploratory laparotomy. It so happens that 
most of the lesions that will be confused with bronchio¬ 
genic carcinoma are amenable to and should be treated 
by resection. At the time of the exploratory thoracotomy, 
biopsy of malignant tissue in the hilar lymph nodes or at 
the extreme periphery of the lung may be performed. If 
the lesion is inaccessible for biopsy, either a segmental re¬ 
section or a lobectomy should be done, the tissue exam¬ 
ined by the pathologist immediately and a report given 
the surgeon. The appropriate procedure may then be 
carried out. 

After completion of a careful history and physical 
examination, a roentgenographic examination of the 
chest and bronchoscopic examination for an indetermi¬ 
nate lesion in a man over the age of 40, exploratory 
thoracotomy is mandatory and should be accomplished 
without delay. The passage of time is inimical to the 
patient’s best interest. Observation of the patient for a 
period of time is extremely unwise. If the lesion remains 
unchanged, one still cannot rule out the possibility of 
bronchiogenic carcinoma. If the lesion increases in size 
or a distant metastasis becomes evident, one has been 
guilty of loss of valuable time for the patient. The,.ques¬ 
tion the surgeon should ask himself in regard to all inde¬ 
terminate chest lesions is this: Can I honestly tell the pa¬ 
tient this is not a carcinoma? If he cannot, the patient 
should be advised to have an immediate thoracotomy. 

EARLY DIAGNOSIS OF BRONCHIOGENIC CARCINOMA 

The early diagnosis of bronchiogenic carcinoma is 
difficult if one demands absolute proof of the presence 
of this lesion for the diagnosis. However, if one’s index 
of suspicion is maintained at a high level, the early de¬ 
tection of bronchiogenic carcinoma is not impossible. 
In about two thirds of the patients having this condition, 
earlv diagnosis is possible if one keeps in mind the preva¬ 
lence of this type of cancer, its natural history and its 
symptomatology. Appropriate studies, including roent¬ 
genography, bronchoscopy and exploratory thoracot¬ 
omy are indicated to make the diagnosis. 

Because of the natural course of bronchiogenic carci¬ 
noma, there is an early silent phase in which a lesion can 
be detected only by routine, periodic roentgenograms of 
the chest, as suggested by Overholt and Schmidt in 
1949. 1 As a result of surveys for tuberculosis, as many 
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as 10 asymptomatic carcinomas per 100,000 roentgeno¬ 
grams have been found. Mass surveys have been ex¬ 
tremely valuable in case finding for tuberculosis and have 
reduced the incidence of far advanced cases by the dis¬ 
covery of minimal cases. In the future it may be possible 
to do the same for bronchiogenic carcinoma. In the 
meantime, we can improve our detection of those cases 
we are seeing every day by making an earlier diagnosis. 

SUMMARY 

The over-all salvage rate for bronchiogenic carcinoma 
remains disappointingly low in spite of advances in its 
surgical treatment. Pulmonary resection could be applied 
to only 107, or 30 per cent, of 362 patients having bron¬ 
chiogenic carcinoma seen by us during the past three and 
one-half years. The patient, the physician and the natural 
course of the cancer itself are responsible for the late 
diagnosis of bronchiogenic carcinoma. A plea for the 
early detection of this lesion is made, and the symptom¬ 
atology, the roentgenographic findings and specific meth¬ 
ods of diagnosis are reviewed. 

3810-3812 Swiss Avenue. 

ABSTRACT OF DISCUSSION 

Dr. John C.‘ Jones, Los Angeles: That a longer delay exists 
between the time the patient first consults his physician until the 
true diagnosis is made than between the time from the initial 
onset of symptoms until the patient consults his physician in re¬ 
gard to these symptoms is a shocking reality. In Dr. Paulson’s 
series there was an average delay of five months from the onset 
of symptoms until the patient consulted his physician, and then 
there was another average delay of six more months after the 
patient went to his physician before the correct diagnosis was 
made. I reported a series of patients with carcinoma of the lung 
four years ago, and I was more encouraged about the outlook of 
early diagnosis of bronchogenic carcinoma at that time than I am 
now. In our group of cases, if the patients who are diagnosed by 
mass roentgenogram surveys are excluded, 1 believe there is a 
longer delay from the time the patient consults the physician 
until a correct diagnosis is made than there used to be five years 
ago, I tried to analyze these cases, and the only conclusion that I 


came to is that when there were only the sulfonamides, we phy¬ 
sicians had a few drugs to use and the diagnosis was eventually 
made. Now we have too many drugs. Therefore, we start with 
the sulfonamides; then the patient is put through the whole 
gamut of antibiotics and he does not improve. Discouraged, he 
goes to another physician, who treats him with courses of the 
various antibiotics all over again. There are just too many differ¬ 
ent preparations, and the patient is subjected to a lot of therapy 
and is not exposed to any diagnostic acumen. There is going to 
be a limit to the technical improvements of pneumonectomy 
that a surgeon can contribute. The incidence of complications 
is low. Four years ago 1 reported a series of pneumonectomies 
in which the mortality was 4 per cent. The improvement in the 
results of the treatment of carcinoma of lung must come as the 
result of early diagnosis and mass roentgenogram surveys. Dr. 
Paulson stated that 30 per cent of his patients were operable, 
but half of these were patients in whom he was sure at the 
time of the operation that he was doing only a palliative pro¬ 
cedure. Actually then he was offering a cure to 15 per cent, and 
not 30 per cent, of the operated patients. I do not believe the 
surgeon should hesitate, if he cannot find lymph nodes either 
peripheral or central, to do a so-called lobectomy biopsy. Cer¬ 
tainly an older patient with a peripheral lung carcinoma and 
fibrotic and emphysematous changes may withstand a lobectomy 
without complication and dyspnea, and furthermore the end re¬ 
sult of a cure may in a whole series of patients be just as good as, 
if not better than a pneumonectomy, which is hazardous in this 
type of patient. Then too, if it turns out that the patient has a 
benign lesion, only the lobe has been resected, and the patient has 
not been incapacitated. He has been given the protection of an 
earlier and an accurate diagnosis and with no sacrifice. If 
thoracotomy is done in patients who are hopelessly inopera¬ 
ble, then the physicians who are to care for these patients after¬ 
ward are going to be discouraged with exploratory thoracotomy. 
If a patient is hopelessly inoperable, then that patient is not so 
well off or so comfortable as he was before the procedure; Such 
indiscriminate practice contributes only to the discouragement 
of the patient and the' physician who treats the patient until the 
latter dies. 

Dr. Donald L. Paulson, Dallas, Tex.: I agree with Dr. 
Jones about exploratory thoracotomy and obviously hopeless 
lesions. We are coming to the position more' and more that if 
we are sure that a cancer is of the undifferentiated small cel! 
type, we most usually should not offer surgery to the patient, 
because our results are poor from the standpoint of resection 
in that group. 


THE HEREDITY OF EPILEPSY AS TOLD BY RELATIVES AND TWINS 

William G. Lennox, M.D., Boston 


“Can there be marriage and children”? This is one of 
the most urgent questions propounded by the epileptic 
and his relatives, and one of the most difficult to answer. 
Answers given by doctors differ radically. One will deny 
and the next will affirm the importance of heredity. In 
giving advice, many forget that the problem refers to a 
person possessed of not just one transmissible trait*, but 
of many. A condition that argues against marriage and 
children may be neutralized, or even outweighed; by 
other conditions that favor marriage. These will be con¬ 
sidered after the testimony of relatives has been reviewed. 

OPINIONS IN THE PAST . 

For the most part, doctors and laymen alike have rec¬ 
ognized a transmissible quality. Hippocrates called epi- 
lepsy^a familial disease. Burton’s “Anatomy‘of Melan¬ 
choly states that the ancient Scots “instantly gelded” 
any man with falling sickness and if a woman “were 


found to be with child, she with her brood were buried 
alive.” The laws (happily'mo'ribund) of 14 of our states 
go one step fur!her—fdrbidd i ng marriage of the epileptic, 
and even threatening fine or^imprisonment for any who 
assist. ' ' r "- ~ r ' 

'?F th iTmportant subjecLof genetics, man plays second 
fiddle to ,the fruitJn spite of the importance of the 
guesfion.o'f heredity of epilepsy to both patients and the 
public,, published data on the subject have, in general, 
been conflicting.or.unconvincing. References and back¬ 
ground information-will be found "m certain previous pub- 
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lications. 1 At present, 1 am concerned with evidence gar¬ 
nered from two groups: first, the 20,000 near relatives of 
approximate!}' 4,000 epileptic patients, and, second, 122 
twin pairs affected by seizures. 

METHODS OF STUDY 

One must first consider the inaccuracies that attend a statistical 
study of the symptom complex called epilepsy. There are uncer¬ 
tainties of definition and of differential diagnosis. In addition, the 
family and other history must be obtained about an illness which 
many persons consider a deep disgrace. In order to study the rela¬ 
tive influence of genetic and acquired factors in epilepsy, one 
must separate patients into those with and those without evidence 
of brain damage that existed prior to the first seizure. Evidence 
includes the past history, the pattern of the convulsive phenom¬ 
ena, neurological examination and the findings in certain tests, 
such as the pneumoencephalographic and the electroencephalo- 
graphic. Decision is complicated by the fact that the observed 
brain damage may be a result, rather than a cause, of the epi¬ 
lepsy. Because evidence both of a brain lesion and of a significant 
family history may be hidden, the assignment of cause or causes 
in many cases must be deferred. Some writers employ a name 


64 



Fig. 1.—Incidence ot epilepsy among 20,000 near relatives with reference 
to antecedent brain damage and ape at onset of the seizures. The number 
of relatives and the age at the time of the first seizure are indicated at 
the bottom of the chart. The scale at the left gives the percentage of 
relatives who have had secures. The solid columns represent the patients 
without antecedent brain damage, and the hatched columns, those with 
evidence of such damage. The wavy line near the bottom represents the 
portion of draftees (.0.515 per cent) rejected because of epilepsy during 
the World War I. The waviness of the line suggests the possible inaccuracy 
of this figure. 


idiopathic or cryptogenic, which sounds meaningful but says 
only, “l don't know." The terms "cause unassigned” seems prefer¬ 
able. Again, the forces of nature and nurture (or heredity and 
environment) are not fixed and are not mutually exclusive. 
Thus, the seizures of many patients will be the result of both 
predisposition and brain injury. Furthermore, the predisposition 
will be the minor factor in one patient and the major factor in 
another. Thus, among 2,053 patients seen in the office (three- 
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fourths) or in the clinic (one-fourth), the proportionate represen¬ 
tation of causes was as follows: a family history of epilepsy or 
migraine, 43 per cent; evidence of cerebral damage that ante¬ 
dated the first seizure, 27 per cent (with overlapping of these two 
conditions in )1 per cent) and cause as yet unassigned, 41 per 
cent. The present report is an effort to reduce the size of this 
large, unassigned (idiopathic) group. 

DATA FROM FAMILY TREES 

My colleagues and I have studied the family histories 
of 4,231 patients seen in the office or the clinic. Data for 
approximately one third of these were supplied by cer¬ 
tain members of the American Neurological Associa¬ 
tion. Because the symptom of seizures is scattered widely 
throughout the population, every family tree, if examined 
twig by twig, would display one or more instances of this 
disorder. In addition to counting the number of affected 
families, we determined the number of affected persons 
in the population that immediately surrounded the pa¬ 
tient—his parents, siblings and children. Even in this 
compact group, diagnoses are often in doubt. In these 
tabulations, a person subject to seizures that were not 
considered syncope, hysteria, carotid sinus syndrome or 
the result of defective metabolism was counted as epi¬ 
leptic without regard to precipitating conditions, such as 
fever, excessive use of alcohol or extreme emotion. The 
question whether one or two seizures are necessary for a 
diagnosis was compromised by accepting one seizure in 
one-half and two seizures in the remaining half of the 
total group. 

Epileptic patients were divided into two groups— 
those with and those without evidence of a neuropatho- 
Jogic condition that antedated the first seizure. Of these 
patients, 22.9 per cent gave evidence of antecedent 
gross brain lesions (with or without a significant fam¬ 
ily history) and were assigned to the group having 
“symptomatic,” or acquired, epilepsy. This left 77.1 per 
cent in the group without prior damage to the brain, 
composed of the patients with “essential” (genetic) epi¬ 
lepsy and the patients with unassigned cause. The results 
are displayed in the two left-hand bars of figure 1, 

The incidence of epilepsy among all near relatives 
was 3.2 per cent. In the group without brain damage it 
with 3.6 per cent. For the group with brain damage, 
the incidence was 1.8 per cent. Thus, judging from the 
number of epileptic relatives, the genetic influence in 
the group with symptomatic epilepsy was one-half that 
present in the group with essential epilepsy. 

For data regarding the incidence of a condition to have 
meaning, there must be comparison with the distribu¬ 
tion of this condition throughout the general population. 

In the two world wars, approximately 0.5 per cent (1 in 
200) of draftees were excluded because of epilepsy.- 
Persons confined to institutions and children, with their 
hieh seizure rate, were not involved—moreover, many 
men failed to report seizures that might be quiescent, 
and the screening of others was extremely coarse. These 
conditions would tend to depress the incidence below 
its true general level. The wavy line in figure 1 expresses 
the uncertainty regarding the accuracy of the draft values. 

In the group of patients with brain intact, the incidence 
is 7.2 rimes that reported in the draft. In the group with 
damage to the brain, it is 3.6 times as great. If the two 
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groups were mutually exclusive and epilepsy in the group 
with brain damage were due solely to the acquired con¬ 
dition, then affected relatives of this group should not 
exceed the number in the general population. A threefold 
increase simply reflects the fact that in many patients 
both genetic and acquired conditions are at work. The 
physician whose patient has onset of epilepsy after a head 
injury cannot say that the chances of epileptic offsprings 
are nil, nor can the physician who sees a family tree be¬ 
decked with epilepsy or migraine close his mind to the 
possibility of brain tumor. 

Age at Onset .—Conditions that are predominantly 
genetic tend to manifest themselves early in life. If per¬ 
sons whose seizures started in early childhood have an 
unusually large number of epileptic relatives, this fact 
strengthens the evidence for heredity. This number 
should be disproportionately large also for the group 
without prior brain damage. The slender columns of fig¬ 
ure I display the results of tabulations designed to test 
these points. The age at onset was taken as that at the 
first seizure, even if this occurred in the first months of 
life and recurrent attacks did not start until years later. 
In the group with undamaged brain, if epilepsy began in 
infancy, 6.4 per cent of relatives were affected, against 
only one-fourth that number (1.5 per cent) if epilepsy 
started after the age of 30. Corresponding percentages 
for the group with brain damage are 2.9 and 1.3 per 
cent, respectively. The fact that this symptomatic group 
shows some downward progression as the age at onset in¬ 
creases points again to a genetic influence at work, even 
in the presence of an apparently sufficient acquired 
cause. (The objection might be raised that the younger 
the patient, the greater the parental history of seizures, 
since parents themselves might be the informants. On the 
other hand, the older the patient, the more time there 
would be for epilepsy to have developed in siblings, and 
perhaps in children. Moreover, the factor of adequate 
information should affect the essential and the sympto¬ 
matic group equally.) 

EVIDENCE GAINED FROM TWINS 
The statistical data already presented suffer from the 
uncertain 'mixture of genetic and acquired elements. 
One-egg (monozygotic, similar, identical) twins offer 
the great advantage that the element of heredity is the 
same for the two persons (the co-twins) that compose 
the pair. Hence, characteristics that are hereditary (such 
as the color of hair and eyes, the height and weight, the 
blood type and the electroencephalographic pattern 3 ) 
are the same. Consequently, to the degree that seizures 
or the tendency to them is genetically derived, both co¬ 
twins of a one-egg pair will be epileptic or have that 
tendency. On the other hand, if but one has seizures and 
these followed some acquired lesion of the brain, the 
epilepsy of that person presumably is acquired. The fam¬ 
ily histories of the twins of this study support this pre¬ 
sumption. Of the 167 near relatives of one-egg twins 
without evidence of brain damage prior to the onset of 
seizures, 6.6 per cent were epileptic, against none of the 
103 relatives of the one-ega twins with evidence of a prior 
pathologic state. 


Two studies dealing with series of epileptic twins have 
been published, the one by Rosanoff, Handy and Rosan- 
off 4 and the other by Conrad. 5 Although the series were 
of satisfying size, namely, 107 and 157 pairs of twins 
respectively, the cases apparently were gathered by 
means of reports from institutions, without personal 
examination, and, of course, the studies did not include 
the use of the electroencephalograph. 

The series of 122 pairs of twins here reported has been 
collected during the past 15 years with the assistance of 
associates, especially Dr. and Mrs. F. A. Gibbs. Patients 
were encountered in clinic or in private practice, many of 
them through referring physicians in various sections of 
the country. Of the 122 sets of twins, 13 were not exam¬ 
ined personally; of four others, only one co-twin was 
seen, and electroencephalograms of six pairs were not 
obtained. Two of the twin pairs had been reported pre¬ 
viously by others. 0 The questions of zygosity, often a 
difficult one, was decided through comparison of the 
various physical hereditary traits, details of which appear 
in preceding communications. 7 

Sixty-nine pairs were judged to be derived from one 
ovum and 53 pairs from two ova. The difficulty of deci¬ 
sion is often increased because one set of twins may be 
more nearly identical than another set, and, more im¬ 
portant, an acquired brain injury, derived perhaps from 
the convulsions themselves, may alter characteristics used 
in judging identity, such as size, the intelligence of the 
person and his electroencephalogram. In young children, 
confusion may arise because the first seizure may have 
been a febrile convulsion which, though generalized, was 
followed by hemiparesis and later by focal convulsions. 

The following case is illustrative: Bernice and Helen, now 25 
years of age, each had a few convulsions at the age of 2 or 3 
years—whether febrile or not is unknown. Helen has had none 
since; she has an intelligence quotient of 135. shows a normal 
electroencephalogram and has professional training. One of Ber¬ 
nice’s babyhood convulsions was followed by hemiparesis, which 
cleared after several months. Focal seizures have continued to 
occur and now number several thousand. Her intelligence quo¬ 
tient is 109. Because of the seizures and destructive behavior, 
directed especially toward her more fortunate twin sister, she has 
for years been confined to a mental hospital. 

Extreme ages of twins were 6 months and 42 years. 
The percentage of females, especially among the mem¬ 
bers who were epileptic, was unusually high. The distri¬ 
bution of ttvins with respect to zygosity, presence or ab¬ 
sence of brain damage and chronicity of seizures is shown 
in the accompanying table. “Transient epilepsy” refers to 
patients with febrile convulsions only, or not more than 
two nonfebrile episodes. 
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CONCORDANCE OF EPILEPSY 
The percentages in the last column of the table are pre¬ 
sented in figure 2. These results with respect to con¬ 
cordance are in fair agreement with those of Conrad. 5 
Corresponding figures, with Conrad’s first, are as fol¬ 
lows: one-egg twins: brain intact, 86 and 84 per cent; 
brain damaged, 12 and 17 per cent; two-egg twins: 
brain intact, 4 and 10 per cent; brain damaged, 0 and 8 
per cent. Twins having only febrile convulsions account 
for the higher concordance in our two-egg series. 

Inspection of these results emphasizes what clinicians 
have long recognized—that heredity and brain abnor¬ 
mality are both important. However, the present data 
indicate greater spread between all one-egg and all two- 
egg twins (52 percentage points) than between all un¬ 
injured and all injured twins (36 percentage points). 
This suggests that heredity may be of somewhat greater 
influence than bjain injury in the etiology of seizures. 

Cases of Discordance .—Of particular interest are 
those one-egg twins who have no history of acquired 
brain damage and yet only one of the twins is epileptic. 


first coining within an hour after a trivial fall. The electroenceph¬ 
alogram of each is a bit slow, the build-up with Edward being 
greater than that of his brother. Edward’s verbal intelligence 
quotient is 182, being 3 points higher than Peter’s. Interesting 
details will be reported by the patients’ neurologist, Dr. William 
Caveness. 

Joseph and James F. are 37 years of age. Joseph, during the 
past 19 years, has had approximately 50 grand mat and'100 
psychomotor seizures. As a boy, he was knocked unconscious 
by a blow on the head. He has had a hysterical hemiparesis. 
Both co-twins are neurotic and subject to migraine. During most 
of the 10 years that the patient has been observed, the diagnosis 
has been in doubt because of the nebulous description of his 
symptoms. However, since confinement in a state prison, he 
has had a number of generalized convulsions, as well as psychotic 
outbursts, which are probably psychomotor seizures. The elec¬ 
troencephalograms of both twins were considered normal until 
a sleep recording of Joseph showed slow spikes in the temporal 
areas. His intelligence quotient, 120, was 2 points above James's. 

The cases of Karen and Carol Y. are especially interesting. A 
maternal cousin has epilepsy. Karen, now 12 years old, began 
at the age of 6 to have the form of petit mal we term petit ab¬ 
sence. Attacks recurred dozens of times daily and were recorded 
on the electroencephalogram. With persistent use of trimetha- 
dione (tridione®) the petit absence of Karen disappeared four 
years ago, and her electroencephalogram, even in sleep, is normal 


Distribution of Seizures Among One Hundred and Twenty-Two Twin Pairs with Reference to Zygosity and 
Antecedent Pathology of Twins and Clironicity of Seizures 


Both 

Antecedent with Chronic 

Brain Seizures 

Pathol- No. of ,-•*'- 

One* or Tiro-Ef^ Ta ins ogy Twins So. % 

Onc*e££. — 43 21 47 

+ 24 1 4 

Two-egg.:. — 40 1 2.1 

+ 13 0 0 

All one-egg. 00 22 32 

AH two-egg. 33 1 2 

All uninjured. 85 22 20 

All injured. 37 1 3 

All twin-®. 122 23 10 
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* In two pairs, one with transient seizures and one normal. 


In the group of 45 one-egg twins, seven such cases were 
encountered (16 per cent). Thumb nail sketches of them 
may be given. The family and past histories were non¬ 
contributory unless stated otherwise. 

Ernest and Salvatore C. are 12 years of age. In the past two 
years Ernest has had three convulsions without known precipi¬ 
tating circumstances. His electroencephalogram is normal; that 
of his brother is mildly slow because of the greater build-up 
during overventilation. Each has an intelligence quotient of 68. 

Mrs. B. and Mrs. W. are 23 years of age. Mrs. B., during the 
past four years, has had approximately 15 convulsions, without 
known precipitant. A paternal grandfather and uncle had con¬ 
vulsions. The electroencephalogram of each co-twin is a bit fast 
and contains solitary spike-wave complexes, these being more 
abundant in Mrs. B.’s record. 

Robert and Richard R. are IVA years of age. In the past 18 
months Robert has had one convulsion and three psychomotor 
seizures. The electroencephalogram of each twin is a bit slow. 
Robert’s intelligence quotient exceeds Richard’s by 5 points. 

John and Joseph R. are 22 years of age. In the past five years 
John has had approximately 75 convulsions. The electroenceph¬ 
alograms of both are mildly slow without seizure discharges, 
John’s being a bit the slower. John’s intelligence quotient is 4 
points below Joseph’s. 

Edward and Peter L., aged 10 years, have a father and mater¬ 
nal grandmother who experienced convulsions as infants. Edward 
has had approximately 20 convulsions in the past nine years, the 


and free of spike and wave complexes. Carol’s electroencephalo¬ 
gram was persistently and (for us) provokingly normal until the 
impetus of sleep evoked the telltale spike-wave complexes of 
unerupted epilepsy. 

Failure of 100 per cent concordance in these one-egg 
twins with intact brain may find explanation in one of 
two ways. Four of the seven pairs of twins are 12 years 
of age or younger, and the normal co-twin may yet 
experience seizures, or the epileptic co-twin may have 
experienced some alteration of body or brain metabolism 
or some neuropathologic lesion without neurologic 
signs which precipitated seizures. Mystery surrounds the 
externalization of cerebral dysrhythmia, as in the case 
of Alice and Arlene D., illustrated in figure 5. 

Also requiring explanation are those cases in which 
both members of two-egg twins have had seizures. Five 
of the 53 two-egg twin pairs (9 per cent) were in this 


ategory. 

Robert and Barbara J. are aged 20. The mother has a history 
f migraine and of possible seizures in youth. Robert has had 
enistent convulsions and psychomotor seizures °r 15 years. 
, the past two years Barbara has had occas.ona! vaguely de- 
iribed automatisms, and her electroencephalogram d.splays 
imporal spiking. 
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Anthony and Patricia D., aged 7 years, had a maternal aunt 
who had convulsions as a child. Each twin has had two febrile 
convulsions, and Anthony, a few petit absences. , 

Joan and Phillip G., aged 2 years, have had, respectively, 13 
and 16 febrile convulsions, 

Pauline and Paul D., aged 3 years, have had, respectively, 10 
and one febrile convulsions. The mother had febrile convulsions 
as a child; the father had convulsions in childhood and now has 

migraine. . 

John and Rose Marie F„ 3 years of age, are the twin children 
of a woman who is one of identical twins, both epileptic, reported 
many years ago by Fabing. 6 John and Rose were both injured at 
birth. John had continued convulsions and was sent to an insti¬ 
tution. Rose Marie had them only during the first week of life 
and has been adopted. 

The incidence of 9 per cent among the co-twins is 
more than twice the incidence of epilepsy (3.4 per cent) 
among the 8,006 siblings of patients of our series. In 
three of the five cases, the convulsions that occurred in 
both co-twins were febrile. Often fugitive, these may not 
have as great significance as convulsions that occur with¬ 
out this hair trigger means of precipitation. 

CONCORDANCE OF TYPES OF SEIZURES 

Does heredity in epilepsy involve only the fact of hav¬ 
ing a seizure of some sort, or does it go a step further and 
decree what the pattern of abnormal display shall be? 
If specific patterns are not transmitted, then distribution 
of the principal seizure types—grand mal, petit mal and 
psychomotor—should be scattered among one-egg twins 
much as they are among pairs of unrelated persons of 
the same age. If, on the other hand, a person’s constitu¬ 
tion determines the composition of the seizure pattern, 
then one-egg twins whose brains have not been altered 
by some acquired condition should display seizures that 
are similar. We compared the likeness of seizure patterns 
in uninjured one-egg twins with the pattern in 100 pairs 
of patients picked at random from the files. The concord¬ 
ance was as follows: Of 19 one-egg twins affected with 
but one type, both co-twins had a history of either grand 
mal or petit mal in 100 per cent (random selection, 38 per 
cent). In pairs with a history of both grand mal and petit 
mal in one of the co-twins, the concordance was 70 per 
cent (random selection, 29 per cent). In the six pairs in 
which there was a history of grand mal and psychomotor 
seizures, the concordance was 17 per cent (random selec¬ 
tion, 16 per cent). For all these specified seizures or 
combination of seizures there was concordance in 75 
per cent (random selection, 31 per cent). The random 
sampling did not compare persons of the same age. 
However, the degree of concordance of types of seiz¬ 
ures among the twins would seem to overbalance this 
age factor. 

Concordance was noted also for the subgroups of the 
petit mal triad. If one co-twin experienced petite ab¬ 
sence, myoclonic jerks or drop seizures, the other did 
also. In one pair, the concordance extended to coinci¬ 
dence. In nine of 10 episodes of falling in a faintlike, 
astatic seizure, the falls of both girls occurred within a 
minute of time—on two occasions when they were not 
in the same room. Of 38 one-egg twins without injury 
of the brain, the epilepsy of both beaan within a 12 
month period in 22, or 58 per cent. 

The conclusion that heredity has much to do with the 
physical phenomena of the fit is inescapable. 


CONCORDANCE OF ELECTROENCEPHALOGRAPHIC 
PATTERNS 

A further, and even more searching, question is 
whether concordance extends to the type of dysrhythmia. 
This question probes the possibility of discovering a pre¬ 
disposition to seizures. In their earliest report on electro¬ 
encephalography, Gibbs, Davis and Lennox 8 depicted 
bursts of high voltage waves unattended by observable 
clinical phenomena. These they termed “larval” seizures. 
Such unseen malactivities, like a planet whose position 
is plotted by astronomers before it is seen, suggests that 
an abnormal electrical activity of the brain underlies 
epilepsy, and gross abnormalities in a healthy person 
with intact brain might represent a transmissible larval 
epilepsy or predisposition to seizures. 

The electroencephalogram represents minutes of time, 
against the years of a person’s past history of seizures. 
Hence, observation of paroxysmal phenomena on the 
electroencephalographic recording may depend on 
chance, on successive tests or on use of methods of acti¬ 
vation, such as hyperpnea, sleep or injection of pen- 
tyienetetrazole (metrazoP). Thus, Carol Y., mentioned 
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Fig. 2.—Percentage of twin pairs in which both co-twins have a history 
of seizures. The length of the bars represents the values expressed in the 
fast column of figure 2. Black bars are for twins without evidence of 
brain damage prior to the onset of seizures, and hatched bars are for 
those with such evidence. Percentage figures are at the ends of the bars, 
and figures for the number of twin pairs are at the base. 


previously, whose identical twin sister had a profusion 
of petit absence and of dart-dome discharges, had neither 
of these on routine testing until an electroencephalogram 
during sleep disclosed the specific dart-dome discharges. 

Electroencephalograms were grouped using the classi¬ 
fication of the Gibbses.” The results of this tabulation are 
recorded in figure 3. The tracings of some twins were 
normal, but in the one-egg group 61 pairs displayed 
some abnormality in at least one of the co-twins. A par¬ 
ticular abnormality occurred in both co-twins in 37 (61 
per cent) of the 61 one-egg pairs. The corresponding 
figure for the 40 two-egg twins was only 7 per cent. The 
agreement was greatest (74 per cent) when there was 
no high voltage discharge, but simply a dominant rhythm, 
which was either fast or slow. Among two-egg twins 
the corresponding concordance was 27 "per cent? In the 
one-egg group, the concordance of the 3 per second 


8. Gibbs. F. A.; Davis, H-, and Lennox, W. G.: The EpctroenceDhilo 
eram m Epilepsy and in Conditions or Impaired Consciousness Aroh 
Neurol. & Psychiat. 34:1133 (Dec.) 1935. <--u consciousness. Arch, 

firapWc’cDssmAr'*’ L - ’ Lemox ' w - G - : Elrctroencephalo- 

A?ch \W S » i u Epileptic Patients ami Norma! Control Subjects. 
Arch. Neurol. A Psychiat. 50: 111 (Aug.) m3. 
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spike-wave formation was 66 per cent, that of high volt¬ 
age slow waves or of spikes, 37 per cent, and that of slow 
spike-wave complexes, 25 per cent. Of the last three 
types, none of the two-egg twins displayed concordance 
of brain wave patterns. The relatively low concordance 
of the slow spike-wave discharge is due to its association 
with acquired brain lesions. When the twins with brain 
damage were eliminated from the calculation, the total 
concordance of all electroencephalographic interpreta¬ 
tions was 70 per cent for the one-egg and 10 per cent 
for the two-egg twins. 

Details of the rhythmic dart-dome sequences that ap¬ 
pear in the electroencephalographic record during a petit 
absence vary from patient to patient. In the recordings 
of identical twins, details of the dart-dome formation 
are much alike. 

In figure 4 are compared short sections of the tracings 
of Constance and Kathryn McN., 11 year old girls who 
have had frequent daily petit absences for the past three 
years. In spite of the similarity of their tracings during a 
seizure, trimethadione 10 has been effective in controlling 
the seizures of only one of the girls. 
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Fig. 3.—Concordance of electroencephalographic patterns in twin pairs. 
The solid bars represent one-egg, and the hatched bars, two-egg, twins. 
Percentages in which both co-twins have the same primary disturbance 
of the brain waves are at the end of the bars. Numbers at the base show 
the number of twin pairs in the group. The abscissa gives the percentage 
scale for concordant records. Only the outstanding abnormality is used in 
classification. 


This striking likeness of brain wave abnormalities in 
persons with the same heredity adds weight to our earlier 
suggestion 7 that brain wave dysrhythmia might be the 
observable expression of the unseen, but long-talked of, 
anlage, or predisposition to seizures. However, the great¬ 
est concordance in identical twins and in the parents of 
epileptic patients is a mere alteration of background fre¬ 
quency. This clue becomes lost in the crowd of mere fast 
or slow waves of normal voltage in the general popula¬ 
tion—a 10 to 20 per cent incidence. 

The following case illustrates the thinness of the line between 
symptomatic and asymptomatic cerebral dysrhythmia. Alice and 
Arlene D. are 10 years of age and are classed as one-egg twins 
without brain damage. During pregnancy the mother had 
eclampsia and experienced one convulsion just after the induced 
delivery of the. twins. She also has a history of migraine. Alice, 
at the age of 3 years, received a blow on the head which ren¬ 
dered her unconscious for half an hour. At the age of 8, she 


10. Lennox, W. G.: The Petit Mai Epilepsies and Their Treatment with 
Tridione, J. A. M. A. 130: 1069-1073 (Dec. 15) 1945. 


began to have brief periods of unconsciousness. Later she had 
two mild convulsions. On two occasions, Alice’s electroenceph¬ 
alographic record contained frequent discharges consisting of 
one or two spike-wave formations, occurring for the most part 
in the occipital and parietal leads but occasionally extending 
through all leads. She also had continuous 3 per second spike- 
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Fig. 4.—Samples of the electroencephalographic tracings of identical 
twins, Constance and Kathryn McN., aged 11 at the onset of a petit 
absence. There was no family or personal history of epilepsy. The letters 
at the left of the tracings indicate placement of electrodes, namely, left 
and right frontal, left and right anterior temporal, left and right parietal 
and left and right occipital leads. The signal in the middle indicates the 
deflection made by 50 microvolts. Time, in seconds, appears at the bottom. 
Reference leads were on the ears. The samples illustrate the likeness of the 
seizure pattern, even in some of the finer details, such as the tendency of 
spikes in the anterior temporal leads to surmount the waves and the rela¬ 
tively short spikes in the occipital leads. In the parietal leads, however, 
the placement of spikes is different. 


wave discharges, persisting for approximately 10 seconds, during 
a petit absence. Seizures had never been observed in Arlene; 
yet her electroencephalogram contained rather more spike-wave 
discharges than did the record of Alice. On two occasions, when 
performing hypernea, she had a continuous spike-wave discharge 
lasting five seconds, accompanied with rhythmic blinking of the 
eyelids and failure to respond. Illustrative samples of the resting 
records appear in figure 5. Therefore, Arlene is electrically as 
epileptic as Alice. The division between symptomatic and asymp- 
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Fie 5—Samples of the tracings of Alice and Arlene D., one-egg 10 
year old twin girls, taken in a period when free of clinically detectable 
absence The symbols are the same as in figure 4. Alice (left hand 
petit absence. y , equivalents daily for the past 18 months. 

Arhme ^ht han'd", had had none except once, when performing 

nvarirpntihtt'nn. 


malic dysrhythmia in this person was very thm, and was blown 
vay by a few deep breaths. In Alice there was some externa tz- 
g agent which made her epileptic, possibly the blow on the 
:ad at the age of 3 years. However, the frequency of spike-wave 
scharges in Arlene, with the multiplicity of spikes, makes it 
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probable that she likewise will have both petit mal and grand 
mal. In addition, the chance of epileptic offspring is equally 
great for the two girls. 

In spite of the evidence that abnormal, as well as nor¬ 
mal, patterns of electrical activity are transmitted, as 
shown by evidence of one-egg twins, parents of epileptic 
children with dysrhythmia may not show abnormalities 
of their electroencephalogram, or these may be of a minor 
nature—merely some slowness or fastness of the domi¬ 
nant rhythm. 1 This may be due in part to the fact that 
brain activity is a fluid trait and abnormalities of rhythm 
tend to disappear as the person grows older. This is espe¬ 
cially true of the rhythm most characteristic of epilepsy, 
namely, the fast spike-wave formation. The slow form, 
resting on a pathologic basis, is more resistive to the heal¬ 
ing influences of age and medicine. 

HEREDITY OF MENTALITY 

To the epileptic, maintenance of normal mentality is 
as important as control of seizures. Therefore, this mat¬ 
ter deserves brief consideration. Twin studies have shown 
that the difference in the intelligence quotients of one-egg 
co-twins is small, much smaller than the spread between 
two-egg co-twins. In our own series of nonepileptic 
twins, 11 the average spread for 47 identical twins was 
6 points and for 16 nonidentical twins, 10 points. Psycho¬ 
metric tests were given to 87 of the twin pairs of this 
study. The average spread in groups of twins was as 
follows: 

Considering the twins without gross damage first, for 
the 17 one-egg twin pairs, both of whom had chronic epi¬ 
lepsy, the average spread was 7 points. In another group 
of 17 one-egg twin pairs in whom the epilepsy was 
chronic in one co-twin and only transient in the other, 
the average intelligence quotient for the severely affected 
twin and that for the lightly affected twin were exactly 
the same, 99. For 28 two-egg twins one of whom had 
chronic and the other transient epilepsy, the average 
intelligence quotient for the severely affected co-twins 
was 7 points lower than that for the lightly affected ones. 

In contrast are those twins in whom one co-twin had 
at some time suffered gross damage of the brain with 
resulting chronic epilepsy and the other co-twin had no 
brain damage and only transient, or possibly no, seizures. 
For the 18 one-egg twin pairs, the average intelligence 
quotient of the brain injured with chronic epilepsy was 
77, as against 104 for his relatively unaffected co-twin, 
a spread of 27 points. In the corresponding group of 
two-egg twins, numbering only seven, the average intelli¬ 
gence quotient of the chronic epileptic was 62, and that 
of his more fortunate co-twin was 93, a spread of 30 
points. We may conclude that with mentality, as with 
convulsions, both heredity and acquired brain damage 
play important roles. The natural mental endowment 
of the patient is most important, and any gross anatomi¬ 
cal impairment of the brain, especially if it occurs early, 
is of great influence. However, contrary to common 
medical opinion, the epileptic seizures themselves play 
a distinctly secondary role. This observation provides the 
clinician with a substantial basis for optimism when he 
talks with a patient (or parents of a patient) whose 
natural endowment is good and whose brain is not 
grossly damaged. A. good brain can “take” a severe beat¬ 
ing from epilepsy. 


CLINICAL APPLICATIONS 

A genetic factor in epilepsy is no longer in question, 
but only its nature and extent. As to its nature, the data 
from twins support the thesis that the fundamental trans¬ 
port is not of epilepsy per se, but of a predisposition to 
epilepsy. This is oftentimes demonstrable as a cerebral 
dysrhythmia. Possession of a predisposition to an illness 
is genetically the same as having that illness. As to extent, 
there is no reason to pillory epilepsy as a disease in 
which a predisposition is unduly conspicuous. As Galen 
remarked, “Always this is to be remembered—that no 
cause can be efficient without an aptitude of the body.” 
Statistical studies which would include the use of twins 
would doubtless demonstrate that a transmitted “weak¬ 
ness,” or predisposition, is greater for many common 
medical conditions than for epilepsy. On the basis of 
family histories, the hereditary factor in epilepsy appears 
to be approximately the same as that in diabetes, one-half 
that in obesity and one-eighth that in migraine, but no 
state has as yet forbidden migrainous persons to marry. 
Unjustified discrimination in this case is born of fear. 
The success of present day therapy of seizures should 
reduce both fear and discrimination. 

The matter of extent applies also to individuals. Our 
20,000 relatives and 122 twins told us only their total 
average experience. However, the patient wants of his 
doctor an answer to his own individual perplexity. “Can 
1 get married and have children?” The child of the non¬ 
existent Mr. and Mrs. Average would have a 30:1 chance 
of remaining free from seizures, whereas the chances 
might be 10:1 for Mr. Riley or 100:1 for Mrs. Levi, 
both of them real persons. Conditions that alter the 
chances have been stated elsewhere. 12 Briefly, those that 
minimize the likelihood of a epileptic child are a family 
history devoid of epilepsy or migraine for the spouse, as 
well as for the patient, and minimal abnormality of their 
electroencephalograms;.some acquired condition that is 
at least partially responsible for seizures; late onset of the 
illness, and a normal mental endowment. Other modi¬ 
fying conditions may emerge as the data at hand are 
subjected to further analysis. 


CONDITIONS THAT FAVOR MARRIAGE 
As suggested at the beginning, persons are “carriers” 
of not one, but a great many, qualities. These trans¬ 
mitted traits determine, or help to determine, not only 
physical structure and physiological function of the body, 
but also the even more important characteristics of in¬ 
telligence, personality and social consciousness. A per¬ 
son’s intellectual and social assets may outweigh his 
physical liabilities. Hence, the physician must view the 
prospective parents (when one is epileptic) and ask him¬ 
self, “Are the transmissible traits of mind, heart and 
body of such quality that reproduction is justifiable or 
perhaps advisable?” Some prospective parents should be 
discouraged; some encouraged. Unfortunately, persons 
who should be encouraged are the ones most alive to 
their social responsibilities and most likely (unless ad¬ 
vised otherwise) to forego parenthood. 


It. Lennox, W. G„ and Collins. A. L.: Intelligence of Normal and 
epileptic Twins. Am. J. Psychiat. 101: 764, 1945 . 

12. Footnotes I to 11. Lennox, W. G.: Science and Seizures, New York, 
Harper & Brothers, 1946. 
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CONCLUSIONS 

A history of seizures was obtained for 3.2 per cent of 
the 20,000 near reiatives of 4,231 epileptic patients. 
The incidence was 3.6 per cent if evidence of brain 
damage prior to the patient’s first seizure was lacking, 
and 1.8 per cent if such evidence was present. These 
percentages are, respectively, seven and 3.5 times the 
incidence of epilepsy among draftees for the United 
States Army. 

As additional evidence of a genetic factor, in the 
group with undamaged brain (essential epilepsy) the 
incidence of epilepsy among relatives decreased pro¬ 
gressively with a later onset of seizures (7.6 per cent if 
onset was in infancy; 1.5 per cent if it was after the age 
of 30). Corresponding incidences for the group with 
brain damage (symptomatic epilepsy) were 2.9 and 1.3 
per cent. 

The relative influences of heredity, brain damage and 
chronicity of seizures were studied in a group of 122 
twin pairs affected with seizures. In twin pairs without 
prior brain damage, both co-twins were epileptic in 84 per 
cent of the one-egg and in 10 per cent of the two-egg 
twins. In pairs with brain damage, the corresponding 
incidences were 17 and 8 per cent. 

In one-egg twins, concordance was usual not only 
with respect to seizures, but also with respect to the type 
of seizure and to the electroencephalographic pattern. 

Intelligence quotients were determined for 87 twin 
pairs. The person’s mental endowment was of most im¬ 
portance in the maintenance of a good intelligence. 
Acquired brain damage was a severe depressant; the 
reputed bad effect of repeated seizures was not in evi¬ 
dence. 

A transmitted predisposition to seizures and brain 
damage are each (or both) important factors in the 
origin of a person’s epilepsy. A constitutional cerebral 
dysrhythmia may, among other things, be the visual 
representation of a predisposition to seizures. 

The genetic factor in epilepsy is probably no greater 
than in it is many other common diseases. The epi¬ 
leptic is unfairly pillorized in public opinion and in 
law. Assets that are transmissible, such as sound vital 
organs, good intelligence, personality and social re¬ 
sponsibility, may outweigh the liability of a tendency to 
seizures. Hence, advice regarding marriage and children 
must be individualized. 

ABSTRACT OF DISCUSSION 

Dr. Knox H. Finley, San Francisco: This paper leaves little 
room for argument, for Dr. Lennox has remained conscientious 
to the facts uncovered by his many years of study on this prob¬ 
lem, Throughout the paper, we recognize a constant and un¬ 
prejudiced awareness of the epileptic problem from all angles. 
He has established that in the great majority of epileptic patients 
one is not dealing with the dichotomy of heredity versus environ¬ 
ment. In the words of Dr. Stanley Cobb, in his monograph on 
the “Foundations of Neuropsychiatry,” “The idea of ‘versus’ is 
wrong. Inborn behavior (healthy or otherwise) is there to start 
with; its substratum is carried by the genes, but the forces of 
maturation and the environment work with it to develop normal 
(or abnormal) behavior." Dr. Lennox’ observations and conclu¬ 
sions not only are illuminating to the neurologist but open the 
door to the psychiatrist to broaden his perspective in not taking 
for granted or forgetting the forces of the genes or heredity, in 
addition to the equally important environmental influences, both 
physical and situational. The term “psychomotor, a term about 


which many of us are not happy, recognizes, nevertheless, the 
close relation of psychiatry to the epileptic problem. This is a 
further scare against the dichotomy of medical neurology and 
psychiatry. In his comment on the concordance of types of seiz¬ 
ures in one-egg twins, he gives the percentages of grand mal and 
petit mal seizures in co-twins as 70 per cent, psychomotor seiz¬ 
ures m one co-twin occurring in only 17 per cent of one-egg 
twins. I should appreciate any comments he would have as to 
the significance of this. 

Dr. Robert B. Aird, San Francisco: One aspect of this sub¬ 
ject deserves some emphasis. When we speak of epilepsy as being 
inheritable, I believe we should define exactly what we mean. 
The high incidence of epilepsy and similar brain wave patterns 
in one-egg twins, found by Dr. Lennox, strongly suggests that 
the type of cerebral tissue and its pattern of functioning (that is, 
its physiology and biochemistry) are inheritable characteristics. 
This means that if one of a pair of one-egg twins has shown a 
susceptibility to convulsions, there is an excellent likelihood that 
the other possesses a similar tendency. Without intention of 
contradicting Dr. Lennox’ findings, I believe we should stress 
that it is the type of tissue and its unstable pattern of function¬ 
ing that is inheritable. One inherits, not spells themselves, but, 
rather, a susceptibility to them, as determined by the lack of 
physiological and biochemical homeostasis of the inherited cere¬ 
bral tissue. The importance of this distinction lies in our attitude 
toward convulsive disorders and our approach to their therapy. 
We should not draw the conclusion, from Dr. Lennox’ report, 
that epilepsy is inheritable, and let it go at that. When Dr. Lennox 
states that an abnormal electrical activity of the brain underlies 
epilepsy, or that epilepsy is a paroxysmal cerebral dysrhythmia, 
one might be so tempted. The point I am trying to make is that 
epilepsy is, fundamentally, a physiological and biochemical phe¬ 
nomenon and that the associated brain wave patterns and clinical 
spells are merely manifestations of the underlying abnormality. 
There is a tendency, in speaking of epilepsy as inheritable, to 
think of the physiology and biochemistry of the brain as fixed, 
and to forget such mechanisms as the patient’s water and acid- 
base balances in the practical therapy of convulsive disorders. 
Given a susceptible background, convulsions may be induced 
by many acquired and variable factors, such as cerebral dam¬ 
age and certain shifts of physiologic and biochemical factors. 
Since such factors explain why patients have spells at one time 
and not another, and since they can be controlled in some meas¬ 
ure, it is of considerable importance that we set about to regu¬ 
late them. Let us not say, therefore, that epilepsy is inheritable 
but, rather, emphasize that the type of cerebral tissue, with its 
instability of functioning, is the characteristic which is inherited. 


Dr. William G. Lennox, Boston: Dr. Finley’s question about 
isychomotor seizures is, I believe, readily answered. Not only 
'sychomotor seizures, but the slow spike-wave formation, which 
s found so often in children, carries a low concordance inci- 
lence; i.e„ occurrence in both co-twins is relatively infrequent, 
‘his may be explained by the fact that both psychomotor sei'z- 
ires and the slow spike-wave electroencephalogram are usually 
rased on some antecedent brain damage. A related question is 
his: If a hereditary factor is important, why do only 84 per cent 
f identical co-twins without evidence of brain damage have 
pilepsy? Probably there are many acquired abnormalities of 
ae brain which one cannot recognize clinically. The brain 
athoiogy in this series refers only to gross damage, extensive 
nough to be demonstrable by the clinical history of brain dam- 
ge or of focal seizures or by the pneumoencephalogram or the 
lectroencephalogram. 

In answer to Dr. Aird: Ordinarily there is agreement between 
ie neurological evidence of localized brain injury and the elec- 
-oencephalographic pattern. I am sure, however, that we do no 
•ive as close an agreement as Dr. Aird, because we have not 
een as meticulous as he is in carrying out localization studies^ 
asree with Dr. Aird that it is important to search for acquired 
actors and that even the brain wave pattern is not the final 
nswer to the origin of seizures. The hereditary characteristic is 
presented by a gene, which is probably a large protein mod¬ 
ule- so if we are to pursue this elusive problem of the origin 
f epilepsy into its ultimate lair, we must go even beyond the 
europhysiological mechanism of brain cells and demonstrate 
lese protein molecules, and for complete eradication of genet!- 
? tlepsv, we must beneficially modify their configuration. 
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When a patient presents himself to one of you as his 
physician, a mystery is faced. You accept this fact and 
attempt to unravel the mystery. No one can boast the 
ability to set out alone, make correct diagnoses and 
fathom the nature of all diseases, any more than one can 
chart the course of a given disease or make of an indi¬ 
vidual case an average case. 

Effective treatment is the aim of all medical practice. 
Early and accurate diagnosis is imperative if treatment 
is to be effective. It is the general practitioner to whom 
the average patient first appeals for help; therefore, the 
former bears singular responsibility. Many diseases are 
self-limited; some that otherwise carry a high mortality 
rate are curable when promptly recognized and ade¬ 
quately treated. To treat diseases without a diagnosis and 
without a knowledge of their behavior may be no more 
effective than trying to warm one’s feet by moonlight. 

Sometimes it is as important to know what kind of 
patient has the disease as to know what kind of disease 
has the patient. For the general practitioner of the early 
part of this century there were 24 hours in each day— 
he had time, or at least took time, to listen to the patient’s 
and the family story. He usually knew of the feuds and 
fights in advance and took that information into account. 
He was not concerned with noonday luncheon clubs, 
golf courses, automobile races, fishing rodeos, the many 
present day medical and hospital staff meetings to be 
attended, and Wednesday and Saturday afternoons and 
Sundays off, and he was not pestered with fund drives for 
every imaginable thing except a retirement fund for 
broken down men of medicine. To him duty implied ser¬ 
vice—and serve he did! He brought to the sickroom an 
air of cheerfulness, confidence and optimism, though his 
treatment was sometimes founded on tragic errors of 
diagnosis. Too often today, however, physicians on the 
first visit start many patients on one of the antibiotic or 
so-called miracle drugs without seriously attempting a 
diagnosis. 

The indiscriminate use of the “wonder” or “miracle” 
drugs without first determining the nature and cause of 
the disease is making a lost art of diagnosis. Changes in 
clinical picture and modification of signs mask or conceal 
symptoms and in some instances are the cause for de¬ 
priving the patient of needed specific therapeutic agents. 
Truly, diagnosis should be a prerequisite for treatment, 
and patients, not their microbes, should be considered 
and treated. In the treatment of many infectious diseases 
there are bacteriostatic, virostatic or rickettsiastatic 
agents that may retard or repress the growth of infec¬ 
tious agents, but the body must still develop and exert 
its own defenses as antitoxic, immune body and cellular 
reactions. In many diseases immunity needs to be devel¬ 
oped or borrowed immune products employed. 

The treatment of the damages caused by micropara¬ 
sites, is a special task that requires medical ingenuity, 
experience, skill and individual attention. The physician 
is still faced with this problem even though the “miracle” 
drugs may have made possible the control of pathogenic 
micro-organisms. In chronic brucellosis this is very evi¬ 


dent. In diphtheria, botulism and tetanus, antitoxic sub¬ 
stances are still necessary to combat the soluble products 
having toxic action. Most diseases are relatively simple 
to restrain and cure in their early stages but become in¬ 
creasingly difficult to manage with each day of neglect or 
improper treatment. Too often a physician is called or 
starts diagnostic investigation after what began as a small 
snowball has rolled downhill to become an avalanche. 

Is there too much diagnostic emphasis placed on infor¬ 
mation obtained from the many laboratory tests? There 
can be no substitute for a carefully taken and weighed 
history, with examination and observation of the patient 
by competent clinicians. Without this information, intelli¬ 
gent use of the laboratory as a diagnostic aid is not 
possible. Tests, no matter how well done, will not do the 
thinking for the clinician. Laboratory tests and Toent- 
genologic observations are important in confirming and, 
in many instances, in establishing diagnosis; however, 
they are not always employed with judgment. Such a 
diagnostic approach, neglecting or misinterpreting his¬ 
tory and physical findings, reveals lack of understanding 
by the physician and may be conducive to mischief, loss 
of valuable time and unnecessary cost. Be you reminded, 
however, that “he who practices medicine without the 
aid of a laboratory belongs to a past generation of phy¬ 
sicians.” 

The subject under discussion is one with which I am 
familiar through years of experience as a consultant and 
active pathologist. In considering the deceptions and 
common misses as problems in diagnosis, I have given 
thought to means whereby those of the past could have 
been prevented and repetition in future cases avoided. 1 

PYREXIA. 

Body temperatures are commonly elevated as a more 
or less physiological process. Such elevations occur in 
metabolic diseases, such as acidosis and eclampsia, in 
conditions involving tissue necrosis, such as infarctions 
and the disintegration of blood clots, and in the infec¬ 
tious diseases in general. It is not uncommon for patients 
in the terminal stage of a fatal illness or for those severely 
ill with an infectious disease, especially the aged with 
pneumonia, to have normal or subnormal temperatures 
as evidence of little or no resistance. Certainly, it is true 
that failure for fever to develop in response to a severe 
infection calls for a grave prognosis. Unexplained fever 
is a frequent cause for extensive studies and anxiety on 
the part of the physician and patient. Among conditions 
where this is an occurrence are malignant diseases, espe¬ 
cially Hodgkin’s disease with its rather characteristic Pel- 
Ebstein, or Murchison-Sanderson, type of fever, toxic 
goiter, tuberculosis, syphilis, undulant fever, thrombosis- 
embolism-infarction phenomena and nervous exhaus¬ 
tion. 


Professor of Pathology, University of Missouri. School of Medicine 
Read before the Joint Meeting of the Section on Genera! Practice 'and 
the Seaton on Pediatrics, at the Ninety-Ninth Annual Session of the 
American Medical Association, San Francisco, June 30, 1950. 

V M - p " Diagnoses Commonly Missed in General Practice. 

South. M. J. 40:414-420, 1947. 
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MALIGNANT DISEASES 

Malignant neoplastic diseases, including the leukemias 
and Hodgkin’s disease, frequently give rise to obscure 
and prolonged fever. Numbers of autopsies have been 
performed upon victims of undiagnosed malignant dis¬ 
eases who had a history of prolonged fever of undeter¬ 
mined origin. The accompanying manifestations of 
anemia, loss of appetite, loss in body weight, fatigue, 
insomnia, the localizing hemorrhage from some tissue or 
body cavity, the painless jaundice, the retention of secre¬ 
tions or excretions, the evidence of local obstructions, 
such as difficulty in swallowing, and constipation, call for 
investigation and explanation. Biopsy of an available 
lesion or of a regional or sentinel lymph node and roent¬ 
genologic examination, particularly with use of opaque 
substances for the demonstration of abnormal openings 
and communications, displacements, stenoses, filling de¬ 
fects and other abnormal features, should make for ready 
diagnosis of the solid tumors. The diagnostic blood find¬ 
ings or, when in the aleukemia phase, bone marrow films, 
make the diagnosis of leukemia easy. 

UNDULANT FEVER (BRUCELLOSIS) 

Brucellosis, an important disease of a specific bac¬ 
teriological type, is accompanied with many complaints 
of chronic or recurrent nature. Masquerading under 
many forms and symptoms, it can be diagnosed without 
reasonable doubt only on isolation by culture of the 
causative organism from the patient in the acute stage 
of the disease. A relative or presumptive diagnosis is 
commonly and properly made on a combination of re¬ 
peated blood agglutination reactions showing a rising 
titer, and skin and opsonocytophagic tests. The diagnosis 
of Brucella infection or undulant fever on the basis of 
only one of these or, even worse, on the “therapeutic 
test” is not reliable. A skin test does not distinguish past 
infection from present active infection. The complacency 
of those who rely upon it is deprecated, for, all too often, 
it is misleading. If it shows a rising titer, the agglutination 
test is good presumptive evidence in acute cases, but 
some strains of the organisms are not agglutinated even 
by the serum of the patient from whom the strain was 
isolated. The agglutination test is positive more fre¬ 
quently in acute than in chronic cases of brucellosis, but 
complete agreement is absent concerning the agglutina¬ 
tion titer level at which significance, or positivity, begins 
and from below which one would interpret a negative 
reaction. A “positive agglutination” may follow one or 
more skin tests from which the antigen has sensitized the 
individual. The recognition of chronic brucellosis is as 
difficult as would be the diagnosis of syphilis without the 
Wassermann or other serologic tests. Many patients 
whose condition has been diagnosed as chronic brucel¬ 
losis have eventually been found to be free of that disease 
and to have or show evidence of having been suffering 
from a malignant growth, leukemia, Hodgkin’s disease, 
toxic goiter, hypothyroidism, tuberculosis, syphilis or 
nervous exhaustion. 

DISEASES OF THE THYROID 

Hypothyroidism. —This condition, commonly en¬ 
countered in obese, myxedematous and cretin types of 
persons as a major manifestation, is easily recognized, 
but when encountered in lower degrees, it is commonly 
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missed. To this larger group belongs the hypothyroid per¬ 
son with sensitivity to cold, prematurely wrinkled dry 
skin, constipation, nervousness, vertigo, often a puffy 
face, and, generally, with a mental lassitude, particularly 
seen in the schoolrooms in “Hunkers” or “repeaters.” 
The subnormal basal metabolic rate, the most significant 
criterion in diagnosing the condition, evidences the meta¬ 
bolic disturbance that is responsible for most of the sub¬ 
jective findings. The administration of a potent thyroid 
preparation is most striking in its reward, bringing about 
the change of a follower to a leader, a dullard to a scholar, 
and a person of the vegetative type—indolent, indiffer¬ 
ent, inactive, languorous, mentally and physically slug¬ 
gish—into an active, ambitious, alert, energetic person 
possessing mischievous potentialities. 

Toxic Goiter .—A toxic goiter can and should be 
recognized in a patient from the general symptoms, signs 
and history, the diagnosis being confirmed by the basal 
metabolism test. The patient, however, may have a his¬ 
tory of low grade fever persisting for months and of going 
from one doctor or clinic to another. It is to be empha¬ 
sized that a basal metabolic rate above normal may be 
the result of conditions other than hyperthyroidism and 
is a measure only of a metabolic disturbance and not of 
the mischief a goiter is doing. 

SYPHILIS 

Frequently syphilis, this “great imitator,” a universal 
disease of man, in spite of all efforts at its control still 
escapes the dragnet of diagnostic procedures. One of the 
sundry manifestations is prolonged fever. Positive or 
negative serologic tests are not conclusive for or against 
the diagnosis of this disease. Symptoms, signs and his¬ 
tory must be given full consideration. When there is rea¬ 
son for question after considering all these factors, spinal 
fluid examination should be made, including cell count, 
globulin determination, colloidal gold test and a serologic 
test, preferably the Wassermann. 

Inadequate attention has been given the patient in 
whom the only indication of syphilis is a positive sero¬ 
logic test. The diagnosis of syphilis is particularly im¬ 
portant in those states having a premarital blood test 
law to the exclusion of other methods of recognizing 
syphilis. The serologic tests miss the patient with syphilis 
in its most infectious period, the chancre stage, and yield 
positive findings to the highest degree in the later stage of 
the disease, when the patient is really harmful only to 
himself. 

A number of conditions are now recognized as yield¬ 
ing false positive serologic reactions for syphilis: those 
caused by respiratory, infectious and febrile diseases, 
especially malaria and infectious mononucleosis, and 
those following immunization, significantly against teta¬ 
nus and smallpox. In these conditions a clinical history, 
properly interpreted, a spinal fluid examination and re¬ 
peated serologic tests will bring clarification. The re¬ 
peated tests of serums will on quantitative determi¬ 
nations show a titer remaining at a constant level or 
possibly increasing in syphilis; whereas, in those serums 
living the “biologic false positive reactions” the titer usu¬ 
ally decreases or, in a majority of cases, gives a frank 
negative reaction within three months after subsidence 
of the responsible factor. In patients with these false posi¬ 
tive reactions there are no false spinal fluid reactions. 
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VASCULAR ACCIDENTS 

Thrombosis and Embolism. —The protective mecha¬ 
nism of blood coagulation as a physiological process may 
be harmful or even fatal, as in thrombosis, embolism 
and infarction phenomena. To the physician these phe¬ 
nomena remain the one great hazard to surgery as tragic 
complications to trauma, pelvic inflammations, vascular 
damage and pregnancy in the postpartum period. To 
the public they constitute one of the “acts of God” in 
the form of a visitation by the “Grim Reaper,” taking 
the life of a patient who is in convalescence from one of 
the named conditions. Sudden death may occur dra¬ 
matically in the patient in whom a fracture is progressing 
properly, in the postpartum patient when all is well and 
in the postsurgical patient who is ready for dismissal. Un¬ 
explained fever, anxiety and restlessness of the patient 
many times give warning prior to the development of 
dyspnea, cyanosis and shock as evidence of pulmonary 
embolism. Dislodgement of thrombi formed in some por¬ 
tion of the venous system and carried as an embolus or 
emboli to the right side of the heart and from there to 
the pulmonary arteries most often follows gastric and 
pelvic operations. Fatality usually occurs between the 
sixth and eleventh days following trauma, surgery or de¬ 
livery. Life terminates as suddenly as the automobile 
motor stops from a gas line “vapor lock.” Almost all of 
those who succumb to this condition do so within less 
than one hour of the first manifestation, and fully one 
half of them die within less than five minutes. Medical 
literature reveals that pulmonary embolism is responsible 
for 80 of every 1,000 postoperative deaths, for two 
deaths in every 1,000 operations and for one death in 
every 1,000 patients receiving hospital care. 

The pulmonary symptoms of embolism are often un¬ 
fortunately the earliest recognized manifestation of an 
unsuspected thrombus somewhere in the venous system. 
Thrombi are most likely to occur where there is venous 
stagnation, as in patients who because of the nature of 
their illness must be kept immobile, are obese and have 
known cardiac deficiencies and “poor circulation.” 

Myocardial (Cardiacj Infarctions .—Cardiac infarc¬ 
tion has changed from a rather rare to a common disease. 
During the 10 year period ending in 1949, the number of 
cases of coronary thrombosis treated in the University of 
Missouri Hospitals was exactly twice the number that 
had been seen in the previous 10 year period. Prior to 
and during the first year of World War II from 20 to 25 
patients a year were admitted to one Swedish hospital 
with coronary thrombosis with infarction of the heart. 
In 1948 there were 136 such cases, and the 25 among 
them ending fatally were verified by postmortem find¬ 
ings.- The high price paid for overwork, anxiety, worry 
and the great use of tobacco, as seen particularly in the 
medical profession with its death rate from coronary dis¬ 
ease, is alarming. Not all patients exhibit the severe and 
classical diagnostic manifestations. Some of them escape 
diagnosis and suffer cardiac rupture or severe dilatation 
under exertion or during excitement. The patient un¬ 
knowingly abuses his heart and shortens life because the 
primary lesion was unrecognized and he was not warned. 
Too frequently coronary arterial disease is diagnosed at 
the autopsy table. 


Patients suffering this catastrophe need early diag¬ 
nosis, for treatment centers predominantly on pro¬ 
tection from further damage. The electrocardiogram in 
most cases shows changes which are diagnostic. The test 
should be repeated in the patient when it at first fails to 
show myocardial damage. A negative electrocardiogram 
in no sense indicates an undamaged myocardium. It is a 
valuable additional and supportive finding—not a final 
test. When there is absorption from an established area 
of myocardial necrosis, the blood sedimentation rate be¬ 
comes more rapid than normal and so persists, even after 
the fever, the leucocytosis and neutrophilia have disap¬ 
peared. This test is of significant value in differentiating 
myocardial infarctions from angina pectoris, in which it 
is unaltered. 


AMR MIA 


It has become a modern fad to have anemia, and for 
some physicians to make such a diagnosis and prescribe 
iron, transfusions, folic acid, vitamin B 19 , liver or liver 
and gastric extract preparations, without the benefit of 
blood studies and other examinations that may be re¬ 
quired to classify the anemia, if, indeed, it is present, and 
to determine such therapeutic need. The general practice 
of administering the specific anti-pernicious-anemia ele¬ 
ments to patients in whom the condition has not been 
diagnosed as well as to those with the common anemias 
of iron or other deficiency, such as that following blood 
loss or produced by parasitic or bacterial infections, 
toxic, drug or chemical action, is illogical, wasteful of 
scarce agents, expensive and useless. The majority of 
patients suffering from anemia require iron replacement 
therapy, and, if the anemia is severe, transfusions of 
blood. In others the condition is soon corrected if the 
factor or factors of causation are removed. 


NUTRITIONAL DEFICIENCIES 

The nutritional deficiencies are many and vary as to 
cause, type, degree, tissues involved, manifestations, 
lesions and in requirement for therapy. One should ever 
be conscious of the fact that nutrition is to some degree 
involved in most diseases. A high percentage of the 
cases seen and treated in adulthood are the result of 
chronic alcoholism, for alcohol does not contain the 
vital food elements that it replaces. Nutritional disturb¬ 
ances may be the cause of anemia, delayed healing of 
surgical or traumatic wounds, prolonged convalescence, 
sterility, miscarriage, rickets, faulty bone and tooth de¬ 
velopment, osteomalacia, edema, neurological mani¬ 
festations, digestive disturbances, and other conditions. 
The cause as well as the nature of these conditions must 
of necessity be determined before initiating treatment 
and applying corrective measures to prevent repetition. 

Malnutrition can exist on “three square meals daily.” 
Much of the thought expended on sex education, anti¬ 
alcohol and cancer control campaigns could with profit 
be expended on this problem. The cancer control pro¬ 
gram, laudable as it is, affects largely those of 50 or more 
years. Programs to make healthier men and women from 
the school children who still have 50 or more years of 
life expectancy should also have much attention and 
support. Experts estimate that millions of Americans are 


2. Malmros, H., cited in Infarction of the Heart, Foreign Letters, 
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living—or worse, many are dying—on inadequate diets. 
Too man}', particularly those of school age, reach for a 
candy bar, when they need a vitamin rich, wholesome 
apple or orange. In health-building programs there has 
been neglect in utilizing teachers who live in almost daily 
contact with millions of school children. Through these, 
education in health matters can be carried to their 
charges, and demonstrations are possible by frequent 
measurements and progress records for those having 
mental curiosity or interest. Nervous instability is be¬ 
coming our national disease. Poor diet may be one of 
the chief causes of this condition. 

The child with a digestive disorder or an acute nutri¬ 
tional upset manifested by acidosis, nausea, vomiting, 
fever and abdominal pain may be given a diagnosis of 
appendicitis and be operated on, with resulting chagrin 
to consultant and surgeon who ignored the acetone- 
loaded urine, or failed to have a urinalysis done. In those 
cases the leucocyte count, which fails to show an elevated 
or rising neutrophil percentage, rules out infection. 

Among industrial workers and outdoor men subject 
to heavy sweating and loss of sodium chloride, deficiency 
of this chemical may cause a serious metabolic disturb¬ 
ance bringing on myalgia or heat cramps, particularly of 
abdominal muscles, and may be mistaken for “an acute 
abdomen.” A history usually suffices for diagnosis; if 
not, a simple chemical determination will reveal the 
deficiency which can be easily corrected. 

INTERNAL PARASITES 

Stoll a has estimated 44,900,000 human helminthic 
infestations in our population of about 144,000,000, or 
a population infection of 31 per cent. He terms trichi¬ 
nosis, oxyuriasis and uncinariasis as of special impor¬ 
tance in this country. In routine examinations, urinalyses 
reveal diabetes mellitus in about 0.4 per cent, serologic 
tests for the diagnosis of syphilis yield about 2 per cent 
positive reactions and blood counts show a blood dys- 
crasia in a small fraction of 1 per cent. Internal parasites 
are ignored many times and commonly missed. In some 
locations physicians are ever conscious of the possibility 
of malaria, hookworm, Ascaris, Oxyurias and amebic 
infections. It would be most interesting to know what 
your individual answers would be to the question, “How 
many examinations for internal parasites or their ova 
were requested by me last year?” Trichinosis is to be 
considered especially in the patient who has typhoid¬ 
like symptoms, with a negative blood culture and a nega¬ 
tive Widal reaction. Malaria is often missed because the 
patient had been taking an antimalarial drug in amounts 
sufficient to reduce the numbers of parasites in the cir¬ 
culating blood, making their finding difficult or impos¬ 
sible. Amebiasis is usually missed by the employment 
of an unsatisfactory technique. 

NERVOUS EXHAUSTION 

Emotional and neurotic disturbances, psychoneuroses, 
functional nervous disorders, neurasthenia and constitu¬ 
tional inadequancy are acceptable as expressions of a 
condition, if not as diagnostic terms. These constitute 
not pathological entities but psychological elements, 

3. Stoll, N. R., in Karsner, H. T.; Lund, H. Z., and Sanford, A. H.: 
The 1947 Year Book of Pathology and Clinical Pathology, Chicago, The 
Year Book Publishers, Inc., 1948, pp. 512-518. 


which the general practitioner finds are as hard to inter¬ 
pret and, often, just as important as are the physiological 
and anatomical factors. Within the last three decades 
nervous exhaustion has become a fairly common con¬ 
dition, yet many times it is missed, or the symptom com¬ 
plex is misinterpreted. An ever increasing number of 
individuals who are physically and possibly mentally 
exhausted and living in anxiety states have prolonged, 
unexplained fever and other symptoms without demon¬ 
strable organic basis. For some, our modern way of 
living is just too unsettled and strenuous. In these pa¬ 
tients, rest, relaxation, relief from responsibilities and 
anxieties, change of environment and a regulated sched¬ 
ule of work and play with a balanced diet work magic. 
It frequently becomes necessary that such a patient be 
told, “Your symptoms are real enough, but they are not 
being produced in an organ that a surgeon can remove 
and they are not amenable to any drug or chemical 
agent.” The Chinese writer Lin Yutang has been credited 
with saying, “American worship of hard work is a na¬ 
tional cross on which men crucify themselves,” and yet 
the great English philosopher and bishop Richard Cum¬ 
berland proclaimed, “It is better to wear out than to 
rust out.” 

SUMMARY 

A plea for definite and early diagnosis as a pre¬ 
requisite for prompt and applicable therapy is made. 


ABSTRACT OF DISCUSSION 

Dr. Oscar B. Hunter, Washington, D. C.: To the patholo¬ 
gist it is sometimes disconcerting to find that physical examina¬ 
tion, careful history of case and mental concept vary from the 
clinical examination, which has not been made by the clinician. 
He must allow the intern or resident or someone else to do it, 
or the laboratory tests are taken at their entire face value. I have 
always told my students, “No matter whether your test comes 
out this way or that, if you disagree with your clinical findings, 
take the clinical findings and check your laboratory test.” It is 
also distressing to see tests of all kinds on the patient ordered 
without reference to the clinical manifestations. That is not 
good practice. We would much prefer to work directly under 
the physician or the pediatrician, and prove or disprove a patient 
to be suffering from the condition which he suspects. I would 
like to hear Dr. Neal say a word about the newer tests for 
malignant conditions, particularly from the serologic stand¬ 
point. Many such tests have proved unsatisfactory. Syphilis is 
always with us and offers a difficult problem of diagnosis. At 
least 42 other conditions may be confused with syphilis. 7 reat- 
ment should not be based only on a positive Wassermann test, 
but on the clinical manifestations plus any assistance that can 
be given by the Wassermann test. It is unfortunate that an in¬ 
dividual is labeled syphilitic when he has no syphilitic mani¬ 
festations other than a positive serologic reaction. 1 think we 
have a much better understanding, particularly in the post¬ 
operative cases, of the development of phlebothrombosis or 
thrombophlebitis in the leg, with the attendant difficulties in 
-he lungs with formation of massive or minute emboli or in¬ 
farcts. Lead poisoning could be discussed at length. A machinist 
working in a Navy yard was dismantling an old ship and burning 
aff paint with a blow torch. Pain developed, and he was about 
to be operated on for appendicitis, when the blood count showed 
tie had a large amount of basophils in his blood. The diagnosis o 
lead poisoning was made and the man’s life saved Dr. Neal has 
-ailed attention to many important matters that need to be 
reviewed, and we trust that our misses will become fewer. 

Dr J B Bilderback, Portland, Oregon: At times, it is diffi- 
;u!t to determine the cause of fever in a child. Frequently one 
will do the most careful physical examination and have the 
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support of a good laboratory, and nevertheless be unable to 
determine what is causing the fever. It often takes all one’s 
training and patience to make the right early diagnosis of acute 
abdominal pain in young children, particularly in beginning 
appendicitis or intussusception. Examination of a child with un¬ 
explained fever is not complete unless one or several examina¬ 
tions of urine are made. Malformations of the urinary tract are 
rather common in children, as autopsies reveal an occurrence 
of 5 to 12 per cent malformation. The crux of Dr. Neal’s paper 
is that one should make the diagnosis early and be sure what is 
wrong before treatment is started. Ideally, that is true, but it is 
sometimes very difficult, particularly in cases where you might 
have beginning meningitis and do not know the type. In menin¬ 
gitis, especially, every hour counts, because your results depend 
largely on how soon treatment is started. We have witnessed one 
of the most wonderful decades in therapeutics. The sulfonamides 
and the antibiotics have followed each other so closely that we 
are hardly used to one before we have another. And now we 
have the antihistamines, ACTH (pituitary adrenocorticotropic 
hormone), cortisone and their new cousins. Let us all hope now 
that the test of time will prove their worth. 


Dr. M. Pinson Neal, Columbia, Mo.: As far as the newer 
procedures in the diagnosis for malignant growths are con¬ 
cerned, as a morphologic pathologist I believe in the biopsy, the 
histologic section properly interpreted being the one conclusive 
means of arriving at a true diagnosis. None of the chemical 
tests are accepted as diagnostic in a given case. Exfoliative 
cytological diagnosis has its place in a screening program, but 
it is not depended on by even its strongest adherents as a final 
criterion in an individual case, at least for radical surgery. Dr, 
Bilderback mentioned starting treatment without having an 
established diagnosis. The trouble with this is that most of the 
modern drugs and agents modify symptoms, and therefore one 
loses the guiding light that points the way and the crutch that 
helps carry one to certainty. The use of one of the "miracle” 
drugs as a therapeutic agent without an established diagnosis of 
the disease is a too common trend or drift. The acceptance of 
reports on some laboratory procedures as diagnostic, when false 
positive reactions are common and are not duly considered, con¬ 
stitutes deception. Failure to obtain an adequate clinical history 
and to employ definite diagnostic procedures may be responsible 
for numbers of diagnostic misses. 


RINGWORM OF HANDS AND FEET 

HISTORICAL REVIEW 


James Herbert Mitchell, M.D., Chicago 


In my paper entitled “Ringworm of Hands and Feet,” 
which was read before the annual meeting of the Ameri¬ 
can Medical Association in June, 1916, at Detroit, and 
which was published in The Journal, I stated as fol¬ 
lows 1 : 

Tilbury Fox was probably the first observer to report a recog¬ 
nized case of trichophyton infection of a volar surface. The 
diagnosis in his case was simplified by the fact that the lesion 
began on the dorsal surface of the hand as a typical ringworm, 
and gradually progressed until it involved the interdigiial and 
palmar surfaces of the fingers. In 1888, Pellizari reported-the 
occurrence of seven cases of infection of the palms and soles in 
a series of 150 cases of trichophytosis capitis. The first careful 
and systematic study, however, was not made until 1892. In Jan¬ 
uary of that year, Djelaleddin Moukhtar, working in Fournier’s 
clinic, presented two cases before the Societe de dermatologie. 
They were of the eczematoid dyshidrotic type, with abundant 
mycelial threads, and excited much interest and discussion by the 
societe. During that year, four more papers by the same writer 
appeared. In the last of these he collected reports of twenty-five 
cases, seventeen of which were personal observations. 

In 1908, Whitfield described five cases of ringworm of the 
hands and feet “indistinguishable from an ordinary outbreak of 
acute vesicobullous eczema.” In 1910, Sabouraud reported six 
cases of intertriginous eczema of the feet, four of which gave cul¬ 
tures of Epidermophyton inguinale, and one case with lesions on 
the hand. In February, 1911, Whitfield recorded observations in 
seven additional cases. In November, 1911, Sabouraud presented 
his observations on the subject at a special meeting of the Der¬ 
matological Section of the Royal Society of Medicine. The dis¬ 
cussion was opened by Whitfield with a paper in which he classi¬ 
fied the clinical types and reported fifteen additional cases. In the 
general discussion which followed, most of the members present 
told of having encountered the disorder among their private 
patients. 

Since 1911, the most comprehensive paper on the subject is 
that of Kaufmann-WoKT. She made a clinical, histologic and 
mycologic study of twenty-five cases which formerly would have 
been accepted as dyshidrosis. In America, Montgomery and Cul¬ 
ver reported an infection of the feet, following eczema margina¬ 
tum of the groin, from which Epidermophyton inguinale was 
grown. In 1915, Hartzcll reported four cases which he had seen 
“m the past few years.” 


In 1916, Lane reported two cases, both of which were in wo¬ 
men. One patient had lesions on the plantar surface of the foot, 
and the other had lesions involving the nails and both dorsal 
and palmar surfaces of the fingers. 

Prior to the publication of the papers by Hartzell and 
by Lane, the condition had gone practically unrecognized 
in the United States. After the publication of my paper in 
1916, interest in the subject was aroused and there came 
a rapid acceleration in the number of papers appearing in 
the medical press until to date there is now a bibliography 
approaching 300 full length papers. 

At the present time, papers on ringworm of the hands 
and feet are about as frequent as talks on “Low Back 
Pain,” “The Acute Abdomen,” and “Some Common Skin 
Diseases Seen in General Practice.” I am unable to esti¬ 
mate the number of times my lantern slides of fungous 
diseases have been lent to speakers who were qualified to 
discuss the subject but who had failed to provide them¬ 
selves with the necessary slides. 

In the original paper in 1916, a careful study of 65 
cases was reported, and photographs of the various mani¬ 
festations of ringworm of the hands and feet were pre¬ 
sented. A careful reading of that paper leads me to say 
that no statement made therein calls for retraction to date. 

At the annual meeting of the American Dermatological 
Association in 1921, 1 read a paper entitled “Further 
Studies on Ringworm of the Hands and Feet.” 2 The dif¬ 
ferential diagnosis, the methods of culture of the organ¬ 
isms, and the types of organisms found were set forth. In 
that paper, the whiskey flask was described as being very 
useful by way of providing large surfaces for giant cul¬ 
tures without the necessity of making subcultures. 


Uist.npuishcd Lecture in Dermatology, read before the Section on 
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At the annual meeting of the American Dermatologi¬ 
cal Association in 1922,1 read a paper on “Erosio Inter¬ 
digitalis Blastomycetica.” This condition was first de¬ 
scribed by Gougerot and Goncea in 1915, and later by 
Fabry in 1917, but my case was apparently the first to be 
reported in this country. It was seen Aug. 10, 1921, and 
was presented at the January meeting of the Chicago 
Dermatological Society in 1922. The condition is due to 
Monilia (Candida) infection and is usually found in the 
third interspace of the fingers. The first cases seen were 
limited to obese, orthodox, Jewish women. Further stud¬ 
ies showed that Monilia infections are essentially inter- 
triginous. 

In a paper entitled “Amycotic Dermatoses Simulating 
Ringworm and Erosio Interdigitalis Blastomycetica,” 
read before the annual meeting of the American Der¬ 
matological Association in 1928,1 stated 3 : 

My purpose in this paper is to call attention to a series of cases 
in which lesions were presented that simulated ringworm infec¬ 
tion and erosio interdigitalis blastomycetica, but in which a 
fungus could not be found. Some of the lesions may not be 
acknowledged by experienced clinicians as even resembling ring¬ 
worm, whereas other lesions of this group will probably call 
forth emphatic insistence that they are ringworm, and that I 
have failed to demonstrate the organism. My answer to such in¬ 
sistence is that I have no proof to offer other than negative 
mycotic results. 

Quoting further, I said: 

Bacteria as the causative agents of dyshidrotic eruptions seem 
to have attracted little attention. Rajka, however, is convinced 
that staphylococci and streptococci may produce such eruptions, 
and he described in detail a group of six cases. In his series, the 
dyshidrosiform, symmetrical eruption was usually preceded by 
an impetiginous lesion. The vesicles, which were sterile at first, 
became infected in the course of from one to three days and con¬ 
tained pus cells. He was unable to determine the pathogenesis of 
the symmetrical outbreak. The condition might be allergic, he 
thought, or a hematogenous dissemination either of the organ¬ 
isms or of their toxins. Rajka concluded that there are three 
forms of dyshidrosis: mycotic, microbic and nonparasitic. He 
stated the belief, however, that further study might lead to the 
placing of many of the cases of the third group into one or the 
other of the first two groups. 

In general, the nonmycotic lesion in the group of cases that I 
am calling attention to does not resemble dyshidrosis. The lesion 
is more superficial than ringworm, and is not characterized by a 
deep-seated vesicle as is the mycotic infection. The lesion usually 
has a well-defined advancing border, but the individual element 
is a minute, yellow, serous plug rather than a deep-seated vesicle. 
There is less variation in the components of the lesion than in 
ringworm. The coexistence of pustular lesions elsewhere on the 
body is a fairly constant feature of ail of this group of cases. 

Continuation of studies on bacteria as a possible cause 
of lesions on the hands and feet simulating mycotic infec¬ 
tions resulted in the presentation of a paper before the 
Section on Dermatology at the annual meeting in Cleve¬ 
land in 1934. In the summary of this paper, I stated 1 :. 

There is a marked tendency to regard all acrodermatoses as 
ringworm of the extremities. 

There is a need for careful laboratory examination of all der¬ 
matoses of the hands and feet before arriving at a diagnosis. 


3. Mitchell, S. H.: Amycotic Dermatoses Simulating Ringworm and 
Erosio Interdigitalis Blastomycetica. Arch. Dermat. & Syph. 19:659 
(April) 1929. 

4 Mitchett, J. H.: Streptococcic Infection Simulating Ringworm of 
Hands and Feet, 3. A. M. A. 104: 1220 (April 6) 1935. 

5. Mitchell, J. H.: Infection of Skin and Mucous Membrane by 
Monilia, Society Transactions, Arch. Dermat. & Syph. 23:814 (Aprii) 

Mitchell, J. H.: Need for Research in Treatment of Epidermophy¬ 
toses’ J. A. M* A. S9: 421 (Aug. 6) 1927. 


I agree with Sabouraud, MacLeod, Walker and Roxburgh that 
impetigo (Tilbury Fox) is due to the streptococcus; this fact can 
be proved with ease. 

A group of five cases of streptococcic infections (impetigo) of 
the extremities simulated mycotic infection sufficiently to lead 
to errors in diagnosis. 

The infections were found to yield within one week to baths of 
corrosive mercuric chloride and weak ammoniated mercury 
ointment. 


The importance of demonstration of the presence of a 
fungus by microscopical examination or the culture tube 
is emphasized by the fact that in Illinois, ringworm of 
the hands and feet is not compensable as an occupational 
dermatosis. I have had a number of private patients with 
occupational dermatitis who were denied compensation 
on the statement of dermatologists that these patients had 
ringworm. These statements were made by dermatolo¬ 
gists after inspection only and with no attempt at exami¬ 
nation with the microscope and the culture tube. In occu¬ 
pational dermatoses, one of the commonest mistakes is 
to assume that because of the presence of clinical evi¬ 
dence of ringworm of the toes, any dermatosis of the 
hands is, therefore, of mycotic origin. 

In 1934,1 presented a paper at the annual meeting of 
the American Dermatological Association on “Monilia 
Infections of the Hands and Feet,” in which I called at¬ 
tention to the essential differences in the manifestations 
of Monilia infection of the hands and feet from those 
produced by the Trichophyton and Epidermophyton 
organisms. 

Monilia infections of the hands and feet are essentially 
intertriginous and symmetrical with little or no vesication 
as seen in the well-recognized manifestations of hands 
and feet. Monilia onychia is almost always preceded by 
“bolster-like” paronychia, first described by MacLeod, 
whereas the ordinary ringworm infections of the nails are 
usually devoid of any indication of paronychia. 6 

As chairman of the Section on Dermatology in 19 27, 

I read a paper entitled “Need for Research in the Treat¬ 
ment of Epidermophytoses.” In that paper it was stated 0 : 


During tbe past decade widespread interest in the fungous in- 
ctions has been stimulated by an ever increasing number of 
.pers on the subject from ai! parts of the civilized world, and by 
i ever increasing number of clinical cases, both in public and 
private practice. Very little attention, however, has been de- 
ited to the purely therapeutic side of the question. It is a note- 
jj-ihy fact that the first intensive laboratory attack on the prob- 
p was made in this country by Schamberg and Kolmer (Arch, 
ermot. & Syph. 6:746 (Dec.) 5922), who determined the fun- 
:idal and fungistatic properties of various drugs and chemicals. 
„other valuable contribution to the subject was made by 
eyers and Thienes (J.A.M.A. 84:1985 [June 27] 1925) and 
am these studies came their formula for the alcoholic solution 
cinnamon oil and thymol, which in my experience has been a 
ry valuable preparation. 

Since that time many valuable contributions, which 
ere the result of long range planning and careful execu- 
3n have been made on various phases of mycology, 
ich as those of Peck and his co-workers on the fungi- 
atic and fungicidal action of sweat and the fatty acids. 
Iso the intensive research of Peck and others m the field 
■ the problems pertaining to the trichophytins must be 
entioned. The work of Weidman, Hopkins, Lewis, and 
hers is too well known to all for me to need recall it. 
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CLINICAL MANAGEMENT 

Notwithstanding all this investigative work, no great 
stride has been made in the clinical management of the 
epidermal mycoses. Various new methods of treatment 
have been proposed but have been attended by disap¬ 
pointing results, prohibitive complications of technique, 
or dangerous sequalae. 

In any discussion of the therapy of a cutaneous myco¬ 
sis, there are certain factors that must be considered. One 
is the resistance, or if one prefers, the susceptibility of the 
person to a given fungus. It is a commonplace that pa¬ 
tients will recall having had maceration in the fourth 
pedal interspace for 25 or 30 years without having had 
any other manifestation of ringworm. Being one of these 
persons, I have had ample opportunity to observe the 
mildness of the process. 

Another factor which is most difficult to contend with 
is a sensitive skin. By this I do not mean necessarily a 
polyvalent sensitization, which is a real problem, but I 
refer to the skin that cannot tolerate two or three applica¬ 
tions of half strength benzoic and salicylic acid ointment 
(Whitfield’s ointment) without developing a luxuriant 
crop of follicular pustules of the Bockhart type, or two 
or three applications of chrysarobin, iodine, sulfur or 
mercury, without blossoming forth with an erythematous 
or vesicular dermatitis. In such instances, it is, according 
to my experience, necessary to stop all antiparasitic 
treatment and begin treatment of the dermatitis in the 
hope that it will subside. 

The investigations of Peck T and his co-workers on 
the fungistatic and fungicidal effects of sweat and the 
fatty acids have resulted in tremendous advertising and 
selling campaigns, for propionate-caprylate mixtures 
(sopronol propionate-caprylate compounds®) and zinc- 
undecate (desenex®) ointment. The essential ingredients 
in the former are caprylic and propionic acids and salts, 
and of the latter, undecylenic acid. Regardless of the 
opinion of others, it is my experience that both are of very 
little value in treatment of fungous infections. 

The excellent work of Keeney 8 and his associates in 
the extensive and intensive study of the fungistatic and 
fungicidal activity of the fatty acids is convincing and 
impressive. 

However, during the epidemic of ringworm of the 
scalp, I was searching for a fungicide that might be of 
value, and in so doing, I immersed hairs infected with 
Microsporum audouini in various preparations and 
planted them on solid medium. The organism grows as 
well or better with some of these preparations than with¬ 
out them. 

My tests with Monilia (Candida) have been similar 
to that with hairs infected with audouini. Mixing equal 
parts of a thick creamy colony of Monilia with zincunde- 
cate ointment and planting on agar, I observed slightly 
smaller colonies at first, but eventually the growth was 
the same as that of the plant without the zincundecate 
ointment. Tests with propionate-caprylate mixtures oint¬ 
ment, benzalkonium chloride (zephiran chloride®), ab- 
sorbine, Jr. (mixture of wormwood, thymol, menthol; 
iodine, echinacea, and calendula) and various other 
preparations gave similar negative results. 

One episode in the treatment of dermatophytosis 
would have been very amusing if it had not resulted in 


such serious consequences. Paul DeKruif, who, after two 
years of undergraduate medical school training at the 
University of Michigan, has become the medical adviser 
to all the world via The Reader’s Digest, pounced on an 
article by Dr. Francis, a retired United States Public 
Health officer. This short paper, in which the retired 
medical officer advised the use of camphor and phenol, 
appeared in The Journal of Dec. 6, 1941.° The good 
physician’s enthusiasm was unbounded and uninformed. 
He advised the use of approximately equal parts of cam¬ 
phor and phenol and stated that it was nonirritating and 
very effective in the treatment of ringworm of the hands 
and feet. Obviously, neither Dr. Francis nor DeKruif 
knew anything of the background of this preparation. 

In the early nineteenth century, one Italian physician 
and one French physician, independently, hit on the com¬ 
bination of camphor and phenol for sterilization of 
wounds and for application to various abscesses and in¬ 
fections in general. This combination was later to become 
a well-known preparation called campho-phenique® 
(mixture of camphor, phenol, and liquid petrolatum), 
marketed by a drug firm in St. Louis. The firm claimed 
that it contained 49% phenol and 51% camphor. The 
irritation and damage to the skin resulting from its use 
led to an investigation by the Council on Pharmacy and 
Chemistry, the report of which appeared in The Jour¬ 
nal 10 and was signed by Dr. Puckner. Samples of the 
preparation, bought in the open market, showed that the 
formula had been changed so that it contained 20% 
phenol and 38% camphor; the rest was liquid petro¬ 
latum. This mixture is relatively innocuous compared 
with the combination of equal parts of camphor and 
phenol touted by Francis and DeKruif. The danger in 
the use of the equal-parts combination lies in the fact that 
in the absence of moisture it is inert and does not conduct 
electricity. However, addition of water to the mixture 
immediately releases phenol from the inert combination, 
as can be determined by the addition of ferric chloride. 
Phenol burns result, inasmuch as fungous infections are 
favored by the moist, interdigital surfaces of the toes. I 
was very busy for a year or more treating the results of 
therapy advised by a superannuated physician and 
espoused by one who had never graduated in medicine. 

Ionic medication of the mycoses attracted much atten¬ 
tion some years ago. In 1931, Shaffer 11 presented a com¬ 
prehensive review of the literature and the value of the 
technique of the various dermatoses. Ten years later 
Greenwood and Rockwood, 1 - limiting their investigation 
to the use of copper sulfate in the treatment of the my- 

7. Peck, S. M.; Rosenfeid, H.; Lcifer, W„ and Bierman, W.: Role of 
Sweat as Fungicide, with Special Reference to Use of Constituents of 
Sweat m Therapy of Fungous Infections, Arch, Dermal. & Syph 3!)-126 
(Jan.) 1939. 

8. Keeney. E. L.; Ajelio. L,; Broyles, E. N., and Lankford, E.: Pro¬ 
pionate and Undecylenate Ointments in Treatment of Tinea Pedis and in 
Vitro Comparison of Their Fungistatic and Antibacterial Eilccls with 
Other Ointments, Bull. Johns Hopkins Hosp. 75:417 (Dec.) 1944, 

9. Francis, E.: Phenol-Camphor for “Athlete's Foot,” J. A. M. A 
117: 1973 (Dec. 6) 1941. 

10. Campho-Phenique, Report of the Council on Pharmacy and Chem¬ 
istry, J. A. M. A. 4 S: 136S (April 20) 1907. 

11. Shaffer, L. W.: Ionic Medication in Dermatology: Principles, Ex¬ 
perimental Confirmation and Clinical Application, Arch. Dcrmat. & Syoh 
23: 2S7 (Feb.) 1931. 

12. Greenw'ood, A. M., and Rockwood, E. M.: Iontophoresis of Copper 
Sulfate in Cases of Proved Mycotic Infection, Arch. Dermat. & Syph. 
44:800 (Nov.) 1941. 
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cotic infections, agreed with Shaffer that the method is 
“complicated, technical, tedious, and time consuming.” 
They found that when copper sulfate was introduced 
into the skin by iontophoresis, it was neither fungicidal 
nor fungistatic for T. gypseum, T. purpurium^and 
Epidermophyton inguinale. 

Inhalation of ethyl iodide has been found by J. H. 
Swartz to be an effective method of treatment, but the 
words of Shaffer, quoted above, might be used again in 
the description of this treatment. An overdose may result 
in some embarrassment on the part of the physician. 

Intravenous injections of various drugs, especially 
strong iodine solution (lugol’s solution), have been ex¬ 
tolled. Inspired by the enthusiasm of Levaditi, I gave a 
large number of intravenous injections of strong iodine 
solution some 25 years or more ago. The results con¬ 
sisted chiefly of an occasional sclerosed cubital vein. 

In the management of the dermatomycoses, prophy¬ 
laxis must be considered as important as treatment. 
Osborne has presented convincing figures showing the 
reduction of infections in schools by means of the chlori¬ 
nated soda foot bath. Spring, 14 however, showed that 
scales were viable after soaking one and one-half hours 
in swimming pool water chlorinated to the point of toler¬ 
ance, but that the organisms were no longer viable after 
soaking for two hours. It was found, moreover, that the 
chlorinated swimming pool water does not effectively 
reach and kill the fungi in the interspaces of the toes. 

In an attempt by John W. Williams 15 to determine the 
habitat of Trichophyton interdigitale outside the body, 
1,500 cultures were made, one-half of which were made 
from student lockers. Floors were scraped and the mar¬ 
gins of pools were likewise scraped, but in all of the 1,500 
cultures, only one possible positive culture was obtained 
and that could not be identified. 

Jamieson and McCrea 10 were able to grow pathogenic 
organisms from the insoles of shoes, and the infection of 
a large number of girls in an orphanage after wearing 
cast-off shoes was clinical confirmation of his laboratory 
findings. Sterilization of shoes by means of formaldehyde 
has been routine practice by many dermatologists for 
years, and the wearing of boiled cotton hose is recom¬ 
mended by all. However, the indiscriminate use of for¬ 
maldehyde is dangerous and may set up a chronic derma¬ 
titis. 

TRICHOPHYTIN 

The use of trichophytin in the diagnosis and treatment 
of the mycoses has been disappointing, but it appears 
that it is of more value in the diagnosis than in the treat- 


13. Swartz, J. H.; Blumgart, H. L., and Altschule, M. D.: Ethyl Iodide 
Inhalations in Treatment of Mycotic Infections of Skin and Allied Condi¬ 
tions, Arch. Dermat. & Syph. 21: 182 (Feb.) 1930. 

14. Spring, D.: Note on Effect of Chlorinated Swimming-Pool Water 
on Fungi of Toe Ringworm, Am. J. M. Sc. 1S5: 775 (June) 1933. 

15. Williams, J. W.: Habitat of Trichophyton Interdigitale Outside the 
Body, Proc. Soc. Exper. Biol. & Med. 31:984 (May) 1934. 

16. Jamieson, R. C., and McCrea, A.: Ringworm of Feet: Shoes and 

Slippers as Source of Reinfection; Final Report, Arch. Dermat. & Syph. 
44: 837 (Nov.) 1941. w ^ t . 

17. Lewis, J. M.; MacKee, G. M., and Hopper, M. E.: Trichophytin 
Test: Its Value as Diagnostic Aid. Arch. Dermat. & Syph. 3S:713 

(Nov.) 1938. „ ^ 

18. Muskatblit, E.: Allergic Manifestations of Fungous Diseases, M. 
Rec. 152:273 (Oct. 16) 1940. 

19. Traub, E. F„ and Tolmach, J. A.: Dermatophytosis: Its Treatment 
uith Trichophytin, Arch. Dermat. & Syph. 32: 413 (Sept.) 1935. 

20. Tolmach, 3. A., and Traub, E. F.: Treatment of Dermatophytosis 
with Vaccines, Arch. Dermat. &. Syph. 3Sr925 (Dec.) 1938. 


ment of the fungous infections. In a series of more than 
1,000 tests, it was found by Lewis, MacKee and Hop¬ 
per 1T that the reaction to trichophytin is specific, but the 
specificity is determined by genus rather than by species. 
Different species of fungi vary greatly in their ability to 
sensitize, and patients with severe mycoses may fail to 
react. However, in all cases of trychophytid reaction the 
trichophytin test gave positive results, as also in all cases 
of inflammatory eruption due to a given fungus. It was 
found that the patch test was not so delicate nor so reli¬ 
able as the intracutaneous test. There was little difference 
in the response of the skin of different parts of the body. 
The conclusion of these authors as to the value of the 
test in actual practice is of much interest. They believe 
that a positive reaction is of value only when it agrees with 
other findings, in which case it is of value and points to a 
favorable prognosis. But when the reaction is negative 
in the presence of true fungous infection, the prognosis 
is poor. When both the reaction and the examination for 
fungi are negative, it is fair to assume that the eruption is 
nonmycotic. This latter statement is of particular impor¬ 
tance in occupational dermatoses. 

Muskatblit 1S has found that the clinical diagnosis was 
more frequently corroborated by the trichophytin test 
than by the laboratory examination. In clinically mycotic 
cases, the test showed positive reactions in 60.3%, 
whereas laboratory confirmation was positive in only 
39.7%. This seems like a low percentage for laboratory 
confirmation. 

The use of trichophytin in the treatment of the my¬ 
coses is as yet unsatisfactory. When the case histories and 
the data of some of the highly enthusiastic reports are 
analyzed, it appears that the optimism of the writer is not 
justified, or at least it is not entirely supported by the 
evidence submitted. 

The case against the use of trichophytin in the treat¬ 
ment of the dermatomycoses was well presented in 1935 
by Traub and Tolmach. 10 In a series of 135 cases, using 
a commercial preparation in some of the cases, a pellicle 
preparation of their own in others, and a combination of 
the two in still a third group, they found apparent cures 
in 14 cases. Some of the patients showed early recur¬ 
rence, and some of the so-called cures were questioned. 
In 63 cases no change was observed, or the patient’s 
condition was made worse. The authors concluded that 
trichophytin had little, if any, effect on the course of the 
treatment. 

The results of the use of vaccines, which differ from 
trichophytin in that toxic products, together with fungous 
elements are utilized in treatment, were reported in 1938 
by Tolmach and Traub. 00 Using three different kinds of 
vaccine on 60 patients with dermatophytosis with and 
without ids and tinea capitis, they found that 60% of the 
patients were entirely uninfluenced, with 9% apparently 
cured. The authors believed that both the cure and im¬ 
provement of the cases were subject to question and that 
vaccine treatment of dermatophytosis is not yet practical 

The work of Peck and his collaborators holds much ot 
promise in the solution of the problems involved in the 
use of trichophytins. Various observers have maintained 
that the skin reactive factors in trichophytin were not 
necessarily identical with the therapeutic or immunizing 
principle. With this idea in mind, daFonseca prepared 
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two different types of trichophytin extract, one called 
“dermatocofitin,” containing only the skin test principle, 
and the other the “clasovaccine” or therapeutic principle, 
with no skin reactive factor present. Peck 21 attacked the 
problem by the study of pH cultures of T. gypseum in 
fluid Sabouraud medium. Starting from both the acid and 
alkaline side, he found that the pH of cultures of T. 
gypseum tended to go up or down the scale until a pH 
of 8.6 was reached, after which there was little fluctua¬ 
tion. In the period of rise there was an increase in skin 
test principle, whereas below a pH of 4, the reverse was 
true. By means of control and determination of pH, it was 
found possible to separate the skin test principle from the 
desensitizing fraction. The desensitizing trichophytins 
thus produced were found to be extremely effective in 
producing rapid desensitization in suitable patients with¬ 
out any local or focal reaction. The total nitrogen con¬ 
tent of the trichophytin bore no relation to the amount 
of the skin test factors present in the bouillon. 

Miller, Stewart, and Kimura," however, attach much 
importance to the nitrogen content and accept the opin¬ 
ions of Bloch and his co-workers that this determination 
is the only method known at present for the standardiza¬ 
tion of trichophytin. Goodman and Marks 23 and Traub 
and Tolmach 20 are of the same opinion. 

After considerable experience with trichophytin and 
oidiomycin as diagnostic and therapeutic aids, I have 
abandoned both as being of little value. 


MYCOTIC INFECTIONS 


In my early work with the mycotic infections of the 
hands and feet, I was influenced by Sabouraud who gave 
me the impression that all such cases were due to E. 
inguinale, or E. floccosum as it is known today. There¬ 
fore, only that organism was considered in the first series 
of cultures reported, although the Kauffman-Wolff or¬ 
ganism was mentioned. However, in the second paper 
read in 1921, I reported the findings of 18 cultures of 
E. inguinale in a series of 103 cases and when the six 
cases previously reported are added to this number, 
approximately 20% had cultures of E. floccosum. In 
36 cases the white organism was grown, and the addition 
to this number of the four previously reported cultures 
gave approximately 33% positive cultures for T. inter- 
digitale, or T. gypseum as it is known today. 

In view of these early findings of mine when I was 
groping along, it is interesting to note that Hopkins and 
his co-workers CJ in an intensive study of troops at Fori 
Benning, Ga., from 1942 to 1945 found T. gypseum in 
47%, T. purpurium in 36%, and E. floccosum in 17% 
of the cases examined. Later Burke and Bumgarner 35 
in a survey of 1,000 veterans found T. gypseum in 64%, 
T. rubrum in 34%, and E. floccosum in only 2 %. Also in 
1949, the same authors reported the results of a study 
of 1,000 veterans with a service diagnosis of mycosis. In 
this series T. gypseum was found in 59.3%, T. rubrum 
32.7%, and E. floccosum in 2%, and Candida albicans 
m 6%. 


The gradual decrease in the number of positive cu 
tures for E. floccosum is apparent in my own work, ar 
the question has arisen in the past as to whether T. eyi 
scum may not be the degenerative form of E. floccosun 
sabouraud has said that two pathogenic fungi ai 
never in <1* »me per,™. However, I have Sort 


and photographs of numerous cases in which one fungus 
was cultivated from the toes and another from the crotch. 
In an elderly man, cultures were made from the same 
scales from the inguinofemoral folds. The colony of E. 
floccosum could be seen at the bottom of the tube, and 
when subcultures were made, the two organisms coexist¬ 
ing could be definitely identified. 

I am particularly interested in the findings of feurke 
and Bumgarner 20 in 41 patients, all white men, with 
service diagnoses of otomycosis. In only five were fungi 
found. In all five, a species of Aspergillus was cultivated. 

Of all of the fallacies fastened on the medical profes¬ 
sion by constant repetition in print and by word of 
mouth, the idea that all inflammatory conditions in the 
auditory canal are mycotic is about the most fallacious. 
In hundreds of cases with the history of a diagnosis of 
fungous infection of the ear and treated as such, I have 
yet to see a patient who had had a microscopical exami¬ 
nation for a fungus made, much less a culture. In all the 
many cases seen in private practice, I have seen only one 
due to Aspergillus niger. My experience with these cases 
led me to present a paper on the subject before the Sec¬ 
tion on Dermatology at the Kansas City, Mo., meeting 



S. N., male aged 39 years. Fungous infection of the nails for many 
years. After daily applications of ammonlacal silver nitrate solution for 
three months, the nails were trimmed showing the thin black line of the 
nails but also showing the perfectly white thickened nail bed with no evi¬ 
dence of penetration by the ammoniacal silver nitrate solution. In this 
nail bed material, fungi were demonstrated microscopically and were 
viable. 


in 1936. Attention was called to the fact that these cases 
are due usually to microbic rather than to fungous infec¬ 
tion and that the Streptococcus can frequently be grown. 
These findings have been corroborated by investigators 
who worked with naval personnel in the Pacific. 

Fungous infection of the nails is to me, as yet, an un¬ 
solved problem. The whitish involvement of the surface 
of the nail is usually amenable to local applications, but 
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when the nail bed is involved,'every known method of 
treatment may fail. Surgical removal is usually followed 
by recurrence of infection in the newly formed nail. The 
roentgen ray is of no value. Iodine in goose grease and 
other liquids may be useful. Double strength benzoic 
and salicylic acid ointment may be of value, and the 
application of a carefully fitted 40% salicylic acid plaster 
may give results. 

My therapeutic results with the use of ammoniacal 
silver nitrate solution in fungous infections of the nails 


as advocated by Nickerson and White 27 have amounted 
to nothing. I have treated a sizable number of cases with 
negative results. After four months of daily applications 
of ammoniacal silver nitrate solution to the nail of the 
big toe, the nail bed remains white, and numerous viable 
mycelia are present. I have other similar cases (figure). 

25 East Washington Street. 

27. Nickerson, W. J., and White, S. J.: Therapeutic Value of Am- 
moniacal Silver Nitrate in Fungous Infections of Nails, Arch. Dermat & 
Syph. 57 : 935 (June) 1948. 


INTRAVENOUS USE OF PITUITARY ADRENOCORTICOTROPIC HORMONE (ACTH) 

A REPORT ON ITS ADMINISTRATION IN TWENTY-FIVE PATIENTS 


William Mandel, M.D., Michael J. Singer, M.D., H. Rudolph Gudmundson, M.D., Lester Meister, M.D. 

and 

F. W. S. Modern, M.D., Long Beach, Calif. 


Gordon 1 has recently reported that the increase in 
response in the eosinophil count and in the urinary excre¬ 
tion of steroids in subjects who received pituitary adreno¬ 
corticotropic hormone (ACTH) by continuous (12 
hour) intravenous infusion was twentyfold when com¬ 
pared to response from the administration of the same 
dose of the drug given in a single intramuscular injec¬ 
tion. With this knowledge, we administered pituitary 
adrenocorticotropic hormone intravenously to 25 pa¬ 
tients with diseases generally known to be responsive to 
the drug. This report summarizes our experience with 
this form of treatment. We were particularly impressed 
by the effectiveness of small amounts of the medication 
when given by this route, for the doses employed were 
only fractions of the amounts that had previously been 
required by intermittent intramuscular injection. 

MATERIALS AND METHODS 

All patients studied were hospitalized and under our 
supervision during the entire treatment period. Blood 
pressure and weight were recorded daily. Urinalysis, 
complete blood count, erythrocyte sedimentation rate, 
total eosinophil count, electrocardiogram, serum sodium, 
serum potassium, serum chloride and the carbon dioxide 
combining power of the plasma were determined weekly. 
When indicated, these studies were done more frequently. 
In patients with rheumatoid arthritis and spondylitis the 
range of active and passive motion was determined- 
weekly. All patients were on diets containing approxi¬ 
mately 2 Gm. of sodium chloride a day. Pituitary 
adrenocorticotropic hormone 2 was administered each 
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day in one of three ways: by continuous intravenous 
infusion for eight to 20 hours, by intermittent intrave¬ 
nous injection every six hours and by continuous intra¬ 
muscular drip. With one exception, all patients received 
pituitary adrenocorticotropic hormone by continuous 
intravenous infusion during a portion of their treatment 
period. Administration by intermittent intravenous in¬ 
jection and by the continuous intramuscular drip method 
were employed mainly for the purposes of comparison 
with the continuous infusion technique. Prior to and dur¬ 
ing the treatment period several patients were given 
intravenous infusions to which medication was not 
added. When given over the 20 hour period the infusion 
was started at 11:00 a. m. and discontinued at 7:00 
a. m. of the following day. This allowed time for neces¬ 
sary laboratory work and for the patient’s self-care. 
When given continuously for eight to 12 hours the night 
hours were originally included because of the known 
diurnal variation in adrenal cortical activity. 8 In subse¬ 
quent patients the daytime hours were included so that 
comparisons could be made with administration during 
the night hours. The medication for each patient, was 
kept separately. Initially the daily dose of pituitary 
adrenocorticotropic hormone used was 20 mg. This 
amount was reduced by 2.5 to 5 mg. a day at three to 
six day intervals. If relapse occurred the dose was in¬ 
creased by the same amount. Subsequent patients were 
started on 5 to 10 mg. a day with gradual reduction m 
dose for maintenance purposes. The daily dose of pitui¬ 
tary adrenocorticotropic hormone was dissolved m a 5 
per cent solution of glucose in distilled water containing 
0.2 per cent potassium chloride. 4 When given for the 20 
hour period the medication was added to 1 or 2 liters 
of fluid. When given for eight to 12 hours the medication 
was added to either Vz or 1 liter of fluid. Ten cc. of 
1 per cent procaine hydrochloride (novocain ) were 
added to each liter of the intramuscular drip, and 3UU 
TR (tubidity-reducing) units of hyaluromdase 5 were 
deposited at each site of injection. Transient local edema 
and induration occurred frequently with this procedure. 
By attaching the infusion bottle to a wheelchair mo 
patients on intravenous infusion became semiambulatoiy 
and were able to sit in the chair or to walk behind it. 



S' 

o 


o 

c 

I 

,o 

I 


o 

o 

I 


a o 

o 

*r ta 

© c 

n t; 

P>_V 5 ”3 

O % o 

So 3 


■£5 

a 

6 

g 


S5 | 
u° 54 
•cW-aS 
gO£tr 

% <a % 

42*-* t*\ O 

a o an 
5 w" 3 >> 

t, a 2 = 

« 0 th p 

«X 3 cs'O 

** U ti o 

> O-E 

■gSj:" 
3 °a 
SSg 3 
gol@ 

o£“T 5 
£ P ° 

°§W2 

E gr< to 

»2oS 

“b<!K 
^ *""■** 01 
a** o a 
a ° 

|ss| 

£ |§ e 

O O*",o 

&< H 


_, to 
0*0 


t£ 25 
C M 


O 3 

-i 

|S 

s a 

- a 


”8 

W.O 

e E? 

£C 


•PrO 

+* <v 
I-* 
' P 

~ a 

5 S 


o 2 
a 


p g'O 

sSg 

■£* ...M 

« a a 

g a *3 

P? tc c> 


§ 


*^J 

§ 

£ 


S*‘g" 83 

« o” C 

«s 


SS-2 

p-c a 
& 55 


pO 


a. o 

Ep 


a *3 

o« 


1 

2 ^ 

*Sg 

onB 


£ a 

^ca 

p. o ft. 

Fjc 

t*£2 

a H O 
H«S 

» 1 C -1 
oO S3 
Q^ £ 

a £.2 
£ o « 

*- , +-> ft. 

w 

Sc o 

*- £ -*» 

33 g 
•p a a 
S*o 


. 2*3 P 
a; go 

._-£ a 


£ P'S 
o*o“ 


.C 21*3 o 
cj 3 cj > 
SOg a 

f-o §■« 

09 W 2 C 

p*>S 

S +»*r; 


k l, e ~ 

f ' O o « 


•o g 

a «•> C f 5 

O I o * 5 ? 
«“t- u ^cj ~w 5 

o+Sgo 
w an 

■flag?o 


to SO © O T> 
to a r-— v 

®C®^w 
~~ £ 3i 
^gfaS 

a o g*o o 
-2 ^ai. 2 


d 05 o h 

fc 85| 


*p a cJ^a cj 

£ 35 -o 
J “ g °T 3 

-:iga 

*i §5 1 
So e g« 

O m O u " 
& P oia 

= ss* 

gs 2 o® 

Seaf" 


;§* 

3 o S 


Oo«S„ 

-^-•=3 

SaS"** 

■£■5 ? 6 floBo!(g 
“•^oSloKSo 

t& O rj ^3 ra P 

sgSsSogo^o 

? r g c «y a - a 

■ 0 ^lb 3 S^«2*' 

S » O K 6 a £ S'® § “ V s “ ” * 

C 3 £!Onn°«pO>t 

-g“°!£S 3 ^&«+- 0 _ 


> tr S m a « 

d “O C" ® 

a-ssS-S 

O 3 *J IE o 
o Sif as fe 

l^-SEE^ 

8 3 f*£f 

f-a: 01 m c£ 

a ^s~. 

3 g°^g£ 

S aa£ 
is o|2h w 

o o bQj* 

o sJS I < E 
* S«o „ 


AS no 

a cj •« t> 
*S fei£^,pi 
6 «a ^ 

^ 2 ~& - 
*.c!* 2 £* 
«**S2g 

S-gssg 

ggcS” 

£„-'g Mb 

g = °22 

v a o Jj « 
c-r 

— * P '3 n 


3 W 

s° 


63 i-» 

go 


- COC 


'S 5 ° 
e g 
0° 


55 

•3I 

3 = 

= 2 

S* 

**« 


■S^gss 

o'O'j; :>.. 

°5 0; 3 = 


n 2 - .Kr^rpzs^ 

oS 3 § e 2 ""i 3 05 *""*^ -SC^w 
£g£ E -&£gg°p.PtS ^52 


£- » . 
P o 

OJ 

« a 
a Sr 

g 2 . 

rr *->, 


*3 0 Jg c 

| 2 aoSS 2 ^a t S : S- 5 £|^” a 

P 'S oS a “oS c; 0 2 fi a“ w 

OBla^?." S~‘SS-SsI§ ; SSaa 2 S : “ 

o >»2 h odF' c o?* 5 c 5 ? 2 « u cj «»3 

fcOa’-MSsgS sSl B P ° 5 = ;£“S 

I fglf 2 s! g s gfi sag a s s | ” o || 

o 2 H PiU=i«^' 3 o^ ~ 3 “o u c a j 3 rC 

~ > u a ®S - S ~^ S’S b o o u g P o 


o'— > f- K 
fiOOa- 

£H 


> > »- o Sr^ w is oS-P sfl ts g 2 S P o S U g g g 

SrJfcJc^M^o P.O o 03 
i^fxjOasoooHHfl*' 


O Px ; 2 

b£ 


« ^ 


3 a :*- 1 
_ S , o 3 
■go 2 oi“ 

3 >» O 
„ 2 o d ® 

8 Eoug 

K O* •— 

3 05 3 ©*» 

rf a 

r 5 §S“ g 

v s «; £ 2 

P « CiPS 2 

o e c 0 

£-£ 23 | 
slilsi;! 

o a 2 fe a s o 

«3 *“E 3<5 to O 

0 x 3 fc. 2 « S 6 an a 

% o o . t) 

a _, - da. os w 
StOo^hq?oso 
SOfitH.fl 5 ;ny« 
® *< ® jj _ A cs a 

5 o E S c O C 0 

SSfeE Si-e "a 

■q' 5 « 2 'S^ -a * 1 
— ^ tj ^>*3 Ogfi^ P 
o!i = E§*Sa£?£ 
-r =-*->a f- o p o 

H «S3« 


wi « X 3 
pap 
fce 2 to a 

-u ^ -us o 

jc 2 -c ^ 
wrtra 


4 J to S 5 o *0 

o OS^^'S 


^>*cT . 
< 


8 S 


CO CO t» 




o >. 
3 a 
£ •- 


*5 go, 

^ ST 
70+ 

+ 

4 _ 

i 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

4 * 

t 

+ 

+ 

=g+ 

“r 

4 _ 

4 * 

+ 

t 

+ 

+ 

+ 

°s+ 

i 

4 - 

+ 

4 - 

+ 

+ 

t 

+ 


COK 

■3 a« 

S >vP 

S 

4 -> .. CJ 

a 0*3 
tj " «> 
■g o o 


+ 

+ 

+ 


O I' CC — o C 5 OC 0 


2 g CO 
51 CO ^ 


+ 

+ 

+ 


8 S 3 


HSS 

2 *°co 


o - „ o o 
c "2 W £A«> 
►* t- <n P o P 
• * o o'— ^ 
a n a 
a ftii owo 
tcSis 000 

leas 


E 

O 

P O ft »» .. •■ 

tc cj ?©£ 0 

g® g 

0 

g 

© 

a 

CJ 

0 o^s 

0 R « 

rS 


SB 



+ 

+ t + 
* 1 * 

+ 

+ 

++4. 

4 -+T 

++X 

+ 

+ 

+ 

-f 

+ 

4 * 

i 


388 


+£•§ 

+ a m 

SS 2 

<330 

Ip 

3 25 

7-3 eo 

S fl 3 

0 to a 

o a — 

S^g 

Q.S" 

Issw 

^•3 a D 

65 g P<J 
o a o 

s 

•3 ti **5 
2 S ^2 


W»v B 

e< g« 5 
o £ o 5 

?. b 2 

O o *— . 

o>~£Z 
2 o &*c c 

pga"^ 

S*a *2 « S 


e a _ 
c o a 
O — o 

4J a o 

a*»xi 

Mti 
«•** 2 

2 » 
Eo 

2 *■' 

05 a 


■ -p-a 

;« 


£§o 

„§§ 

s»g 

c O-S 

2 o 

P o 


P 

So 

a ® 
■s a 

35 

cj 00 

25 3 

go 

o~* 

a a 
n& 

■Hft 


SS 

,2a«og 

•3 0^3 **< 

„ 0 o - 

■ ■§“ 5 !>.— 

a 3 H 5 go 

5 0 6 *_ gi 

SOdoon 

o 3^0 

■~ g o 

HS p S 
Sg&E go- 


K *- 


>»■** >» 
C* 3 
‘Ofl 


i.SB«® iso 


= £a 

ggl 

oft 
>—1 p 

Pa > 

w S P 


l«’ 0 B S 

O.XJw 3 *>Ci 

+JH tB c 

< « 


a« 

PX 3 

O CJ 


5-3 & 

« £ 




+ 

+ 


—* xot* t-* 


a tJ»S m 

55 g» 

0*0 to p 
t~ o « tc _. 
** cir;*— p 

"2 2 ^ S S 

a *— o ® O 

O « ■ * 




-t- 

t 


$ 

I 


O rH C 3 C-J 


h o 


gs 


{A_o 
V -.5 
o°^ 
_§S 

|isf 

_ a ■<-* *4^; 

rj KJA S 

O £ ^ to 

og^gfio 
J B !< 


Bo 
a o 
»«< 

^2 * 
Xi p^ 

^p22 

« £5: 

v_■ b *j 

*3 cj 
>» g 3 

e £ cj 
* o -*j to 
« 

J-V 4 Cl 

« P^2 
g-g -3 

0*4 

mlZ O 
b 0 

P P.O 
O c> 

£ o a 
x: a 

£ o « 
p « 

—■ Pi 
2 2^ 
x 3 a 

00^® 
. 0*0 


a 0 

O k-$ 


;+ 
it 
* 3 + 

aSo 
to S 
0S0 

S *P to 

a 3 o 
s2a 
B°g 
Own 

0 a _ 

N.OO 

CJ W 

“« o 

S«s 

5 §*S 

■g |4 

C !l C 

!“& 
n o «r 
0-0 P 

o a ** 
X? a ^ 
0 m a 

C 4 *J g 
t— O G 

ogg 

*n p v. 

C S n 

op- 
•so p 
a .2 
p^-2 
”0, p 

C ^^3 

Sfl 


s, 

2 cj£ *» 

s e 


V 95* 

0*2 Q 


m^Doc 

IsS 


< < 


o«oetH t- 01 cz 


<0<!0Q <«o <;«o 


00 p«n 


< OP< <{ 


■<<<•< 


tr. n * 

o on 

£0 »- 




a 

o 

Q 




cR 


|S 

is 


3 3 o 5 


s" 2 

i« d "£ 

a a 0 

|l| 2S 

*- £ 

X2 P 

53 0 

f~> Q 

P TO 

2 uie 0 

P^g 
0 «i: 

1|5 

2 2 >2 « 

2a2d 

3 •*« 

, a "S 2 

§B=B 

P n d 


1 slum 

« C? K PS 


« 1^ « ^ 


2§| 
; a E 


< 4 

a cc’ 


a o x o 
« .« 


A 




a > 

O CJ 
X 3 « 

es 


a c 

>1— 

® c 


n a 

pt; 

2S 

o n. 


a tf P^a 
' 0 "n *3 ^ 
" O- 


Eo 5 


BSg 

Is 5 gi 

«« Esn 
«« 

—; —; 3 n*n 
e d w c O 

»t: 

u o n 3 a 
a a o a.t-> 
o o »- a~ 

n n J3Xi q 

a«o F 4 


_ ogog 

P C 3 O P ^ P ^ 

5o »S3 

coo o 7 S”P 

S 3 W « 5£5 CjG P 

K C 5 « 


?«< £5 S s pH 


“ ° s s? s gas a 


ft 


K 

SB 


ft 4<jC5 

3 


II a 

p H 

CJ o C 
^ £ 2 
C O 

a S' 3 
c*io 
a 3 n 
o E2 0 
JO P'S 

« CO 


?5 


d W 

O »^* K 


o— _ 

Sgo 

S 

K§t 

II2 


oz 5 
o 

a a *-> 
o « o 


s" 1 

P 

.S a o 

CPG. 
o -~>+j 
a 2§ 
a m g 
(£gn 

&Z£ 

§33 

< 

♦ b-— 



54 S 


INTRAVENOUS USE OF ACTH—MANDEL ET AL. 


Pituitary adrenocorticotropic hormone was given 
intravenously to 25 patients for from two to 26 days. 
Twelve of the patients had rheumatoid arthritis. Of these 
12, five had associated diseases: psoriasis in three, 
regional enteritis in one and conjunctivitis and urethri¬ 
tis (Reiter’s syndrome) in another. Three patients had 
rheumatoid spondylitis, and four had bronchia! asthma. 
Of the remaining six, one each had lupus erythematosus, 
polyarteritis nodosa, scleroderma, rheumatic fever, neu¬ 
rodermatitis and eczematoid dermatitis. The case reports 
are summarized in the accompanying table. Five cases 
will be described in greater detail. 

REPORT OF CASES 

Case 1 (see table).— \V. B., a 31 year old white man, had had 
chronic progressive rheumatoid arthritis involving most of the 
peripheral joints for the past seven years. He had had numerous 
hospitalizations and had received typhoid vaccine, desoxycorti- 
costerone acetate, gold, salicylates and physiotherapy without 
definite benefit. Prior to the intravenous administration of 
pituitary adrenocorticotropic hormone, he had received three 
courses of the drug given by intramuscular injection at six hour 
intervals. In the first treatment 40 mg. were given daily for 12 
days, a total of 480 mg. There was no clinical improvement or 
any significant change in any laboratory studies. Four hours 
after the first dose of pituitary adrenocorticotropic hormone 
(25 mg.) the eosinophil count had dropped 50 per cent. Two 
months later a second course of pituitary adrenocorticotropic 
hormone was given intramuscularly over a 12 day period. The 
total dosage was 1,000 mg., with the daily dose being 80 to 100 
mg. There was moderate relief of pain, and the tenderness and 
swelling of the affected joints decreased. The sedimentation rate 
remained elevated. The total eosinophil count dropped more 
than 50 per cent. The patient relapsed within four days after 
the last dose of pituitary adrenocorticotropic hormone. One 
month after relapse the drug was started again, 100 mg. being 
given daily for 15 days. The response was similar to that which 
followed the previous course. The mode of administration was 
then abruptly changed to continuous intravenous drip given 
daily for 20 hours. Twenty mg. of pituitary adrenocorticotropic 
hormone were given daily for the first two days. Within 24 hours 
further improvement occurred, and in 48 hours the patient was 
free of joint pain and swelling. After 48 hours 20 mg. of the 
hormone were administered by intramuscular drip. On the next 
day he began to show mild relapse. He was again placed on 
daily continuous infusion of the drug, with 10 mg. being ad¬ 
ministered for five days, and then the dosage was reduced to 5 
mg. a day for three days. Within 24 hours he had regained the 
previously noted improvement. The total eosinophil count, which 
was 121 ceils per cubic millimeter before the intravenous mode 
of administration, fell to less than 11 cells per cubic millimeter. 
The sedimentation rate fell and was normal on the seventh 
day. On the thirteenth day the dose was decreased to 3 mg. daily 
for two days, at which time a mild relapse occurred. The daily 
dose was then raised to 5 mg. for four days, and within 24 hours 
the symptoms disappeared. One of the patient's greatest diffi¬ 
culties had been immobility of the mandibular joints. These 
loosened sufficiently so that dental care could be given for the 
first time in several years. Medication was stopped for four 
days, during which time a mild relapse occurred. Pituitary 
adrenocorticotropic hormone was then given by intermittent 
intravenous injection, 1 mg. being injected every six hours. 
There was some improvement, but on the second day headache 
and chills developed, and the temperature rose to 104 F. The 
temperature returned to normal within 24 hours. Three days 
after the pyrogenic reaction he was feeling well. At the present 
writing, three weeks since treatment was stopped, he has re¬ 
mained in 70 to 80 per cent remission. 

Comment .—This case is representative of many pa¬ 
tients treated in this series. The response to the intrave¬ 
nous form of administration was more rapid in onset and 
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the improvement more complete than that occurring after 
administration of larger amounts of the drug given intra¬ 
muscularly. ‘' 


Case 14 (see table).—W. F., a 40 year old white man, had 
had rheumatoid arthritis and psoriasis for seven years. On ad¬ 
mission he had painful swollen knee, ankle and finger joints 
w.th moderate limitation of motion. He also had an extensive 
psoriasis. He was given a total of 2,500 mg. of pituitary adreno¬ 
corticotropic hormone by intermittent intramuscular injection 
every six hours during a 25 day period. The range of joint motion 
increased 50 per cent. There was decrease in the pain and swell¬ 
ing of the affected joints. The skin lesions cleared, although a 
few patches of psoriasis persisted. Facial acne and mild systolic 
hypertension occurred. The sedimentation rate did not return 
to normal. There was a 50 to 60 per cent fall in the eosinophil 
count. The patient was then started on oral cortisone, receiving 
a total dosage of 1,400 mg. throughout 18 days. There was re¬ 
currence of pain and swelling in the joints, and the skin lesions 
spread during the treatment. At this time pituitary adrenocorti¬ 
cotropic hormone was resumed, 5 mg. being given by intermit¬ 
tent intravenous injections every six hours for four days. Within 
24 hours the pain and tenderness decreased. Mobility in the 
joints increased. On the fifth and sixth days 10 mg. of the hor¬ 
mone were given by continuous intravenous infusion over a 
20 hour period. Five mg. were administered on the next two 
days, then 2 mg. daily for three days and finally 1 mg. daily for 
the last three days of treatment. Within 24 hours after starting 
continuous intravenous infusion further improvement occurred. 
Within 72 hours the patient felt better than he had during any 
of the previous treatment periods. He was able to walk without 
difficulty, and there was full return of strength in his hands. 
The skin lesions began to clear and at the end of the treatment 
period were no longer present. Reactions which occurred during 
treatment included facial acne, weight gain, moon-shaped face 
and a left foot drop. It is not known whether this neurological 
lesion is in any way related to the medication employed. The 
eosinophil count fell to less than 11 cells per cubic millimeter. 
An attempt is being made to keep this patient in remission by 
intravenous doses of pituitary adrenocorticotropic hormone 
given at weekly intervals. 

Comment .—In this case the response to continuous 
intravenous administration of the drug was more marked 
than with intermittent intramuscular injections, inter¬ 
mittent intravenous injections or oral cortisone. The pos¬ 
sibility of maintenance therapy by periodic intravenous 
infusions of the hormone is being explored. 


Case 18 (see table).-— L. L., a 36 year old white man, bad a 
sne year history of bronchial asthma which was becoming in- 
ireasingly severe. Because of refractoriness to the usual anti- 
isthmatic measures he was given a six day course of pituitary 
adrenocorticotropic hormone. This was administered by intra¬ 
muscular injections at six hour intervals. The average daily 
josage was 125 mg., with the total being 760 mg. He responded 
rapidly to this medication. The vital capacity, which was initially 
37 per cent of normal, rose to 90 per cent of normal. His appe- 
[ite increased, and he felt better than he had for several months. 
\fter discontinuance of medication he remained well for several 
,veeks but then relapsed and was rehospitalized. A week of con- 
,-entional treatment was again ineffective, and he was started 
}n intermittent intravenous injections of the hormone, 2 mg. 
jeinc given every six hours for five days. He responded in the 
tame manner as he had before. The total dose of the drug given 
ivas 40 mg. 

Comment. —This case was the only one in this series in 
which the patient did not receive pituitary adrenocortico¬ 
tropic hormone by continuous intravenous infusion. Had 
this route been tried it is likely that the response would 
have been just as satisfactory with even smaller doses. 
This report shows the practicability of the use of the 
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hormone given intravenously in acute disease states. 
The total dosage used was % 0 of that given by intermit¬ 
tent intramuscular injection. 

Case 20 (see table).—W. G., a 57 year old white man, had 
had disseminated lupus erythematosus for two years. He had 
received three courses of pituitary adrenocorticotropic hormone 
therapy, each consisting of 2,500 mg., given over a three week 
period. The medication had been given intramuscularly at six 
hour intervals. The daily dosage was between 80 and 100 mg. 
Within 48 hours after onset of each course of treatment he was 
clinically improved. His appetite increased; a sense of well being 
prevailed, and pain decreased. The eosinophil count fell to 40 
to 60 per cent of pretreatment levels. There was no significant 
change in other laboratory studies. The sedimentation rate re¬ 
mained elevated. Remission could be maintained only by high 
doses, for when the dose was lowered or treatment was stopped 
the patient promptly relapsed. 

One month after the last course of treatment the hormone 
was started by continuous intravenous infusion. Twenty mg. 
were given daily for two days. On the third day the dose was 
reduced to 10 mg. Within 24 hours improvement similar to that 
with intramuscular therapy occurred. After 48 hours the im¬ 
provement increased and was more noticeable than with any 
previous courses of treatment. The medication had to be dis¬ 
continued on the third day because of the sudden onset of ex¬ 
treme restlessness and confusion. This lasted several hours. The 
eosinophil count had fallen from a resting value of 154 to less 
than 11 cells per cubic millimeter. Within three days after 
stopping administration of the hormone, the patient relapsed 
to his former state. He refused further medication if given by 
the intravenous route. 

Comment .—Pituitary adrenocorticotropic hormone 
given by continuous intravenous infusion produced more 
rapid onset of improvement, as well as greater response, 
than had occurred with three previous courses of the drug 
given intramuscularly. The treatment had to be stopped 
because of the onset of toxic symptoms. This had not 
occurred previously. Treatment using smaller doses was 
not resumed because of the patient’s refusal. 

Case 22 (see table)—M. G., a 30 year old white man, had 
had recurrent acute rheumatic fever. His complaints were those 
of severe precordial pain, cough and shortness of breath of 
several days duration. In the past he had been successfully 
treated for subacute bacterial endocarditis. On this admission 
the patient was acutely ill. A friction rub was heard over the 
entire precordial area. Diastolic and systolic murmurs were 
audible over the aortic area. There was prominence of the left 
cardiac border by x-ray, and fluid was present in the right costo- 
phrenic angle. Pituitary adrenocorticotropic hormone seemed 
indicated because of the gravity of the patient’s condition. 

The hormone was given by continuous intravenous drip for 
13 days. Ten mg. were given each day. Within 24 hours clinical 
improvement had occurred. The friction rub disappeared by the 
third day. At the same time the temperature and pulse returned 
to normal. The patient continued to do well until the tenth 
treatment day, when he began to complain of epigastric distress. 
On the thirteenth day he suddenly passed a large tarry stool 
and went into shock. He recovered gradually under appropriate 
treatment. When questioned he remembered having had similar 
epigastric distress, although he had no knowledge of previous 
bleeding. Treatment with the hormone was not resumed. 

Comment .—This patient was treated with pituitary 
adrenocorticotropic hormone by continuous intravenous 
infusion for 13 days. He received a total dosage of 130 
mg. of the drug. On the thirteenth day of treatment mas¬ 
sive gastrointestinal bleeding, which was most likeiy due 
to a peptic ulcer, developed. Gastrointestinal bleeding 
has been known to follow intramuscular injection of the 
hormone. This report emphasizes the dangers that are 
inherent in the use of the drug when any effective route 
is employed. 


RESULTS 

After our early experience with the intravenous in¬ 
fusion of the hormone, daily dose levels of 5 to 10 mg. 
were selected for use in further treatment. All patients 
responded adequately to these doses. Relapse did not 
occur in any patients during the period of treatment. 
All patients who were treated again responded in a 
fashion similar to, or even more rapid than, their re¬ 
sponse to the initial treatment. Many patients could be 
maintained on daily doses which were smaller than 5 mg. 
It was our impression that the critical level was repre¬ 
sented by a daily dose of between 2.5 and 5 mg. Patients 
who could be maintained on these levels often remained 
in remission for varying periods of time when treatment 
was stopped. Those patients who required higher daily 
maintenance doses often relapsed promptly when medi¬ 
cation was discontinued. Undesirable reactions occurred 
more frequently when higher daily doses of pituitary 
adrenocorticotropic hormone were employed. The only 
response to placebo injections or infusions was mild sub¬ 
jective improvement. Relapses occurred in three patients 
when placebo therapy was substituted for intravenous 
infusion of the hormone. 

The response to the continuous infusion of a single 
dose of the drug during each 24 hour period was roughly 
proportional to the length of its administration. This was 
demonstrated in case 11 (see table), for with the same 
daily dose of pituitary adrenocorticotropic hormone the 
20 hour infusion was more effective than the 12 hour 
infusion, which in turn was more effective than intrave¬ 
nous injections every six hours. Many patients responded 
satisfactorily to continuous intravenous infusion given 
for eight to 12 hours each day. In spite of the reported 
diurnal variation in adrenal cortical activity there did not 
appear to be any marked differences, whether the in¬ 
fusions were given during the day or the night. In fact, 
in a few patients the daytime administration appeared 
somewhat superior. 

Ten patients had prevously received the drug in inter¬ 
mittent intramuscular injections. In these the response to 
intravenous infusion of the hormone was usually more 
prompt and complete. Remissions after cessation of 
intravenous treatment were generally more prolonged 
than those after a course of intramuscular injections. 
Intermittent intravenous administration appeared to be 
more effective than intermittent intramuscular injections; 
continuous intravenous infusions were more effective 
than continuous intramuscular drip. 

Most patients showed a distinct increase in appetite 
during treatment. The low salt diet was accepted readily. 
The weight gained was usually lost subsequently, al¬ 
though several patients maintained a gain of 907 to 
2,268 gm. (2 to 5 lb.) when treatment was discontinued. 
The eosinophil counts and the sedimentation rates fell 
in all patients. Eosinophil counts of less than 11 cells 
per cubic millimeter were common (i. e. none seen). 
The change in the eosinophil count and in the sedimen¬ 
tation rate occurred earlier and was more marked in the 
patients treated with continuous intravenous infusion of 
pituitary adrenocorticotropic hormone than in those 
treated with intramuscular injection. No significant alter¬ 
ation was seen in the red blood cell count, the hemo¬ 
globin level or the serum proteins. A polymorphonuclear 
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leukocytosis occurred in the majority of patients. Two 
patients developed transient hyperglycemia and glyco¬ 
suria. Hypokaliemia did not occur. 

Medication was interrupted in seven patients because 
of undesirable reactions. In three of these treatment 
could not be resumed. The patient in case 20 refused 
further treatment, the one in case 22 had severe gastro¬ 
intestinal hemorrhage, and in case 23 (see table) the 
same untoward symptoms recurred with subsequent 
treatment. Common complaints during the first few 
hours of infusion were flushing of the face, a feeling of 
tightness across the chest and a sense of fullness in the 
abdomen. It was our impression that when smaller 
volumes of fluid were administered these complaints be¬ 
came less frequent. Symptoms and signs suggestive of 
Cushing’s syndrome, such as acne, moon-shaped face, 
fluid retention and hypertension, were seen in many 
cases. These tended to disappear with reduction in dose 
and interruption of treatment. Many patients exhibited 
varying degrees of euphoria. Pyrogenic reaction oc¬ 
curred in three patients who were receiving intermittent 
intravenous injections of pituitary adrenocorticotropic 
hormone. 0 These reactions did not recur with subsequent 
infusions. It is uncertain whether the left foot drop that 
developed in case 14 was in any way related to use of the 
hormone. 

COMMENT 

The response to the hormone given over the 24 hour 
period depends on the amount, the route and the fre¬ 
quency of administration. Heretofore the daily amounts 
have varied from 40 to 160 mg. at onset of treatment, 
with reduction to maintenance doses of between 10 and 
20 mg. a day. The route of administration has been the 
intramuscular one. Injections have been given at four to 
12 hour intervals but are almost routinely administered 
every six hours. When the total daily dose is subdivided 
and given at more frequent intervals there is a greater 
response, as judged both by clinical improvement and 
by laboratory tests. 7 


6. Similar reactions were observed ir. two other patients, not included 
in this report, who were receiving the hormone by intravenous infusion. 
Pyrogenic reactions of this type are rare in this hospital. A check of the 
sterile needles supplied was negative for pyrogenic material. (We are 
indebted to Dr. L. I.. Ely and the Baxter Company for performing these 
studies. We were reassured by them that kaladex® was nonpyrogenic.) 
Two of the five medication vials showed evidence of contamination. In 
one the solution was turbid and from the other a gram-negative rod was 
grown. Although not proven, it is likely that all the pyrogenic reactions 
were due to contamination. 


7. Goslings, J.; Hijmans, W.; van Limpt, P. M., and van Gilse, H. A.: 
Prolonged Treatment of Rheumatoid Arthritis with ACTH Alone and with 
Gold, Brit. M. J. 2:1019-1024 (Nov. 4) 19S0. Li, Choh Hao: Adreno- 
corticotropin (Adrenocorticotropic Hormone, ACTH), Nord. med. 43: 
363-366 (March 3) 1950. 

8. Hench, P. S.; Slocumb, C. H.; Polley, H. F., and Kendall, E. C.: 
Effect of Cortisone and Pituitary Adrenocorticotropic Hormone (ACTH) 
on Rheumatic Diseases, J. A. M. A. 144: 1327-1335 (Dec. 16) 1950. 

9. Wolfson, W. J.; Thompson, R. E„ and Cohn, C.: Adactar and 
Adactar Gelatin: Pituitary Adrenocorticotropic Preparations with Pro¬ 
longed Activity, abstracted, J. Clin. Endocrinol. 10 : 836 (July) 1950. 

10. Sayers, G.; Bums, T. W.; Tyler, F. H.; Jager, B. V.; Schwartz, 
T. B.; Smith, E. L.; Samuels, L. T., and Davenport, H. W.: Metabolic 
Actions and Fate of Intravenously Administered Adrenocorticotropic Hor¬ 
mone in Man, J. Clin. Endocrinol. 9 : 593-614 (July) 1949. 

11. Richards, J. B.; Merkin, M.; Cheng, C. P., and Sayers, G.: Fate 
of Intravenously Administered Adrenocorticotropic Hormone (ACTH), 
abstracted, J. Clin. Endocrinol. 10: S09 (July) 1950. Greenspan, F. S.; 
Li Choh Hao, and Evans, H. M.: Disappearance Rate of Adrenocortico¬ 
tropic Hormone from Rat’s Plasma After Intravenous Injection, Endo¬ 
crinology 4G: 261-264 (March) 1950. 

12. Sonenberg, M.; Keston, A. S., and Money, W. L.: Tracer Studies 
with Labelled Preparations of Anterior Pituitary Hormones: ACTH, ab¬ 
stracted, J. Clin. Endocrinol. 10 : 809 (July) 1950. 

13. Cluxton, H. E., Jr.: Personal communication to the author. 


Attempts have been made to increase the effectiveness 
of the drug by alterations in its plan of administration. 8 
Efforts have been made to prolong its action so that 
fewer injections would be required. A long-acting form 
of pituitary adrenocorticotropic hormone (adactar®), 
which is prepared by adsorbing the hormone onto a 
colloidal aluminum phosphate carrier, represents such a 
product. This material, given once daily, produced ade¬ 
quate responses, though local reactions limit its use¬ 
fulness. 9 

Although the hormone has been used clinically for 
several years there has been little mention made of the 
possibilities of its intravenous administration. Some rea¬ 
sons for this may have been the impurities present in the 
earlier products, the potential hazards of foreign protein 
therapy and the belief that administration by this route 
would offer no advantages over the more convenient 
intramuscular route. Moreover, literature supplied by the 
manufacturer caution against its intravenous use. 

In 1948 Sayers and associates 10 described the fate 
and metabolic effects of pituitary adrenocorticotropic 
hormone given intravenously. Single doses of 50 and 
100 mg. were given intravenously, in 200 ml. of saline 
over a one-half to one hour period, to two adult men.- 
The only untoward reaction was mild chill and fever in 
one subject. Within two hours after administration the 
plasma content of the hormone had returned to its pre¬ 
administration level. The maximum activation of the 
adrenal cortex as measured by the metabolic response 
occurred by the third hour and disappeared by the end 
of the sixth. Gordon, as we pointed out, was able to show 
a twentyfold increase in response to pituitary adreno¬ 
corticotropic hormone when a given dose was admin¬ 
istered intravenously over a 12 hour period, as com¬ 
pared with administration of the same amount by a 
single intramuscular injection. 1 

Our experience has shown that by the simple ex¬ 
pedient of changing from intermittent intramuscular in¬ 
jections to continuous intravenous infusion much smaller 
amounts of the hormone were needed to produce effec¬ 
tive responses. Reasons for these differences are not 
known, but it is of interest to speculate on possible ex¬ 
planations. The hormone disappears rapidly from the 
blood stream after intravenous injection. 11 In vitro in¬ 
cubation of the drug with plasma, kidney or liver tissue 
results in inactivation of the hormone. After injection of 
pituitary adrenocorticotropic hormone labeled with I 131 
the adrenal cortex was found to contain the highest con¬ 
centration of the material of any organ in the body. Two 
hours after injection the labeled material was no longer 
detectable in the adrenal cortex. 12 Inactivation of the 
hormone by muscle enzymes has been demonstrated 
by Dr. C. H. Li. 13 These data suggest that local 
destruction of the hormone occurs in muscle, that the 
disappearance rate of pituitary adrenocorticotropic hor¬ 
mone from the blood stream is very rapid and that the 
drug is selectively absorbed by the adrenal cortex. It is 
therefore reasonable to assume that the effectiveness of 
the hormone given intramuscularly depends on the rate 
and amount of effective material absorbed. The greater 
effectiveness of intravenous infusion is due to the more 
continuous adrenal cortical stimulation and to the fact 
that destruction does not occur at the injection site. Only 
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minute amounts of the drug are required at any given 
moment to stimulate the adrenal cortex, e. g., 10 mg. of 
pituitary adrenocorticotropic hormone given over a 20 
hour period supplies only 9 gamma of the drug to the 
blood stream each minute. 

The obvious advantage of the intravenous form of 
administration of the hormone is its relative economy. 
In addition, the therapeutic results were often more satis¬ 
factory than had been seen with previous intermittent 
intramuscular administration. Refractoriness did not 
occur in any of the treated patients. This suggests that 
the phenomenon of refractoriness to the drug by the 
intramuscular method may be in part related to the mode 
of administration. The intravenous administration of 
pituitary adrenocorticotropic hormone is highly practi¬ 
cable in those acute conditions that in the past have re¬ 
sponded satisfactorily to relatively short periods of intra¬ 
muscular treatment. Patients must be followed closely 
when this method of administration is used, for undesira¬ 
ble effects may occur more frequently and with greater 

rapidity. summary 

Pituitary adrenocorticotropic hormone (ACTH) was 
administered intravenously for periods of two to 26 days 
in daily doses of 1 to 20 mg. to 25 patients with a variety 


of conditions. The average daily dose employed was be¬ 
tween 5 and 10 mg. given for eight to 20 hours a day. 
Comparison was possible in 10 patients with previous 
courses of intermittent intramuscular injections, while 
in the remainder our past experience with intramuscular 
therapy was used as the basis for comparison. The thera¬ 
peutic results were equally as good or even better, with 
only %o to %o of the doses previously employed. No 
patients were refractory to the hormone when given by 
this method. There were no patients who relapsed while 
being treated with adequate doses. There were no pa¬ 
tients who were refractory on subsequent treatment. 
Reasons for the differences in the dose required by the 
two modes of administration are discussed. The advan¬ 
tages and disadvantages of the intravenous administra¬ 
tion of the drug are enumerated. 

ADDENDUM 

Since completing this report we have treated 80 addi¬ 
tional patients with the hormone by intravenous infusion. 
The initial treatment has been concluded in all patients. 
The longest period of continuous treatment was 42 days 
(case 2). Three patients included in the report have 
been treated again. The accumulation of further data 
has tended to confirm the results cited in the report. 


BODY TEMPERATURES DURING ANESTHESIA IN INFANTS AND CHILDREN 


John A. Bigler, M.D. 
and 

William Otis McQuiston, M.D., Chicago 


Fever, convulsions and death following surgery on 
children is a sequence of complications that has long 
been dreaded by surgeons and anesthesiologists. Dr. 
Isabella C. Herb 1 pointed out in “Abt’s Pediatrics” in 
1925 that operating room temperatures should be be¬ 
tween 65 and 70 F., and that temperatures above this 
are exhausting to the patient. Although the staff at The 
Children’s Memorial Hospital was conscious of this 
danger, our only preventive measures were the usual 
ones—such as light draping, cancelling of elective sur¬ 
gery on excessively hot days and ice packs following 
surgery if the temperature was noticeably elevated at 
the conclusion of surgery. 

In the summer of 1947 we were suddenly jolted out 
of our complacency by two deaths due to postoperative 
hyperthermia. 

REPORT OF CASES 

Case 1.—T. M., 1 year of age, was operated on for correc¬ 
tion of webbed fingers. The day before surgery his temperature 
was 100.4 F. rectally. No reason for this slight elevation could 
be found. His rectal temperature the next day before going to 
the operating room was 98.S F. The anesthesia was started at 
9:35 a. m., and the operation was completed at 1 p. m. Ethyl 
chloride induction, followed by open drop ether, was used for 
the anesthesia. During surgery the anesthetist reported that the 
child was not doing well. The pulse and respiration rates were 
rapid, anc( there was profuse perspiration. Oxygen and intra¬ 
venous fluids were administered. Following surgery .the child 
was placed in an oxygen tent, the temperature in the tent being 
76 F. The body was very hot, and the feet were cold. The pulse 
rate was 150 to 200, and the respiratory rate was 48 to 80 per 
minute. Death occurred at 2:45 p. m., when the rectal tempera¬ 


ture was 108.5 F. At autopsy there was edema and congestion 
of the brain and leptomeninges, petechial hemorrhages through¬ 
out the brain and miliary tuberculosis only of the lungs, liver 
and spleen. The impression of the main cause of death was 
heat stroke. 


Case 2.—D. D., the second patient, was first operated on for 
a tracheo-esophageal fistula at the age of 3 days. The proximal 
end of the esophagus was brought out through the neck. The 
lower end was ligated, and a gastrostomy was done. On his last 
admission, at the age of just past 1 year, his temperature had 
fluctuated from 97.8 to 100.6 F. rectally. Anesthesia for anas¬ 
tomosis of the esophagus to the fundus of the stomach placed 
in front of the thorax was started at 1:35 p. m., and the opera¬ 
tion was completed at 6:25 p. m. Anesthesia consisted of cyclo¬ 
propane with oxygen administered by the to-and-fro technique. 
An adequate airway and gaseous exchange were difficult to 
maintain. At the end of the operation the temperature was 
101.4 F. rectally, the pulse rate was 106, and the respiratory 
rate was 108. Three hours later the temperature was 108 4 - 
F. rectally. In spite of the patient being in an oxygen tent and 
ice packs, death occurred 12 hours later. Preoperative medica¬ 
tion consisted of morphine, grain, and atropine sulfate, 
kioo grain. At postmortem the essential observations were 
cerebral edema and congestion of the lungs, liver and adrenals. 


Personal communications from other physicians in 
the Chicago area revealed other similar deaths of chil¬ 
dren in whom hyperpyrexia was developing during or 


tact R j manress was ma<Je by the Davol Rubber Company, Provi- 

„ tbyrnoeiectric clinical thermometer was made by the Ceniral 
Scientific Company of Chicago. 

Clli ! d F n ' s Me rooriaI Hospital, Chicago, and the Ortho S. A. 
Sprague Memorial Institute Laboratories, Chicago. 

A ° f * J* A ' : Abl ’ s Pediatrics, Philadelphia, W. B. Saunders Company, 
1925, voL 6 , chap. 160, p. 602 . 
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following surgery. Although there have been some 
studies of temperatures during anesthesia, the signifi¬ 
cance of fever and its control has not been sufficiently 
emphasized. Knight 2 reported in 1942 that hyper¬ 
pyrexia is of frequent occurrence during prolonged 
operative procedures, and that it has a deleterious effect 
on the recovery period. He believed that the closed 
system of administering anesthetic gases tends to raise 
the patient’s temperature. He developed a gas cooler 
to control the rise in body temperatures. Burstein and 
Mark 3 state that in the closed system the carbon 
dioxide absorber, especially of the to-and-fro variety, 
tends to warm the breathing mixture. They reduced the 
heat by using ice bags on the upper end of the to-and- 
fro cannister and the face mask. By this method the rise 
in body and skin temperature is minimized. Without 
ice bags and with a room temperature of 85 F. the 
rebreathing atmosphere rises to between 104 and 113 
F. With ice bag technique the gas temperatures were 
between 83 and 87 F. 



Thermo-electric clinical thermometer with constant temperature well, 
galvanometer scaled for reading degree of temperature and rectal insert. 


We were unable to adequately control the body 
temperatures in children by cooling the gases in a 
to-and-fro absorption system. We have had no experi¬ 
ence with gases cooled with the circle technique. 

PROCEDURE 

Rectal temperatures taken at the termination of sur¬ 
gery revealed that the majority of the children under¬ 
going surgery had some elevation of temperature. It 
seemed desirable that continuous temperature record¬ 
ings should be made. Consultation by Dr. Bigler with 
Dr. Marshall N. States and Dr. Harris M. Sullivan of 
the Central Scientific Co., of Chicago, resulted in their 
construction of a thermo-electric clinical thermometer 
that was safe to use when explosive anesthetic agents 
were being administered. 

The apparatus consists essentially of a thermocouple, 
one junction of which is held at a constant temperature 


2. Knight. R. T.: Elevation Of Body Temperature During Anesthesu 
and Its Control, Anesth. & Analg. 21:117-119 (March-April) 1942. 

3. Burstein, C. 1„ and Mark, L. C.: Control Of Temperature Of 
Inspired Atmosphere In Absorption Technic, Anesthesiology 9. 97 
(March) 194S. 


in a constant temperature well, the other junction being 
an integral part of the rectal insert. The thermocouple 
current is read on the scale of a galvanometer that is 
calibrated in degrees, The instrument is completely elec¬ 
tronic, and there are no sparking points. 

Until the spring of 1948 we were concerned chiefly 
with the causes and prevention of hyperthermia. The 
advisability of producing hypothermia for the purpose 
of decreasing the oxygen demand during operation on 
“blue babies” was discussed. Perusal of the voluminous 
medical literature on cold therapy, the effects of cold 
and local refrigeration anesthesia, led us to believe that 
hypothermia may be produced safely in adults, but we 
were unable to find any reports of the deliberate pro¬ 
duction of hypothermia in critically ill children. In fact, 
the literature abounds with reports on the conservation 
of body temperatures in children undergoing surgical 
procedures. However, because of the acute need of 
increasing the arterial oxygen or of lowering the oxygen 
demand in patients with critical hypoxemia, we decided 
to resort to hypothermia. 

Case 3.—Thomas O., aged 3 months and 25 days, was ad¬ 
mitted to the hospital in May of 1948 with marked cyanosis. 
He had begun to have spells of cyanosis at the age of 2 months. 
During these attacks, which lasted for about 30 minutes, he be¬ 
came semicomatose and blue-black in color. 

It was the unanimous opinion of the cardiologists, surgeons 
and anesthesiologist that the infant would probably die on the 
operating table. But it was obvious that he was doomed with¬ 
out surgery. Therefore, it was decided to attempt an 
anastomosis. 

Morphine, Vm grain, and atropine, Ysoo grain, were ad¬ 
ministered one hour before the operation. Cyclopropane was 
administered by the to-and-fro technique, and the infant was 
surrounded with ice bags. His temperature was lowered until 
it registered 96 F. rectally. Very little cyclopropane was needed 
for maintenance of the anesthesia. In fact, for more than 90 
minutes the cyclopropane valve was shut off. On the completion 
of an anastomosis between the aorta and the pulmonary artery 
hot water bottles were applied. When the rectal temperature 
reached 96.7 F. the patient began to react, and cyclopropane 
was again administered for closure of the incision. The patient 
was awake when he left the operating room. The total anes¬ 
thesia time was three hours. 

Convalescence: After 24 hours the infant was removed from 
his oxygen tent. Phleboclysis was discontinued, and he was 
given a full formula by bottle. He was discharged on the four¬ 
teenth postoperative day after an uneventful recovery. 

RESULTS 

The normal rectal temperatures of infants and chil¬ 
dren are approximately one degree higher than the 
mouth temperatures. In our tables, for convenience, we 
used rectal temperatures of from 99 to 100 F. as normal 
and placed all temperatures in units of one degree. 
Two hundred and fifteen patients between 4 days and 
13 years of age who underwent surgery were studied. 
Eight patients had a temperature of from 100 to 101 F. 
on arrival in the operating room. 

CONTROL GROUP 

The control group consisted of 89 patients who had 
no cooling and 22 patients who were cooled with ice 
bags after alarming fever had developed. Hence, it is 
obvious that in these 101 children the number in whom 
extremely high temperatures were developing would be 
more than the number indicated in chart 1. It is also 
probable that some temperatures would have exceeded 
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104 F. had not ice bags been used before the termi¬ 
nation of surgery. Twelve of the 22 patients were in 
such critical condition that ice bags were used before 
their temperatures reached 102 F. We did not feel justi¬ 
fied in jeopardizing any child for the purpose- of a 
statistical study. 

As can be seen in chart 1, 62.3 per cent of the 
children in the control group suffered temperatures 
above 100 F. Seven of these 63 children suffered tem¬ 
peratures of between 103 and 104 F., 15 of between 
102 and 103 F. and 17 of between 101 and 102 F. 

Of the 22 patients on whom ice bags were used, eight 
became normal or subnormal before surgery was com¬ 
pleted. Of these, the temperatures were from 99 to 
100 F. in three, 98 to 99 F. in three, 97 to 98 F. in one 
and 96 to 97 F. in one. The remaining 14 patients 
continued to have fever at the close of the operation. 

In 41 patients with fever no ice bag cooling was 
used. Only five of these had a normal temperature, and 
one had a temperature of from 98 to 99 F. at the end 
of surgery. The other 35 continued to have fever. 
Although ice bag cooling of the patient was of some 
help, it was not as helpful as expected. 

The normal and subnormal temperatures recorded in 
chart 1 were the highest temperatures recorded during 
surgery. Of those below 97 F., all but one were in 
infants under 6 months of age (chart 3). The exception 
was under 1 year of age. Of the 38 patients without 
some fever, only 20 were within the normal 99 to 
100 F. range. 

In this control group there was a spread of tempera¬ 
tures of from 93 to 104 F., or of 11 degrees. 

ICE BAG COOLING 

During the hot summer months ice bags were used 
on a number of surgical patients in an attempt to con¬ 
trol the temperatures during surgery. This not only was 
disturbing during the operation but also was not par¬ 
ticularly effective in controlling the fever in some pa¬ 
tients. Twelve patients had ice bags packed around the 
body from the start of anesthesia. Of these, six (50 per 
cent) developed fever, two of from 103 to 104 F. and 
four of from 100 to 101 F. Of these six patients, body 
temperature was above normal at the end of surgery in 
four, normal in one and subnormal in one. Of the six 
with no fever, one was normal, two were from 97 to 
98 F,, and three were from 96 to 97 degrees F. at the 
termination of surgery. In two of the latter hot water 
bottles were substituted for the ice bags during surgery. 

Because of this experience with ice bags, the develop¬ 
ment of a more easily controlled technique seemed ad¬ 
visable. A rubber mattress, measuring 19 by 24 inches, 
was constructed for us by the Davol Rubber Co. This 
mattress is compartmented in order to give it stability 
when it contains water. Inlet and outlet tubing at 
opposite corners facilitate the regulation of the mattress 
temperature by introduction of hot or cold water. 

water mattress group 

The water mattress was filled and in place on the 
operating table under the sheet. Each child was placed 
on the mattress before the induction of the anesthesia 
and surgical preparation. The temperature of the water 


in the mattress varied from tap water of 60 to 70 F. 
to ice water of 40 to 50 F. The temperature of the 
water was varied according to the age of the child, 
the room temperature and the degree of cooling desired 
by the anesthesist. For patients under 1 year of age 
ice water was not necessary at any time. 

The water mattress was used with 102 patients. In 
40 (39.2 per cent) the temperature rose above 100 F. 
rectally (chart 1). There were no patients with a fever 
over 102 F., in contrast to 24 in the control and ice 
bag groups. In only eight were the temperatures 101 
to 102 F., and in 32 the temperatures were 100 to 101 
F. The temperature was normal before the end of 
surgery in 25 of the 40 patients. It was below 100 F. 
in 15 minutes in two patients, in 30 minutes in 10, in 
45 minutes in two, in 60 minutes in five, in 75 minutes 
in five and in two hours in one. Of these 25 patients, 
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Chart. I.—Highest temperatures recorded during anesthesia, with the 
explanation of symbols as follows: triangle, patient in whom no cooling 
method was employed; patient in whom ice bags were used after 
rise in body temperature; open circle, patient in whom ice bag cooling was 
used continually, and closed circle, patient in whom water mattress 
cooling was employed. 
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the temperature before the end of surgery was 99 to 
100 F. in 17, 98 to 99 F. in three, 97 to 98 F. in 
three, 96 to 97 F. in one and 94 to 95 F. in one. In 
three the cool water was replaced with warm water 
when the temperatures became subnormal. 

Of the 63 cases with their highest temperatures nor¬ 
mal or subnormal, as indicated in chart 1, those below 
97 F. all occurred in infants under 1 year of age. 
Temperatures of from 97 to 100 F. were about equally 
distributed in the age groups over 1 year of age. Hot 
water replaced the cool water when the temperature 
became subnormal in 17 instances. In the mattress- 
cooled group the variation in temperatures was 11 de¬ 
grees, but the fevers were not as high, and more cases 
fell within the normal or slightly subnormal range. 

temperatures before surgery 

In only eight patients was there an elevation of 
temperature before surgery. In one patient ice bags 
were used from the beginning of the anesthesia. The 
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temperature was 101 F. before surgery and gradually 
came down to 100.4 F. in two hours at the end of 
the operation. Three patients with temperatures of 
100.2, 100.6 and 101 F. had no cooling, and at the 
end of surgery, one and one-half to two hours later, 
they had fevers of 101.6, 101.5 and 103.4 F. The 
remaining three patients were cooled with the water 
mattress. The temperature before surgery was 100.2 
F. in two patients and 100.8 F. in the third, but at 
the end of 45 minutes two were normal, and the third 
was 100.6 F. at the end of surgery, one hour and 40 
minutes later. 

ONSET OF FEVER 

A temperature of over 100 F. was present in 109 
of the 215 patients studied. In chart 2 the time of 
onset of the fever after the beginning of surgery is 
divided into 15 minute periods for the first hour and 
then into hourly periods thereafter. In 63 patients (57.8 
per cent) the temperature began to rise above normal 
in the first 15 minutes, while 27 (24.7 per cent) did 
so in the next l'5 minutes. This means that 82.5 per 
cent of the febrile patients began to develop a tempera- 
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Chart 2 .—Time of onset of fever after start of anesthesia (only tem¬ 
peratures above 100 F. recorded), with the explanation of symbols as 
follows: triangle, patient in whom no cooling method was employed; '%** 
patient in whom part time cooling was used; open circle, patient cooled 
through the continual use of ice bags, and closed circle, patient in whom 
water mattress cooling was employed. 


ture within the first 30 minutes. It is apparent that some¬ 
thing besides the actual surgery must influence the 
temperature. 

1 PREOPERATIVE MEDICATION 


In all but a few of the very young infants some pre- 
operative medication was used. In patients a few weeks 
to a few months of age small doses of atropine were 
administered preoperatively. Between 1 year and 5 
years of age the majority of the children received both 
morphine and atropine, while most of the children 5 
years of age and older received morphine and scopol¬ 
amine hydrobromide as preoperative sedation. Al¬ 
though it is generally believed that the belladonna 
group of drugs may cause fever, no relationship between 
these drugs and fever could be shown in this series. 
The old belief that morphine will tend to prevent fever 1 
may be correct, but it did not prevent fever in over 
50 per cent of the patients studied. 


ANESTHESIA 

The majority of the 215 patients studied were thora¬ 
cotomies, usually for correction of a congenital heart 
lesion. These patients were almost routinely anesthe¬ 
tized with cyclopropane administered by a to-and-fro 
technique through an endotracheal tube. This may have 


had an influence on oxir observations; however, open 
drop ether, with and without oxygen insufflation under 
the mask, semiclosed, circle absorption and pharyngeal 
insufflation techniques were all used in various other 
types of surgery, and no definite influence on tempera¬ 
ture elevation could be shown due to the method of 
administration. 

AGE OF THE PATIENTS 

The patients varied in age from 3 days to 13 years. 
The age of the patient had a very definite influence 
on the temperature during surgery. Below 6 months 
of age the infant tends to develop hypothermia—only 
one patient in this group had a temperature above 
100 F. Between 6 months and 1 year of age, half 
the patients developed hyperpyrexia while one-half 
developed hypothermia. From 1 year to 13 years of 



cooling was used, and closed circle, patient in whom water mattress cool¬ 
ing was employed. 


age the children in the control group had an average 
temperature of 101 to 102 F., while the cooled group 
showed an average temperature of 100 F. The tempera¬ 
tures of all patients are shown in chart 3. 

MONTH OF YEAR 

There was very little difference between the number 
of patients with fever during the winter months and 
the number with fever during the hot summer months. 
Temperatures above normal were about equally divided 
between all months of the year, with the exception 
that the majority of fevers above 102 F. occurred be¬ 
tween April and September. This same relationship 
holds true when one considers the operating room 
temperatures. We do not have air conditioning, and the 
temperature of the operating room varied from 69 to 
88 F. Although there was a rise in temperature in some 
patients throughout this whole range, the majority 
occurred when room temperatures were between 76 
and 82 F. The temperature about the patient must have 
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been higher at all times due to the necessary draping 
(kept as light as possible), the number of people 
around the table and the operating room lights. 

LENGTH OF SURGERY 

In the group of patients studied each anesthesia 
lasted from 30 minutes to five hours. It can be seen 
in chart 2 that 82 per cent had a rise in temperature 
within the first 30 minutes. In most instances this will 
increase during the surgical procedure if cooling is not 

used - relation to type of surgery 

As our thermo-electric thermometer was set up in 
only one of the operating rooms, the cases studied were 
rather selective. There were 154 cases, including great 
vessel surgery, anastomosis of the aorta and pulmonary 
arteries, division of patent ductus and excision of co¬ 
arctation of the aorta. In 55 of these cases there was 
either no cooling or only ice bags about the patient 
after the temperature began to rise. In this group 41 
(74.5 per cent) had fever above 100 F. Of the 11 
patients who were packed in ice bags during the whole 
operation, six (54.5 per cent) had a temperature above 
100 F. Of the 88 cases in which the cold water mattress 
was used, 37 (43.2 per cent) had some fever. 

There were 11 cases of primary or secondary surgery 
of tracheo-esophageal fistulas. As would be expected 
when considering the age of these patients, only one 
suffered a temperature above 100 F. Mediastinal tumors 
and lobectomies made up 10 cases. Of the six patients 
without cooling, four suffered some fever, while the four 
who were cooled with the mattress maintained tempera¬ 
tures within normal limits. 

Seventeen abdominal surgery cases included bowel 
surgery, abdominal and kidney tumors and bile duct 
atresia. Eight of 12 patients in the control group and 
two of five patients in the mattress-cooled group had 
some fever. There were four patients with inguinal 
herniorraphies in the noncooled group, all of whom 
had temperatures above 100 F. 

In the control group there were 12 cases of surgery 
on bones and tendons, with fever in three patients, and 
one of three patients on whom skin grafts were applied 
had a fever. Of the remaining 16 miscellaneous patients, 
all in the control group, only one had fever. 

TEMPERATURES AFTER SURGERY 

It is always difficult to find the cause of postoperative 
fever and hence to rationalize on the relationship of 
temperatures during anesthesia and postoperatively. 
When no fever was present during anesthesia there was 
no significant difference in the number of children with 
fever within 72 hours postoperatively, whether cooled 
or not cooled. The average for each group was close 
to 50 per cent. The temperatures were 100 to 101 F. 
in 74 per cent, 101 to 102 F. in 20 per cent and 
102 to 103 F. in 6 per cent. 

In the control group of children with fever during 
anesthesia 77.5 per cent still had fever at the end of 
surgery, but only 50 per cent continued to have fever 
for 48 to 72 hours. In the mattress-cooled group the 
corresponding figures were 37.5 per cent and 42.5 per 
cent. There is little difference in the effect of cooling 


during anesthesia with respect to fever 48 to 72 hours 
postoperatively. Temperatures of over 101 F. were 
present in 42 per cent of the control group and 34 
per cent of the water mattress group. All patients with 
anesthesia temperatures of 100 F. at the end of surgery 
had postoperative fever. This was generally higher in 
the noncooled group—one rising as high as 106 F. 

There were 12 deaths in this group of 215 children. 
Four deaths occurred in cases of congenital tracheo¬ 
esophageal fistulas. Two of these were operated on at 
the age of 3 days (temperature of both being from 
97 to 98 F.), one at the age of 4 days (temperature 
from 93.6 to 95 F.) and one 6 days old (temperature 
of 94.8 and 96 F.). All were in the control group; all 
had pulmonary infection before surgery, and all died 
shortly after the operation except one patient who 
died on the fourth day. Seven deaths occurred in the 
group with congenital malformations of the heart and 
one in the group with a double aortic arch. The temper¬ 
atures were 91.8 to 95.6 F., age 7 months; 92 to 100 
F., age 3 months; 92.8 to 94.6 F., age 6 months; 97.4 
to 100.6 F., age VA years; 98 to 98.2 F., age 2V4 
years; 98.4 to 98.6 F., age 2 months and 100 to 100.8 
F., age 2 years. The two patients with temperatures 
over 100 F. were in the control group, and the rest 
were in the cool water mattress group. All died within 
14 hours postoperatively, with the exception of two 
who lived two and six days respectively. None of these 
children were good surgical risks, and it was believed 
that the temperature during surgery had nothing to do 
with their deaths. 

The postoperative course of the mattress group was 
generally better than that of the control group. All four 
patients with prolonged and unexplained fever were in 
the control group having fever during anesthesia. Major 
postoperative complications were about equally divided 
between the two groups and were usually related to the 
preoperative condition or to the immediate surgery. 
Major postoperative pulmonary infection occurred with 
approximately the same frequency whether or not the 
children were cooled during surgery. However, this 
series is too small to have statistical value on this point. 

ANESTHETIST AND SURGEON 

It is the opinion of both the technician anesthetists 
and the physician anesthetists who administer the anes¬ 
thesia at The Children’s Memorial Hospital that appre¬ 
ciably less anesthetic agent is required when the tem¬ 
peratures are subnormal. During surgery on “blue 
babies” subnormal temperatures seem to have a bene¬ 
ficial effect on the heart action. Exploratory operations 
on “blue babies” in which no anastomosis was possible 
had a mortality of 54.4 per cent in the uncooled group 
and a mortality of 14.4 per cent in the cooled group. 
Although the total number of these exploratory opera¬ 
tions was only 18, the 40 per cent difference in mor¬ 
tality is probably significant. 

The surgeons doing most of the operations have 
become very dependent on the information and control 
offered by the thermo-electric thermometer. Respira¬ 
tions and heart action are slower, and there is not as 
much perspiration and fluid loss. Hyperthermia can 
easily be recognized and controlled. 
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What the optimal temperature during surgery should 
be requires more study. From our own experience we 
feel that subnormal temperatures of between 95 and 
97 F. are very satisfactory in selected cases. Burstein 
and Mark s state that without a temperature above nor¬ 
mal the respiratory efforts remain effortless and of 
normal pattern. There is less laryngeal spasm, sweating 
is abolished and the pulse and blood pressure tend to 
remain normal. Crossman and Allen,' 1 in writing on the 
treatment of shock by the reduction of body tempera¬ 
ture, state that this causes a reduction of exudation and 
probably of toxin formation, a more liberal blood sup¬ 
ply to the vital organs by constriction of the peripheral 
vessels and relief of anoxia by reduction of total metabo¬ 
lism. Temple Fay, in discussing the above paper, states 
that temperatures of 92 to 94 F. can be maintained for 
several days without ill effect. As body temperature is 
reduced to subnormal, more oxygen is had in solution 
in the blood, body tissue fluids and the cells them¬ 
selves. Cellular metabolism is reduced, and therefore 
less oxygen is required. It has been found that for every 
degree of temperature change there is a change in 
metabolism of 7 per cent. 

In reporting his experiments on the effects of hyper¬ 
thermia and hypothermia in dogs, Free et a 1.® reports 
that in the former there is increased oxygen consump¬ 
tion, reduced cardiac output and increased arteriove¬ 
nous oxygen differential. The heart rate is increased, 
and the right auricular pressure falls. There is an in¬ 
creased demand by the tissues and vascular bed for 
blood. This, coupled with the reduced cardiac output, 
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will lead to collapse unless vasoconstriction occurs. In 
hypothermia there is a decrease in oxygen consumption, 
respiratory and cardiac rates, and the blood pressure 
and the cardiac output fall. 

Most of the above observations were true in our 
patients, as evidenced by less anesthesia , slower pulse 
and respirations, less perspiration and what appeared to 
us to be a better recovery period. 

conclusions 

1. Temperatures of infants and children during sur¬ 
gery vary widely and should be carefully watched. 

2. Infants under 6 months of age tend to develop 
subnormal temperatures during surgery, which so far 
we have not found harmful. 

3. Fever during surgery developed in over 62 per 
cent of the children studied in this series between the 
ages of 6 months and 13 years when not cooled. 

4. A cold water mattress is more efficient than ice 
bags in preventing fever. 

5. Subnormal temperatures seem to be beneficial in 
certain selected cases. 

6. Techniques, presently being perfected, for the 
simultaneous recording of heart rate, blood pressure, 
electrocardiograms, electroencephalograms and arterial 
oxygen saturation should be combined with temperature 
studies in children to give us added information on the 
effects of hyperthermia and hypothermia. 

4. Crossman, L. W., and Allen, F. M.; Shock and RetciBeration, 

J. A. M. A. ISO: 185-189 (J an. 26) 1946. 

5. Prec. O.; Rosenman. R.; Braun, K.; Rodbard, S., and Katz, L. N.: 
The Cardiovascular Effects Of Acutely Induced Hypothermia, J. Clin. 
Investigation 88:293 (March) 1949. 


EXPERIMENTAL AND CLINICAL INVESTIGATIONS OF PERIPHERAL NERVE 
INJURIES OF THE UPPER EXTREMITIES 

George Ferret, M.D., Ph.D., Iowa City 


Certain fundamental principles in the treatment of 
peripheral nerve injuries deserve re-emphasis from time 
to time. It has become a trite thing, but it is true that in 
the excitement connected with the immediate repair of a 
lacerated extremity tendons are mistaken for nerves and 
nerves are mistaken for arteries. The result is that a nerve 
may be sutured to a tendon or, even more frequently, a 
severance of the nerve trunk may not be recognized at all. 

Early recognition of a peripheral nerve injury is the 
greatest single prophylactic measure that can be taken to 
insure a good result after surgical repair of an interrup¬ 
tion in the continuity of a nerve trunk. Lesions of the 
median, ulnar, and radial nerves are the commonest of 
( the injuries to the peripheral nerves in the upper extremi¬ 
ties, and to these injuries must be added injuries of the 

■ brachial plexus. In general, it must only be kept in mind 
! that an injury to a peripheral nerve produces the char- 

■ acteristic sign of a lower motor neuron lesion: that is, a 

J _ _ 

j From the Division of Neurosurgery, State University of Iowa College 
of Medicine, Iowa City. 

Read before the Section on Orthopedic Surgery at the Ninety-Ninth 
Annual Session of the American Medical Association, San Francisco, June 
30, 1950. 


flaccid paralysis, a loss of deep tendon reflexes and of 
sensation in all modalities, atrophy of muscles, and a 
reaction of degeneration on electrical stimulation. 

The tests for lesions of the nerves most commonly 
injured in the upper extremity can be very simple. If a 
patient does not recognize a pin prick in the palmar sur¬ 
face of the distal two phalanges of the index finger it may 
be concluded that he has a lesion of the median nerve. 
If a patient does not recognize a pin prick in the palmar 
surface of the distal two phalanges of the little finger it 
may be concluded that he has a lesion of the ulnar nerve. 
The loss of sensation that follows a radial nerve lesion 
is so inconstant in the space bounded by the first meta¬ 
carpal of the index finger and the thumb that it is better 
to rely on motor tests for the determination of a radial 
nerve injury. If a patient cannot extend his wrist with the 
palm flat on the table and drops the hand when the fore¬ 
arm is supported the patient has a lesion of the radial 
nerve. If the patient cannot make a cone with the tips of 
all his fingers and his thumb he has a lesion of the ulnar 
nerve. If a patient cannot make a complete fist by com¬ 
pletely flexing the index finger or oppose the tip of the 
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thumb to the tip of the index finger it may be concluded 
that he has a lesion of the median nerve. It must be ob¬ 
vious that if the lesion exists higher in the arm more peri¬ 
pheral muscles will be involved. The atrophy of the in¬ 
terosseous muscles—particularly between the space of 
the first metacarpal of the index finger and that of the 
thumb—that gives to the dorsal surface of the hand a 
skeleton-like appearance, with atrophy of the muscles 
of the hypothenar eminence, is characteristic of an ulnar 
nerve lesion. The paralysis and atrophy of the thenar 
muscles that place the thumb on a plane with the palm 
of the hand, thus producing an ape-like hand, is charac¬ 
teristic of a median nerve lesion. 

The combination of nerves injured in a brachial plexus 
lesion is multiple. Therefore, it is quite confusing to 
speak of upper and lower types of brachial plexus injury. 
It is more accurate and more instructive to determine the 
muscles paralyzed and the nerves that innervate those 
muscles and thereby place the lesion accurately among 
the cords, trunks, or roots making up the brachial plexus. 

In the presence of a peripheral nerve injury a second 
important principle prevails: the sooner the ends of the 
divided nerve can be united in accurate apposition by the 
finest suture material and the most meticulous technique 
possible the more successful will be the surgical end re¬ 
sult. The ideal method of treating a divided peripheral 
nerve is to unite the severed ends directly by suture before 
neuromas are formed, before retraction has occurred, 
and before atrophy of muscles, fibrosis, and ankylosis of 
joints has taken place. It has been shown experimentally 
that muscle atrophy is less severe and ulceration of the 
skin less likely to occur if a divided nerve is united imme¬ 
diately after injury. There is abundant histological evi¬ 
dence to show that both in the animal and in the human 
regeneration is more perfect if the nerve ends are united 
before neuromas have occurred/ 

In my opinion it is better to unite divided nerve ends 
even in what may be considered a potentially infected 
wound than it is to leave the nerve ends disunited and 
allow neuromas to form and retraction to occur. Obvi¬ 
ously, when neuromas form they must be resected with 
a loss of substance to the nerve trunk, thereby increasing 
the difficulty in bridging the gap between the divided ends 
of the nerve. Any nerve that is sutured under tension 
and in which stretching is necessary does not regenerate 
as successfully as one in which these conditions do not 
exist. With the advent of antibiotics there is no ques¬ 
tion in my mind that nerve ends should be sutured imme¬ 
diately, even though the wound may be potentially in¬ 
fected, provided careful debridement and mechanical 
cleansing of the wound is employed in the operating 
room in addition to the use of the antibiotic. It has been 
learned from experimental investigation that the local 
use of the sulfonamides does not interfere with the regen¬ 
eration of a peripheral nerve. This does not mean that the 

ocal use of sulfonamides is superior to their systemic 
administration or to other antibiotics, but that if in the 
opinion of the surgeon the local use of sulfonamides is 
indicated he can be reassured that the resulting reaction 
in the tissues about the nerve will not handicap the regen¬ 
eration of nerve fibers in the sutured nerve. 

In certain conditions the repair of the nerve injury is 
of secondary importance to the overall treatment of the 
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patient. A compound comminuted fracture of the hu¬ 
merus associated with a lesion of the radial nerve should 
be treated simultaneously with the peripheral nerve in¬ 
jury; but in such a condition, depending on the circum¬ 
stances, the treatment of the nerve injury could be delib¬ 
erately delayed. A large gap in continuity of a peripheral 
nerve must be classified and treated as .a delayed peri¬ 
pheral nerve repair. If immediate end-to-end suture is not 
possible because of loss of nerve substance it is advisable 
to identify the proximal and distal nerve ends and anchor 
them as closely together as possible to surrounding mus¬ 
cle, fascia, or tendons by wire sutures. Thus they will be 
more easily found when definite repair of the nerve gap 
is undertaken. However, to deliberately delay the repair 
of a peripheral nerve injury in a clean lacerated wound 
without loss of nerve substance, even with the knowledge 
that the wound may become infected, is believed to be 
absolutely wrong. 

It has been shown experimentally that every nerve 
injury is accompanied by a traumatic zone of degenera¬ 
tion. The result of this trauma causes the endoneurium 
to proliferate in the end of the central segment and to 
produce a disorganization in the usual pattern of nerve 
fiber degeneration. Traumatic degeneration and re¬ 
generation differ from wallerian degeneration and the 
following regeneration that occur when the nerve is 
separated from its cell of origin. An understanding of 
the simple mechanism of degeneration and regeneration 
and the microscopic changes that occur in a peripheral 
nerve fiber should prevent the repetition of certain prac¬ 
tices doomed to failure and should be of great help to any 
surgeon who attempts to repair a peripheral nerve. It 
will make it obvious that the nerve should be handled 
with meticulous care and should be sutured with the 
finest material and needles available; that the sutures 
should always be placed through the epineurium of the 
nerve and not through the nerve trunk as a whole; that 
accurate apposition of the fascicles observed in the cross- 
sections should be attempted in order to restore the origi¬ 
nal pattern; that the passage of a metallic wire through a 
nerve trunk can only result in further degenerative prod¬ 
ucts and in an obstruction to the regeneration of nerve 
fibers, and that the wrapping of the suture line with a 
metallic substance only interferes with the regeneration 
of nerve fibers because it prevents the ingrowth of blood 
vessels that help in the evacuation of decomposition 
products and the regeneration of nerve fibers. It may be 
concluded that, in my opinion, the use of metallic wire 
as stay sutures or as tension sutures or to unite divided 
nerve ends is not beneficial, and the wrapping of a suture 
line with any metallic substance is contraindicated. 

The fourth principle deals with the treatment of what 
is usually called irreparable nerve lesion. If the severed 
nerve ends cannot be united because of a large gap in 
the continuity of the nerve trunk and if, therefore, end- 
to-end suture is not possible, other surgical procedures 
are available to insure a good result. It has been proved 
clinically and experimentally that nerve injuries produced 
by a stretch mechanism may be just as damaging as the 
direct severance of continuity by a sharp instrument. This 
is particularly true of brachial plexus injuries. Why, then, 
should a peripheral nerve be expected to regenerate if, in 
order to bridge a large gap, the nerve is stretched by 
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the movements of joints adjacent to the site of injury? 
As a matter of fact, what is there to stretch in a nerve 
trunk? Nothing stretches; but structures rupture, and 
more degeneration results. Furthermore, it has been 
shown that ischemic necrosis of nerve fibers is caused by 
wide denudation of the nerve necessary for mobilization 
and may result in more extensive degeneration and de¬ 
layed regeneration. To effect any result in a peripheral 
nerve injury in which there is a loss of substance such 
that an end-to-end apposition cannot be obtained, the 
following four possibilities may be considered: (a) the 
use of an autogenous graft; (b) the use of homogenous 
graft; (c) the shortening of the limb, and (d) the fixation 
of joints and the transposition of tendons of uninjured 
muscles. There is sufficient evidence available, both in 
experimental laboratories and the human patient, that 
autogenous grafts made of nerves of similar size to the 
injured nerve may be successful. Published and un¬ 
published records of peripheral nerve patients show evi¬ 
dence of good functional results after the implantation 
of autografts. For accurate evaluation of the results it is 
of utmost importance that the patients be tested by the 
most exacting tests for determining the regeneration and 
recovery of a peripheral nerve injury, such as the move¬ 
ment of muscles innervated solely by the injured nerve 
and the return of pin prick sensation in the isolated area 
of supply to pin prick of the injured nerve. In my opinion, 
the use of multiple pieces of nerve graft of smaller caliber 
than the injured nerve—the so-called cable graft—is less 
successful in the human patient. 

The opportunity to evaluate the use of fresh homoge¬ 
nous graft was lost during World War IT when, in ampu¬ 
tation and peripheral nerve centers, portions of the 
nerves of amputated extremities of one person were not 
used to repair large defects in the continuity of a peri¬ 
pheral nerve in another. A few such operations were 
carried out, but the results were evaluated after only six 
months, a time too short to even judge the return of 
function in a peripheral nerve injury that has been re¬ 
paired by an end-to-end apposition. The use of autoge¬ 
nous and homogenous grafts have been studied experi¬ 
mentally, suturing a graft into place with fine silk or 
using the plasma clot technique. It should be mentioned 
that functionally and microscopically there appeared to 
be no advantage in using the plasma clot technique in 
preference to the silk suture method, except perhaps in 
those cases in which a very small nerve such as a digital 
nerve is injured and in which no tension in the suture line 
is present. Dr. Loyal Davis and I have used homogenous 
nerve grafts on patients followed six months to sev¬ 
eral years. The grafts were taken from the sciatic nerves 
of recently amputated extremities or from cadavers soon 
after death. The functional recovery after the use of 
homogenous nerve graft in man is distinctly inferior to 
that obtained under experimental conditions in animals. 
In all fairness, however, it must be stated that the delay 
of months or years before grafts were transplanted in all 
of these cases allowed the muscles to become severely 
atrophied and contracted, greatly limiting their recovery 
of function. Experience with homogenous grafts in man 
has shown that while the functional recovery is minimal 
and does not compare with that obtained with the use of 
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autogenous grafts, the nerve grafts are not absorbed and 
are not reduced to fibrous bands. 

In certain circumstances, such as fresh comminuted 
fractures, reseetion of one or two inches of the humerus 
has permitted successful end-to-end suture of severely 
injured nerves without handicapping the patients too 
severely. In long-delayed cases this method may be the 
only means of performing an end-to-end nerve suture 
and should be thought of when several nerves are in¬ 
volved. In the repair of brachial plexus injury resection 
of a segment or even the entire clavicle helps complete 
visualization of the plexus and is necessary for the end- 
to-end suture of the usually-retracted severed nerve 
segments. 

Finally, there are those irreparable nerve injuries in 
which the nerve ends cannot be apposed and any type of 
graft is unsuccessful. In these the best possible method of 
obtaining the greatest amount of function in the affected 
extremity is the transplantation of tendons and the fixa¬ 
tion of joints. As a matter of fact, I am inclined to have 
tendon transplantations performed after most high in¬ 
juries of the radial, ulnar, and median nerves and in 
patients seen a year or several years after injury as an 
aid to functional recovery after nerve suture. This pro¬ 
cedure helps to keep the joints from becoming ankylosed 
and the muscles contracted or overstretched. Hand and 
fingers are also kept in a better position of function. 

Traumatic lesions that involve parts of the brachial 
plexus are not uncommon in civilian or military life. 
They may be the result of penetrating stab or bullet 
wounds or more commonly are produced by blunt 
trauma on the side of the neck with the head flexed far 
to the opposite side and the shoulder depressed. The 
chief factor is overstretching and traction on one or more 
components of the plexus produced by any means that 
force the head and the shoulder apart. The overstretched 
nerves may rupture at any point from the origin of the 
roots from the spinal cord to the most distal part of the 
plexus. Therefore, some fibers may be avulsed, others 
torn apart within the nerve trunks, and others over¬ 
stretched. The resulting clinical symptoms are those of 
complete and incomplete anatomic or physiological 
lesions that cannot and should not be catalogued accord¬ 
ing to the early classification of brachial plexus injuries 
into the upper (Erb) or lower (Klumpke) types. I be¬ 
lieve it is far more accurate and practical to determine 
the extent of the paralysis by careful, detailed examina¬ 
tions of the muscles and then place the level of the lesion 
by a knowledge of the innervation of those muscles. The 
progress of recovery could be followed more easily, and 
a final evaluation of the residual lesion could be made 

accurately. ,, , . , , 

The results of the surgical treatment of brachial plexus 
lesions are, on the whole, not as good as those of peri¬ 
pheral nerves. The distance between the site of the lesion 
and the muscles and skin involved makes nerve regen¬ 
eration a slow and prolonged process. Therefore, the end 
results should not be evaluated finally for several years 
after repair. It is also obvious that neurolysis and nerve 
suture performed on the plexus cannot be done as exten¬ 
sively and accurately as on a single peripheral nerve 
trunk. 
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The contribution of Pollock and bis associates—the 
question of electrodiagnosis in peripheral nerve injuries 
applied to the study of recovery before and after surgi¬ 
cal repair—cannot be overemphasized, as the electrical 
signs of recovery antedate the recovery of motion and 
sensation by many weeks. When a sufficient time after 
injury has elapsed to permit the development of a state 
of denervation and the characteristics of denervation are 
not found by electrodiagnosis, then the nerve may be said 
to be spontaneously recovering and should not be oper¬ 
ated on. Likewise, if after suture of a severed nerve the 
characteristics of the denervated state are not found it 
may be assumed with certainty that recovery is taking 
place. On the other hand, when sufficient time has elapsed 
after nerve injury for regeneration to have occurred and 
the characteristics of denervation are found, then the 
nerve must be operated on. 

Finally, the most important principle that affects the 
results of peripheral nerve surgery and is not sufficiently 
emphasized is that principle that stresses every effort to 
keep the effector mechanism in a state in which it may 
function. It is of little avail to have a perfect microscopic 
regeneration of a peripheral nerve trunk if the muscles 
are so atrophied and fibrosed and the joints so fibrosed 
and ankylosed that they will not move. Such a peripheral 
nerve suture may be classified as a failure and yet regen¬ 
eration within the nerve trunk may be perfect. Conse¬ 
quently, the intensive use of physical therapy and all of 
its adjuncts, electrical stimulation, massage, active and 
passive movements, and use of proper splinting of the 
paralyzed extremity or portion of the extremity into a 
position of relaxation of the paralyzed muscle and of 
function of the limb is of great importance and cannot 
be overemphasized. Yet it is one of the factors in peri¬ 
pheral nerve surgery that is most often neglected. 


ABSTRACT OF DISCUSSION 

Dr. Loyal Davis, Chicago: In the past emphasis has been 
placed on the wrong factor in discussing the repair of peripheral 
nerve injuries. Everyone has been talking as to whether the nerve 
will regenerate. Nerves regenerate any time, any place, when the 
two ends are in apposition; as a matter of fact, it is rather diffi¬ 
cult, experimentally, to keep a nerve from regenerating. 

The important thing, therefore, is what Dr. Perret spoke about; 
that is the care of the effector mechanism. I consider his judgment 
on the matter to be sound. One cannot expect a hand, finger, or a 
foot to function if the muscles are atrophied, if the joints are 
fibrosed or ankyiosed, or if the muscles are shortened because it 
has been allowed to stay in a malposition from the time the nerve 
was injured. 

More attention should be paid to keeping the muscles and 
joints m condition by all types of physical therapy and electro¬ 
therapy so that, when the nerve does regenerate the effector 
mechanism can work. This explains, in many instances, the fail- 
urc to accomplish good results after a nerve has been sutured. 

time is an essential factor in the results to be obtained with 
peripheral nerve surgery. Nerve ends should be sutured and 
apposed as quickly as possible after the nerve has been divided. 

am m complete disagreement with anyone who deliberately 
delays the apposition of nerve ends. 

I am quite aware of those instances in which a nerve cannot 
c sutured because of the destruction of the nerve, or because of 
other factors that involve fractures of bones in which the nerve 
su ure must be necessarily delayed because of the circumstances, 
u recently it has been stated that the way to get a good result 
SUrfiory Ls t0 dela y deliberately the union of 
IS DOt 3 man in ^is who, if When he 
alked out of the room happened to put his hand through the 


window and cut his wrist, severing his median nerve, would not 
want that median nerve sutured promptly. 

There are many false ideas about being able to get a nerve 
together by flexing adjacent joints or extending them, in either 
case stretching the nerve. As Dr. Perret pointed out, there are 
great changes in. the nerve microscopically, and there is a trau¬ 
matic degeneration produced in a nerve by stretching that can 
be shown histologically. All the nerve sutures that were per¬ 
formed during the last war, with a leg in flexion or an arm 
in flexion and were then stretched out are proving, on follow-up 
studies, to be absolutely useless. 

There arises, then, the question as to how to repair a nerve 
injury in which there has been large destruction of tissue. Auto¬ 
genous grafts, in my opinion, are the best method of accomplish¬ 
ing this, but, that is often impossible. It is my opinion that cable 
autogenous grafts are not particularly effective. 

The use of homogenous grafts is still an open question. Physi¬ 
cians missed the opportunity during World War II, when there 
were amputation centers and peripheral nerve centers in the 
same hospital, to prove the point whether a fresh homogenous 
graft would be successful in repairing a large gap in nerve tissue. 

There are peripheral nerve injuries that are irreparable as far 
as repairing the nerve is concerned. Physicians must take advan¬ 
tage of all the operations that have been devised for fixing joints, 
for shortening tendons, and for placing the hand in the position 
of function so that the best possible functional results may be 
obtained. 


Dr. Sterling Bunnell, San Francisco: Primary nerve sutures, 
if properly carried out, give the best results; but if performed by 
the usual technique, the nerves should be sutured again as soon 
as the limb is in condition for this. If conditions are not right for 
primary suture, such as in wounds with crushing and contamina¬ 
tion, one stainless steel stitch should be placed to hold the nerve 
ends together, and a perfect neurorrhaphy should be performed 
as soon as the wounds have healed. 

Similarly, if the wound becomes infected the nerve should be 
sutured again as soon as possible, because the degree of regenera¬ 
tion is in direct proportion to the accuracy of the union. The 
union cannot be perfect if done crudely or in the presence of 
infection. 

The urgency of repairing nerves early, before irreversible de¬ 
generation and atrophy occur in their distal fragments and in the 
muscles, should be emphasized even more. Perfect nerve juncture 
should be accomplished as early as possible. Much muscular 
damage might well result if two years are allowed to elapse. 

Too often attention is given to the fracture or the joint at the 
neglect of the nerves until too late, but arm nerves and the 
brachial plexus are hand nerves. Injury of them wrecks the hand, 
and the hand is the important part of the upper extremity. 
Therefore, the repair of nerves should have priority; they should 
be repaired at the time of setting the fracture, or before. 

This is so important that, if necessary to get the nerve ends 
together, the arm should be bent at the fracture, or an ankylosed 
elbow should be broken up and flexed, so joining the nerve ends 
will be possible. The bones and the joints that are of lesser 
importance can be treated later. 

Tantalum foil should never be used, and nerve homografts 
are not of practical value. Autogenous grafts are successful if 
the grafts are narrow enough to be thoroughly nourished. 

This principle applies to any type of graft, nerve or otherwise. 
This is also why a several-strand cable graft, if properly sutured, 
is preferable to a single thick-nerve graft. The matter of fasten¬ 
ing those cable grafts is a simple matter of technique; they then 
work beautifully. 

The author mentions four ways of overcoming gaps in nerves 
but does not include the method of freeing the nerves liberally, 
flexing the joints, and transplanting the nerves so they will span 
the joints. This point of view was taken because of fear of stretch¬ 
ing the nerve when the limb is again extended. 

The above principle has been the chief method that I have 
used m repairing well over 1,000 nerves, and it is successful. A 
strong° ntl1 * S ail ° We<1 *° r the nerve juncture to become sufficiently 


Then, twice a week, the joints are carefully extended, a little 
at a time and always short of discomfort. This extension is not 
done rigidly by turnbuckle or by a series of casts, as this would 
place the nerve on a stretch. A stretch means either rupture of 
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fibers or ischemia. Ischemia of a nerve is followed by necrosis. 
To avoid either of these time is given for the nerve to grow 
longer, not to be stretched longer. 

We use the snub method; that is, the degree of each successive 
extension is snubbed by the splint, but the joints are always free 
to flex and so ease the tension. This relieves any discomfort from 
nerves rendered ischemic by overpull. By these methods gaps of 
up to five inches may be overcome in any of the three main 
nerves of the arm and four inches in the brachial plexus. 

When arm nerves are paralyzed constant attention should be 
given to the hand to keep the joints supple and in position of 
function. Sinusoidal exercise helps. The patient should be in¬ 
structed to keep the joints of the hand in good condition by mov¬ 
ing them gently with his other hand. The paralyzed muscles 
should never be overstretched. 

It is not necessary to splint the hand so that the paralyzed 
muscles are fully relaxed, as was done in World War I and in 
the beginning of World War II. This rigid and over-splinting 
will do much damage. All that is necessary is to provide some 
light, springy, or elastic splint that will exactly counterbalance 
the muscle imbalance, and no more, so the hand will remain 
in the position of function. The patient can then engage in occu¬ 
pational therapy and, by using the hand, will keep it in condi¬ 
tion until the nerves regenerate. 

Dr. Perret, Iowa City; I wish to thank Drs. Davis and Bun¬ 
nell for their expert discussions. I do not have much to add, as 
we seem to agree fundamentally. In our experience infected 
wounds can be sterilized without too much trouble with adequate 
debridement and with the local and systemic use of today’s 
antibiotics. Thus we have been able to successfully repair nerves 
in grossly infected wounds that were cleaned out thoroughly and 
closed tight primarily and which healed without complications. 


CLINICAL NOTES 


MERCURY LOST IN THE 
GASTROINTESTINAL TRACT 
REPORT OF AN UNUSUAL CASE 

Meyer O. Cantor, M.D., Detroit 

Since the trend toward mercury-bearing intestinal 
decompression tubes developed, the innocuousness of 
the liquid metallic mercury in the gastrointestinal tract 
again has been observed. 1 A review of the literature 
upon the subject of bowel obstruction and the role of 
mercury in its treatment reveals numerous articles be¬ 
ginning with 1676 and appearing until approximately 
1850. In these articles many case reports were found 
extolling the curative effect of liquid mercury in the 
treatment of bowel obstruction. 2 Judging from the exten- 


From Grace Hospital. 
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sive literature that accumulated on this subject during 
these early years,- it would seem that numerous therapeu¬ 
tic properties were ascribed to metallic mercury in over¬ 
coming bowel obstruction. These were believed to occur 
by virtue of the fluidity and weight of this heavy metal 
which was supposed literally to force its way through the 
obstructing process. This form of treatment fell into dis¬ 
repute about the middle of the 19th century as a result 
of the observation of Dujardin-Beaumetz 3 that the 
mercury did not pass down the gastrointestinal tract en 
masse but became finely divided into small particles 
which could not exert any pressure effect upon the ob¬ 
structive process. Despite the fact that the use of mercury 
fell into disrepute in the treatment of bowel obstruction, 
a useful objective was obtained. The extensive use of 
this heavy metal had called attention to its usefulness 
in the treatment of bowel obstruction, and this paved the 
way for its subsequent introduction into the end of a 
tube. In addition, the innocuousness of the mercury 
when free in the gastrointestinal tract was shown. 

In the past two years case reports have appeared de¬ 
scribing pathological processes as a result of the presence 
of this free mercury. Birnbaum 4 reported the develop¬ 
ment of acute appendicitis as a result of the presence of 
mercury globules in the appendix. Hoffman, 5 on the other 
hand, reported the presence within an appendix removed 
at operation of free metallic mercury which had produced 
no inflammatory change at all. Lindemuth 0 recently 
reported a persistent rectal fistula caused by leakage of 
mercury from an intestinal tube. In this case, healing of 
the fistula did not occur until the tract and all the mer¬ 
cury in its wall had been excised. It appeared that the 
metallic mercury acted as a foreign body preventing the 
spontaneous closure of the fistulous tract. Lindemuth 
further quoted Chodoff, who reported the escape of 
metallic mercury from a tube following right colectomy 
and illeotransversecolostomy. In this case, three intesti¬ 
nal fistulas developed proximal to the anastomosis. At 
autopsy these fistulas were shown to have adjacent 
abscesses, each of which contained metallic mercury. 

The case report herein presented is rather unusual for 
two reasons: First, it presents for the first time radio¬ 
logical confirmation of the accuracy of the observation 
of Dujardin-Beaumetz, and, second, it demonstrates 
that persistence of fistulous tracts is not the rule as a 
result of a leakage of mercury. 


REPORT OF CASE 

A F a 35 -year-old woman, was admitted to the North 
Detroit general hospital for treatment of a tubo-ovarian abscess. 
As a result of the surgical treatment, the colon at the recto¬ 
sigmoid was opened. The rent in the colon was closed in two 
layers. The patient had received massive doses of pemedhn, 
phthalylsulfathiazole, and streptomycin prior to and after oper¬ 
ation. Despite this, pelvic peritonitis developed. This was then 
followed by the development of four fecal fistulous tracts in the 
next four weeks. One fistulous tract opened over McBurncys 
area- one tract opened below the umbilicus; one opened above 
the pubis, and one opened in the vaginal vault. During the time 
that the pelvic peritonitis was being treated, a mercury-bearing 
intestinal decompression tube was passed to treat the paralytic 
ileus that resulted from the intra-abdominal inflammatory proc¬ 
ess. Eight cubic centimeters of mercury had been used in the 
balloon. The balloon was improperly tied off. This resulted in 
all the mercury escaping within the gastrointestinal tract. Figure 
1 shows well the escape of the free mercury within the gastro- 
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• final tract In this figure one notices large masses of metallic 
mprcurv *Seven days if ter. roentgenograms showed the met- 
mercury. divided into particles which beautifully out- 

Si =n*fcS" ***** « t to* tatan 
S been given. Only two small masses of mercury r“td 
intact Figure 2 shows the fine dispersion of the mercury w.thm 



Fig. 1.—Masses ot metallic mercury resulting from leakage of 8 cc. 
of metallic mercury from the balloon of an intestinal tube. 


the colon. A barium enema showed, as seen in figure 2, that there 
was complete obstruction at the rectosigmoid. The fistulous 
tracts began just above the point of obstruction, exactly at the 
spot at which the dispersion particles of mercury and the barium 



met. On the 20th day, in order to be certain that the fistulous 
tracts had their origin at the rectosigmoid, a radiopaque catheter 
was passed through one of the fistulous tracts, and 100 cc. of a 
very dilute barium suspension was injected. Figure 3 shows well 
that the entire right, middle, and left colon up to the recto¬ 
sigmoid were visualized. Below the rectosigmoid there was no 


visualization because of the colonic obstruction at this point. 
One notices that, in figure 3, only a very small amount of metal¬ 
lic mercury remained. From its position, it would appear that 
this small amount of mercury had found its way through the 
vaginal fistulous tract and through the tract in McBumey’s area. 
During the course of these four weeks globules of mercury were 
excreted through the fistulous tracts from time to time. On the 
22 d day after figure 1 was taken a defunctionizing colostomy was 
done to divert the fecal stream. As a result, the fistulous tracts 
began to close within a week. In two months all four tracts had 
completely closed. 

SUMMARY 

This case report presents radiological confirmation 
of the accuracy of the observation of Dujardin-Beau- 
metz almost 100 years ago. The mercury was so finely 
divided that it delineated the entire colon almost as well 
as barium. Four fistulous tracts developed as a result of 
injury to the colon. Metallic mercury was excreted 
through these tracts. Defunctionizing colostomy resulted 
in a rapid closure of these tracts. At the end of two 
months the closure of all four tracts was complete. 



Fig. 3.—Radiopaque catheter inserted into one fistulous tract, and 
dilute barium injected. Note small amount of metallic mercury remaining 
in pelvis and in right lower quadrant. This film was taken 20 days after 
figure I. 


CONCLUSIONS 

A roentgenological presentation of the dispersion of 
metallic mercury within the gastrointestinal tract is 
given. Such fistulous tracts do not necessarily remain 
persistent because of the presence of metallic mercury 
within the bowel. For persistence of fistulous tracts to 
occur, the mercury must become trapped within the tract 
and there act as a foreign body. 

666 Maccabees Building. 


The First Great Pyramid—Imhotep was the Grand Vizier, Chief 
Justice, and Physician to King Zozer, and as a side-line he was 
also architect of the first great Pyramid at Sakkara. He was the 
first great man combining the sciences of law and medicine; be 
might, if you wish, be described as the first medicolegal expert. 
Unfortunately Imhotep became a god, and it is one of the weak¬ 
ness of Egyptian medicine that the methods of treatment be¬ 
came largely empirical and irrational through the influence of 
tradition, heavily overlaid with an aura of divinity and magic.— 
Sb Sydney Smith, the History and Development of Forensic 
Medicine, British Medical Journal, March 24, 1951. 
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NURSING HOMES 

Nursing homes have had an unprecedented growth in 
the past 10 years. This growth has been in response to 
an urgent need. Although the need probably has always 
existed, the demand for nursing home care was greatly 
increased by the Old Age Assistance Program in 1935, 
which made it possible to grant federal and state assist¬ 
ance to the aged in their own homes or in private institu¬ 
tions such as nursing homes. Other important factors 
have been the increase in the number of older persons, 
the shortage of general hospital beds, the general housing 
shortage since World War II, and the lack of other facili¬ 
ties for the chronically ill and for the homeless aged. 

Nursing homes now provide a variety of types of care. 
These include substitute home or boarding home care, 
convalescent care, care for the aged and for the chroni¬ 
cally ill. The services required vary from minimal help 
to an ambulant infirm aged person to continuous nursing 
care for patients bedridden because of chronic disease. 

The Commission on Chronic Illness 1 reports that it is 
becoming more apparent that nursing homes should not 
remain isolated units, but should be brought into a com¬ 
prehensive chronic illness program serving the commu¬ 
nity. They need the help of medical societies and other 
community organizations to use community services and 
affiliate with hospitals to bring more medical care, reha¬ 
bilitation, and a fuller social life to their patients. 

This can be done through such methods as the estab¬ 
lishment of a central information service for the chroni¬ 
cally ill in the community; contacts with community 
agencies and churches, and the development of a direct 
connection between nursing homes and hospitals, with 
hospitals providing guidance, consultation, and special 
services as needed. 

The essential role of nursing homes in a well-rounded 
community plan for the care of the chronically ill should 
be recognized. Community efforts should be directed to 
the establishment and maintenance of good standards of 
care and, since most nursing homes are commercial enter¬ 
prises, fee scales that will keep these facilities within the 
financial reach of all who need them and at the same time 
provide the nursing home operators with a reasonable 
financial return. 


1 Levin M L.: Nursing Homes—Their Part in !he Community’s 
Attack on Chronic Illness, Chronic Illness News Letter vol. 2. no. 2 (Feb.) 
1951. 

2. Terminal Care for Cancer Patients, Chicago, The Central Service for 
the Chronically III of The Institute of Medicine of Chicago, 1950. p. 4. 


Licensing of nursing homes can be a positive force— 
and a help to all—if it is based on practical, desirable 
and realistic standards. There should be licensing or 
accrediting laws in all the states, and these laws should 
be administered with the objective of giving services to 
the operators, the patients, and the public. A powerful 
incentive to the passage and administration of such laws 
is contained in Public Law 734, 81st Congress, which 
amends the Social Security Act to require, beginning July 
1, 1953, that, if payments of old age assistance, aid to 
the blind, and aid to the permanently and totally dis¬ 
abled are made to persons in public or private institu¬ 
tions, federal funds will be available only if there is a 
“State authority or authorities . . . responsible for estab¬ 
lishing and maintaining standards for such institutions.” 

The funds to pay for reasonable costs of care in nurs¬ 
ing homes must be made available. State and local de¬ 
partments of welfare must be concerned with providing 
sufficient funds to insure at least minimum standards of 
good care for the indigent chronically sick. It seems para¬ 
doxical that that portion of the sick population least able 
to pay for care—the chronically ill—should be left 
largely unprovided for by community-supported institu¬ 
tions and programs. Nevertheless, private nursing homes 
have developed in response to a need which was not 
otherwise being met. It is reasonable to suppose that 
there will always be a place for private nursing homes 
which offer good services at a reasonable cost. In the 
recently published study of the needs of terminal cancer 
patients made by the Chicago Central Service for the 
Chronically Ill, 2 it is revealed that, in those cases in 
which significant amounts of help must be employed for 
the care of the patient, the cost of care at home is greater 
than the cost in facilities such as nursing homes. 

The function of the nursing home, and of all institu¬ 
tions and agencies providing services to the chronically 
ill, is not only to give care but to see that patients are 
physically or vocationally rehabilitated if possible. 

Good and continuous medical supervision is essential 
for the chronically ill, just as for all others who are ill. 
When it is necessary for patients to move to and from 
the nursing home and the hospital or to his own home, 
continuity of medical supervision cannot always be as¬ 
sured. Although consultation and specialist services may 
be needed from time to time through the course of his 
illness, the patient should have one physician to whom 
he can look for guidance on continuing care. Medical 
societies can work with nursing homes, community agen¬ 
cies and hospitals to develop medical-social programs 
that would be aimed at preventing gaps in medical serv¬ 
ice for patients whose requirements for care result in 
frequent moves from hospital, to home, to nursing home 
—and from nursing home to nursing home. 

A growing awareness of these and other problems of 
chronic illness is reflected in recent reports on chronic 
illness activities by medical societies in 20 states. Co¬ 
operation with community groups and nursing home 
operators could be an important field of action for the 
medical society chronic illness committees that have 
been already established, and the many new committees 
that will be formed as guidance and leadership by the 
medical profession is provided in the development ot 
better care for the chronically ill. 
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aureomycin and antacids 

Aureomycin, the yellow antibiotic substance produced 
by the actinomycete Streptomyces aureofaciens, has had 
extensive clinical use since its discovery by Duggar m 
1948. 1 It has a wide spectrum of chemotherapeutic activ¬ 
ity, and its use is accompanied by a relative lack of harm¬ 
ful effects. Aureomycin is effective not only against many 
gram-positive and gram-negative bacteria, including peni¬ 
cillin-resistant and streptomycin-resistant strains, but 
also against Rickettsia and certain viruses. Furthermore, 
organisms show little tendency to develop resistance to 
aureomycin. 

Intramuscular injection of aureomycin results in local 
irritation, unpredictable blood levels and unsatisfactory 
therapeutic results." Oral administration results in satis¬ 
factory therapeutic results but is accompanied by high 
incidence of gastrointestinal upsets, including loss of 
appetite, nausea, vomiting and epigastric pain. Effects 
directed toward reduction of these gastrointestinal upsets 
include the use of more purified preparations and admin¬ 
istration with adjuncts such as gastric antacids and milk. 
The effectiveness of an aluminum hydroxide gel prepara¬ 
tion in relieving aureomycin-induced nausea was first re¬ 
ported by Schoenbach, Bryer and Long 3 in 1948, but at 
this time techniques were not available for studying the 
effect of this antacid on the aureomycin blood level. The 
following year, Di Gangi and Rogers, using both colori¬ 
metric and bacteriologic assay methods, showed that 
aureomycin in vitro was adsorbed onto aluminum hy¬ 
droxide gel. 4 At the same time, Waisbren and Hueckel 5 
studied the effect of aluminum hydroxide gel on the 
aureomycin blood levels of six normal male subjects and 
five hospitalized patients receiving 500 mg. of aureomy¬ 
cin every six hours. When approximately 30 cc. of alumi¬ 
num hydroxide gel was administered immediately after 
each dose of aureomycin, the blood levels of aureomycin 
in 10 of the subjects fell, from an. average of about 5 
micrograms per milliliter to less than 1 microgram per 
milliliter. One of the 10 patients suffered a recurrence of 
a urinary tract infection with the combined treatment, 
which promptly subsided when administration of alumi¬ 
num hydroxide was discontinued. Confirmatory evidence 
that aluminum hydroxide gel may interfere with the ab¬ 
sorption of aureomycin from the gastrointestinal tract is 
provided by the reports of Seed and Wilson Boger, Mat¬ 
tered, Beatty and BaganzBartholomew and Nichols 8 ; 
Michel, Sayer and Kirby Greenspan, MacLean, Miizer 
and Necheles, 10 and Williams and Weekes. 11 On the 
other hand, Bartholomew and Nichols showed that the 
administration of milk with aureomycin reduced the inci¬ 
dence of gastrointestinal irritation and vomiting without 
lowering aureomycin plasma levels. In addition, Green¬ 
span and his co-workers showed that the polycarboxylic 
acid antacid, sodium carboxymethyl cellulose, did not 
adsorb aureomycin in vitro or interfere with absorption 
of the antibiotic from the intestine, while the report of 
Yilliams and Weekes indicates that mucin-aluminum 
hydroxide-magnesium trisilicate reduces the nausea and 
vomiting incident to aureomycin administration without 
lowering the blood level of the drug. 


It would thus appear that antacid therapy and systemic 
aureomycin therapy may be undertaken simultaneously, 
provided it is known that the antacid used does not affect 
the serum levels of the aureomycin. For gastrointestinal 
infections, administration with an adsorbing antacid 
might result in higher or more prolonged local concen¬ 
trations of the drug. In many instances, however, the 
use of milk appears to be a simple, cheap and effective 
method of reducing the incidence of gastrointestinal up¬ 
sets accompanying aureomycin therapy without inter¬ 
fering with the absorption of the drug from the gastro¬ 
intestinal tract. 


POSTGRADUATE CONTINUATION COURSES 
FOR PHYSICIANS 


The semiannual listing of postgraduate continuation 
courses for physicians, covering the period July 1 to 
Jan. 15, 1952, appears elsewhere* in this issue. These 
data prepared as a regular service by the Council on 
Medical Education and Hospitals list 873 courses vary¬ 
ing in length from a few days to several months. Some 
are concentrated full time courses and others are part 
time. There are opportunities for the physician in general 
practice as well as the specialist. In addition, a series of 
courses for military personnel at medical installations are 
included. Courses are being given in 32 states and in the 
District of Columbia. The subjects embrace 46 major 
areas in the field of clinical medicine and the basic 
sciences. Noteworthy among the courses listed are the 
opportunities offered for the physician in general prac¬ 
tice. Medical schools, state medical societies, hospitals, 
state and city boards of health, and special societies con¬ 
tinue to be active in developing this type of continuation 
training. 

One hundred and seven agencies are participating in 
sponsoring the courses in this listing, including 37 medi¬ 
cal schools, 17 special medical societies, 13 hospitals, 12 
graduate schools of medicine and graduate assemblies, 7 
state chapters of the American Academy of General 


1. Daggar, B. M.: Aureomycin: A Product of the Continuing Search 
for New Antibiotics, Ann. New York Acad. Sc. 51: J77 (Nov. 30) 1948. 

2- Gocke, T. M.; Wells, E. B.; Collins, H. S„ and Finland, M.: Blood 
Yevels and Urinary Excretion of Aureomycin After Intravenous and Intra¬ 
muscular Administration, J. Lab. & Clin. Med. 3G: 100 (July) 1950. 

3. Schoenbach, E. B.; Bryer, M. S., and Long, p. H.: The Pharma¬ 
cology and Ciinieal Trial of Aureomycin: A Preliminary Report, Ann 
New York Acad. Sc. 51:267 (Nov. 30) 1948. 

4. Di Gangi, F. E„ and Regers. C. H-: Adsorption Studies ol Aureo¬ 
mycin Hydrochloride on Aluminum Hydroxide Gel, J. Am. Pharm. A 
(Scicm. Ed.) 38 : 646 (Dec.) 1949. 
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Med. rS: 73 (Jan.) 1950. 

6 . Seed, J. c., and Wilson, C. E.: The Effect of Aluminum Hydroxide 
on Serum Aureomycin Concentrations After Simultaneous Oral Adminis¬ 
tration, Bui). Johns Hopkins Hosp. 86:415 (June) 1950. 

7. Boger, W. P.; Maneucci, W. V.; Beatty. J. O., and Baganx, H M • 
Aureomycm Plasma Concentrations Influenced by Aluminum Hydroxide, 
J. Philadelphia Gen. Hosp. l: 3 (Jan.) 1950. 

Vn™:,tTr 0!0m rj L ‘ G -’ and Nichols - O. R.-- Use of Milk to Control 
Uune il) W 50 Aureomycm - Proc - Slair Meet., Mayo Clin. 25 : 370 


9. Michel, J. c.; Sayer, R. J., 
and Antacids on Blood Levels of 
Clin. Med. 36 : 632 (Oct.) 7950. 


and Kirby, W. M. M.: Effect of Food 
Aureomycin and Terramycin, J. Lab. & 
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and Aureomycin, Am. J. Digest. Dis. 18:35 (Jan.) 1951. 

11. Williams, M. L., and Weekes, D. J.: The Effect of Antacid Prepa¬ 
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Practice, 6 schools of public health, 5 state medical 
societies, 4 county medical societies, 4 government agen¬ 
cies, and 2 health departments. 

Institutions offering this type of training are invited 
to announce such courses in the Council’s semiannual 
listing. 


EXAMINATION AND CERTIFICATION 
OF PROSTITUTES 

On two occasions the American Medical Association 
has declared its position with regard to the medical 
examination and certification of prostitutes. In 1942 the 
Association’s House of Delegates passed and in 1945 the 
House reaffirmed the following statement: 

First, that the control of venereal disease requires elimina¬ 
tion of commercialized prostitution; second, that medical in¬ 
spection of prostitutes is untrustworthy, inefficient, gives a false 
sense of security and fails to prevent the spread of infection; 
third, that commercialized prostitution is unlawful, and phy¬ 
sicians who knowingly examine prostitutes for the purpose of 
providing them with medical certificates to be used in soliciting 
are participating in an illegal activity and are violating the prin¬ 
ciples of accepted professional ethics. 1 

The American Social Hygiene Association, as a result 
of field studies made during the past two years, has re¬ 
ported to the American Medical Association that, while 
great progress has been made, there is a small number 
of physicians in the few cities still tolerating commercial¬ 
ized prostitution who continue periodically to examine 
prostitutes and provide them with certificates for use in 
soliciting trade. With military and industrial mobili¬ 
zation for national defense now in progress, it may be 
desirable to review the reasons that led the American 
Medical Association to declare such practices unethical. 

Prostitution itself and aiding or abetting prostitution 
are unlawful in all but one state. The physician who 
examines prostitutes and gives them certificates implying 
freedom from venereal diseases is a collaborator in an 
unlawful racket. He aids a business which degrades 
morals, causes corruption and spreads dangerous infec¬ 
tions and which is carried on for profit distributed 20 
per cent to the prostitute and 80 per cent to her ex¬ 
ploiters. The doctors’ fees come out of the 80 per cent 
assigned to the exploiters. 

The fact that the prostitution racket can, in a few 
places, be carried on apparently under the respectable 
mantle of medical supervision makes the task of law- 
enforcement officials more difficult, because physicians 
appear to be taking responsibility for preventing the 
spread of venereal diseases by the prostitutes whom they 
inspect. The general public in such communities is influ¬ 
enced by the example of the physician who examines and 
certifies the women and girls engaged in prostitution. 
Citizens assume that, if a doctor examines the “girls on 
the line,” he must consider it right to have a “line” and 
that, being a doctor, he knows about such things. Local 
citizens, therefore, may not support or insist on the en¬ 
forcement of the laws against prostitution. 

Prostitutes and their agents want “health cards” for 
their value in attracting trade. They know ignorant pros- 
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pective customers will believe that, because a doctor 
examined a woman and certified her as “blood test nega¬ 
tive, smear negative,” they may have sexual relations 
without risk of infection. A familiar sales talk of the 
pimps and madams is: “Our girls are all clean. Our 
doctor examines each one every two weeks. You’ll find 
the doctor’s certificates right in the girls’ rooms.” A feel¬ 
ing of security absolutely unwarranted by medical facts 
is given by the doctor’s certificate. Between examina¬ 
tions a prostitute must have an average of 10 sexual 
contacts per day in order to pay expenses. Even if really 
free from any infectious disease at the time of the doc¬ 
tor’s examination, a prostitute may become a carrier of 
disease with her first postexamination contact or any 
subsequent contact. Even if she were examined daily, 
no reliable assurance could be given that a prostitute 
would not spread venereal diseases. 


Before a conscientious physician could express a valid 
opinion regarding the presence or absence of one or 
more venereal diseases in a woman who by occupation is 
many times daily exposed to the probability of infection, 
he would be required to make, at least daily, careful 
clinical examination including inspection of all skin and 
accessible mucous membrane surfaces. He must in all 
cases take blood for serologic tests for syphilis and speci¬ 
mens from at least four sites for spreads and cultures for 
the gonococcus. Any lesion of the skin or mucous mem¬ 
brane, especially of the genital, anal and oral regions, 
must be regarded with great suspicion and carefully ex¬ 
amined. This would require biopsies and spreads for 
Donovan bodies of granuloma inguinale and spreads for 
Ducrey’s bacillus. Most important, every suspicious le¬ 
sion must be examined, repeatedly if necessary, by the 
dark field method for Treponema pallidum. Skin tests 
for lymphogranuloma venereum and chancroid may be 
indicated. The initial examination would require 30 to 
60 minutes of the doctor’s time. The total cost would be 
$35 to $50 for private medical and laboratory services. 
If any suspicious lesions were found, it might be a week 
or more before the physician could offer a valid scien¬ 
tific opinion regarding the presence or absence of vene¬ 
real diseases. If no lesions were discovered, the physician 
should still suspect that he had overlooked one too small 
to be seen easily. 

Obviously no such thorough examinations and, if 
necessary, follow-up observation of prostitutes are or 
can be made anywhere in the United States or abroad, 
but any less careful study is unworthy of the medical 
profession, even if there were no other compelling rea¬ 
sons for refusing to be a party to the prostitution racket. 

The policy of the federal government, stated in the 
“Eight Point Agreement” signed by representatives of 
the Department of Defense and the Federal Security 
Agency, calls for the repression of prostitution, espe¬ 
cially where the health and welfare of the nation s fight¬ 
ing men—many of them minors—are involved No less 
important is the protection of the youth of the nation 
outside the armed forces. Patriotic motives, as well as a 
decent respect for medical ethics and law, should lead 
those few physicians who have been cooperating wi 
prostitution rackets immediately to cease examining and 
certifying the unfortunate women who are exploited m 
a vicious and cruelly selfish traffic. 
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DR. LEVIN RETURNS TO NEW YORK 
Dr Morton L. Levin, who has directed the program of the 
Commission on Chronic Illness on a leave of absence from the 
New York State Department of Health, has been recalled to 
his position as assistant commissioner for medical services and 
will return to Albany early this summer, it was announced by 
Mr Leonard W. Mayo, chairman of the commission. During 
the vear of Dr. Levin’s directorship, the commission’s education- 
research program has made rapid strides. Two studies of preva¬ 
lence of chronic illness were initiated, one in a rural area and 
another among city dwellers. The rural study is now being 
launched in New Jersey by the Hunterdon (N. I.) Medical 
Center The study will be carried out by Dr. Ray Trussell, medi¬ 
cal center director, with a $60,000 grant from the Common¬ 
wealth Fund and plans developed by the commission. 


The Commission on Chronic Illness is composed of 33 per¬ 
sons professional and lay, interested in the problem of chronic 
illness. It was founded in May, 1949, as the result of the coordi¬ 
nated efforts of four national organizations, the American Hos¬ 
pital Association, the American Medical Association, American 
Public Health Association, and the American Public Welfare 


Association. 


CIVIL DEFENSE PICTURE 
ADDED TO A. M. A. LIBRARY 
The American Medical Association is one of the first organi¬ 
zations to receive prints of “Survival Under Atomic Attack," 
the first of a series of official Civil Defense Administration mo¬ 
tion pictures. It deals with action the individual can take to 
protect himself in the event of attacks that may come either 
with or without warning. The film is black and white, sound, 16 
mm., and runs nine minutes. It is available from the Committee 
on Medical Motion Pictures at a service charge of $1.00 plus 
transportation. 


MEDICAL LEGISLATION 

FEDERAL 


Child Life Research 

A bill to provide for research in child life, H. R. 4094, was 
introduced by Representative Elliott of Alabama. It would 
authorize 7'/i million dollars annually to enable the federal 
security administrator to conduct and foster research in child 
life. Funds could be expended in grants-in-aid to schools and 
other public or nonprofit agencies. The bill is identical with 
S. 676, previously reported in The Journal. 


Physically Handicapped Children’s Education 
Representative Kelley of Pennsylvania introduced H. R. 4136, 
which would enable the states to make more adequate pro¬ 
vision for special services required for the education of physi¬ 
cally handicapped children of school age. The bill proposes an 
appropriation of 4 million dollars for fiscal year 1952, gradually 
increasing the annual appropriations to 16 million dollars by 
1955. This bill is identical with a previously reported bill, S. 1463. 


Maternity Benefits for Wives of Servicemen 
H, R. 4176, introduced by Representative Mitchell of Wash¬ 
ington, proposes to establish a program of grants-in-aid to assist 
the states to provide maternity and infant care for the wives and 
infants of enlisted members of the armed forces during the pres- 
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ent emergency. This bill would set up an Emergency Maternal 
and Infant Care program similar to the one in effect during 
World War II. An identical proposal was introduced earlier 
in the Senate as S. 1245, which has been previously reported. 


STATE 

Alabama 

Bills Introduced.—H. 215. proposes that every person engaged in any 
business, vocation, occupation, calling, or profession enumerated in the 
bill shall pay a license fee in amounts specified. The bill enumerates 
physicians and other professions and the license fee varies from S15 to 
$100, depending upon the gross annual receipts of the individual's 
practice. S. 147, proposes regulations for the sterilization of mentally 
inferior or mentally deficient or feeble minded inmates in the Partiow 
• State School for Menial Deficients. 


Delaware 

Bill Enacted.—H. 443, tvas approved May 14, 1951. It empowers the 
Medical Council of Delaware, by general regulation or specific orders, 
to Issue temporary emergency certificates, said temporary certificates to 
be limited to twelve months duration, renewable at the discretion of the 
issuing authority, to such physicians and dentists licensed in another state 
as they shall find qualified to practice as such in the state during an 
emergency. The holder of this temporary certificate shall be privileged 
during the term specified therein to practice his profession in the state 
subject to such regulations, restrictions, and atea limitations as the 
Medical Council may impose. 


Florida 

Bills Introduced.—H. 302, proposes the enactment of a new law regu¬ 
lating the practice of registered and practical nursing. H. 383, to amend 
the law relating to dealing in dead bodies, proposes that nothing in such 
law should be construed to prohibit the obtaining, dissecting, using and 
disposing of dead bodies for the purpose of teaching or other appropriate 
university research by any medical school, dental school, school of 
nursing or other university research or teaching unit which is a part of a 
regularly established or chartered institution of higher learning in the 
state. H. 1047, proposes that all citizen^ and tax payers of Bay County, 
Florida, shall have the right to be admitted to any hospilal supported in 
whole or part by taxes and in the management of such hospital no dis¬ 
crimination shaB be made against any physician or surgeon, provided 
such physician or surgeon has been admitted to the general practice of 
medicine or surgery under the laws of the state and all such physicians 
or surgeons shall have equal privileges in treating patients in such 
hospitals. H. 1059, proposes to authorize the state board of education 
to grant licenses to psychologists. A person practices psychology, under 
this proposal, when he renders to individuals or to the public any service 
involving the professional application of recognized principles, methods 
aod procedures of the science and profession of psychology or when he 
holds himself out as being able to, or undertakes by whatever means to 
evaluate, appraise or classify mental abilities, personality characteristics, 
or personal or interpersonal maladjustments, or to perform psychological 
reeducation, psychological readjustment, psychological guidance, or coun¬ 
seling. Nothing in the proposal would permit a licensee to perform any 
physical or medical examination or to administer any physical or medical 
treatment. S. 712, proposes to direct the Board oi Commissioners of 
State Institutions to select an advisory committee to study and survey 
possible State Hospital sites in the Tampa-Bay area and the lower east 
coast for the purpose of recommending a specific site for the construction 
of two branches of the Florida Slate'Hospital, S. 775, proposes the cre¬ 
ation ol a Florida state board of electrolysis examiners and defines 
electrolysis as the method of removing superfluous hair from the human 
body by means of the application of an electrical current to the hair 
P3pi!la, warts and benign growths by means of a needie or needles to 
cause decomposition of the hair-papilla and thus permanently remove the 
hair. S. 797, proposes to acquire practitioners of medicine, surgery 
osteopathy, chiropractic, naturopathy, etc., to place a sign in a con¬ 
spicuous place at the entrance to his office indicating the particular hind 
or branch of the medical or material healing art which he is licensed 
jo practice The proposal would further require that every sign showing 
the word 'Doctor, 1 “Dr." or “Physician" or any abbreviation thereof, 
shall indicate the person’s name and the branch of healing arts which 
such person represents. S. 798, relating to naturopathy, proposes to require 
annual registration of naturopaths and further proposes to define natur¬ 
opathy as the use and practice of psychological, mechanical and material 
health sciences to aid in purifying, cleansing and normalizing human tis¬ 
sues for the preservation or restoration of health, according to the funda¬ 
mental principles of anatomy, physiology and applied psychology. Naturo¬ 
pathic practice shall employ and embrace the use of light, air, water, day. 
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heat, rest, diet, external applications, mechanical and electrical appliances, 
supgesto-therapy, hydrotherapy, zone therapy, hygiene, first aid and sani' 
tation; provided, however, that nothing in the proposal would be held or 
construed to authorize any naturopath to practice materia medica, surgery, 
or chiropractics or to prescribe or administer hypnotic or narcotic drugs. 

Bill Enacted.—H. 95 became Law Without Approval May 9, 1951. It 
authorizes the state board of medical examiners to appoint or employ an 
assistant secretary or secretaries who need not be licensed physicians and 
to fix the salary of such assistants. 

Illinois 

Bills Introduced.—H. 950, to amend the law relating to chiropody, 
proposes to authorize the use of the injunctive process to enforce the 
provisions of the Chiropody Act. H. 953, to amend the law relating to 
pharmacy, proposes to authorize the use of the injunctive process to 
enforce the provisions of the Pharmacy Act. H. 954, to amend the law 
relating to nursing, proposes to authorize the use of the injunctive 
process to enforce the provisions of the Public Health Nursing Act. 
H. 959, to amend the law’ relating to the practice of medicine, proposes 
to authorize the use of the injunctive process to enforce the provisions 
of the Medical Practice Act. S. 598, to amend the law relating to a 
Medical Practice Act, proposes that one member of the Medical Ex¬ 
amining Committee shall be an osteopath and one shall be a chiropractor 
and that in appointing such members due consideration shall be given to 
the recommendations of representative, osteopathic and chiropractic 
organizations. 

Bills Enacted.—H. R. 45 was adopted March 28, 1951. It resolves that 
the Hadacol Company be notified that it is neither in the best interest 
of the people of the State of Illinois nor to the advantage of the 
manufacturer of Hadacol to use testimonials of young children to ad¬ 
vertise a product of such a nature. S. R. 53, was adopted May 10, 1951. 
It provides for the appointment of a special committee to study the need 
for the establishment of a hospital in Chicago for the treament of acute 
mental patients, especially those addicted to the habitual use of narcotics 
and alcohol. S. R. 60, was approved May 16, 1951. It resolves the 
creation of a special committee to investigate the reasons why the City 
of Chicago, despite its need for additional beds for the treatment of 
tuberculosis, has not and does not use the facilities of the Municipal 
Contagious Disease Hospital for the treatment of such citizens. 

Maine 

Bill Enacted—S. 243, was approved April 27, 1951. It amends the law 
relating to the Board of Registration in Medicine by authorizing such 
board to issue reciprocity certificates under certain circumstances. 


Maryland 

Bill Enacted.—H. 512 has become Chapter 701 of the Laws of 1951. It 
requires the annual registration of chiropractors. 

Michigan 

Bill Introduced.—H. C. R. 65, proposes the creation of a special com¬ 
mittee to study the laws of the state governing drug addicts and to report 
their findings and recommendations. 


New Jersey 


OUi E.UUCiCU.-' 
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provides regulations for the establishment of consolidated local health 
districts and county local health districts. 


Ohio 

Bill Introduced— s. 266, proposes the creation of a state naturopathic 
board of examiners and defines naturopathy as a system of drugless treat¬ 
ment of disease by methods that simulate or assist nature, including phyto¬ 
therapy, dietetics, physical, mechanical, hygenic, and sanitary methods 
essential to the preservation of health. ’ 


Oklahoma 

Bill Enacted. H. 241, was approved April 25, 1951. It provides regula- 
tions for the licensing of institutions desiring to obtain animals from 
established dog pounds for the purpose of investigation or instruction con¬ 
cerning the structure or functions of living organisms, the causes, pre¬ 
ventions, control, or cure of diseases or abnormal conditions in human 
beings or animals. 


Pennsylvania 

Bills Introduced.—H. 1084, proposes regulations for making available 
to licensed institutions unclaimed and unredeemed dogs and cats in publlo 
pounds for scientific investigation experiment or instruction. H. 1102, 
proposes to grant to hospitals a lien on rights of action and counterclaims 
that any person admitted to such hospitals for care and treatment of 
personal injuries shall have against any other person on account of such 
injuries. The extent of such lien would be the amount of the reasonable 
charges of the hospital for the care and treatment of such person. H. 
1137. proposes an appropriation for the general maintenance and opera¬ 
tion of the Western State Psychiatric Institute and Clinic by the Univer¬ 
sity of Pittsburgh. H. 1139, to amend the law relating to osteopathy, 
proposes to increase the annual registration fee from three to five dollars. 
H. 1192, proposes to amend the definition of chiropody so that such 
practice would not include the amputation of the leg, foot, or toes or 
the treatment of systemic diseases of the bones, ligaments, or muscles 
of the feet or any part of the body. H. 1205. proposes to authorise the 
State Department of Health to issue licenses to persons desiring to 
operate a clinopathologic laboratory which is defined as a place, establish¬ 
ment or institution operated by one or more individuals for the study 
of blood, urine, feces, and other secretions and excretions and parts of the 
human body such as tumors removed for examinations in connection with 
the study of possible diseases in the living patient. S. 559, proposes an 
appropriation to die Department of Health for the operation, maintenance 
and purchase of equipment of the Institute of Cancer Research Incor¬ 
porated. S. 635, proposes that in any prosecution for a violation of the 
law relating to driving a vehicle while under the influence of intoxicating 
liquor the amount of alcohol in Ibe defendant’s blood at the time alleged 
as shown by chemical analysis of the defendant’s blood urine, breath or 
other bodily substance shall give rise to certain presumptions as to 
whether or not the person is guilty of the charge. The proposal would 
also provide that operating a motor vehicle while under the influence of 
any narcotic or habit producing drug shall be a crime . 

BiU Enacted.—H. 719 was approved May 10, 1951. It provides a de¬ 
ficiency appropriation to assist State-aided medical and surgical hospitals 
in meeting the cost of training student nurses. 


Minnesota 

Bills Enacted.—H. 113 has become Chapter 672 of the Laws of 1951, 
It provides for the creation of a state board of examiners of psychologists, 
H. 1585 has become Chapter 479 of the Laws of 1951. It .authorizes the 
State Board of Medical Examiners to Ucense and regulate the practice of 
physical therapy, which is defined to mean the treatment of any bodily or 
mental disorder of any person by the use of the physical, chemical, and 
other properties of heat or cold, light, water, electricity, massage, 
mechanical devices, and therapeutic exercise, which includes posture and 
rehabilitation procedures, provided, however, the use of roentgen rays and 
radium for diagnostic and therapeutic purposes, and the use of electricity 
for surgical purposes, including cauterization, shaU not be authorized under 
the term “physical therapy.” 


Missouri 

Bills Introduced.—H. 486, proposes the establishment as soon as pos¬ 
sible of a full and complete four year course of medical and surgical 
instruction in the state under the direction and control of the Board of 
Curators of the University of Missouri. H. 490, proposes the creation and 
establishment under the direction of the division of mental diseases of a 
state hospital for the care, treatment and rehabilitation of chronic alco¬ 
holics. S. 214, proposes the creation of a state board of examiners in 
psychology to grant certificates to certified psychologists and certified 

psychotechnicians. 


New Hampshire 

Bill Enacted.—S. 16 has become Chapter 27 of the Laws of 1951. It 
amends the medical practice act by, among other things, authorizing the 
Board of Medical Examiners to issue temporary five year licenses to alien 
physicians who had taken out their first citizenship papers and are other¬ 
wise qualified for a license. If the alien becomes a citizen during the ive 
years, he shall be issued a permanent license. 


Rhode Island 

Bills Enacted_H. 748, was approved May 3, 1951. It provides for the 

creation of a special committee to make a study of the feasibility of 
setting up a medical school at Rhode Island State College. H. 752, was 
approved May 1, 1951. It provides for the creation of a division of 
alcoholism to promote or conduct educational and preventive programs 
relating to alcoholism. 


rex as 

Bifls Introduced.—H. C. R. 108, would resolve that the House go on 
•cord as requesting this Board of State Hospitals and Special Schools 
1 take the necessary steps to meet the minimum standards required in 
rder to qualify the said hospilals and special schools operated by the 
nte of Texas to the necessary standards for residency, intern and nurses 
•ainina programs so that the patients of the said hospitals and special 
iiools 8 be given the highest type of medical care and treatment possible. 
[ 798 ° Proposes regulations which would authorize adjoining cities, 

ywns mid villages to jointly establish, erect and equip hospilals. 

Bill Enacted._H. Ill, was approved May 10, 1951. It provides, among 

tiler things that all practitioners of the healing art shall indicate on 
nv sign pamphlet, letterhead or the like, a designation of the system of 
. , which such individual is licensed to practice. 


'isconsin .. ....... 

Bill Introduced.—S. 795, relating to the disposition of dead bodies, 
* L. j£ , corpse is found in the Mendota state hospital district 
Un v rshy of Wisconsin shall be notified that it may have such 
.nJ .-r dU cornse is in the Winnebago state hospital district, that 
arquette university or any accredited school of mortuary science at 
ilwaukee shall be notified that xt may have such corpse. 

Rill Fnacted_ A J. R. 74 was ad °P te d May 4, 1951. It directs the 

nation commit of the legislative council to make a survey of 
uitation and safety 1" ,bc Public schools. 
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COLORADO 

Summer Clinics at Children’s Hospital.—The annual summer 
clinics of Children’s Hospital, Denver, will be held June 20-22. 
The guest speakers are Dr. Alexis F. Hartmann, pediatrician, 
St Louis; Dr. Herbert E. Coe, pediatric surgeon, Seattle, and 
Dr Douglas N. Buchanan, pediatric neurologist, Chicago. Each 
guest speaker will conduct a two-hour clinic on one of the three 
days give a lecture on a subject of general interest within his 
field’ and appear with staff members and guests in panel dis¬ 
cussions of pertinent subject matter of common interest and 
concern to all physicians interested in the care of infants and 
children. In addition, the guest speakers and staff members will 
take part in a question-and-answer period after luncheon on 
each of the three days. Furthi'- information concerning the 
clinics may be had, and registration for the clinics may be ac¬ 
complished, by calling or writing to the chairman at the hospital. 

CONNECTICUT 

Outbreak of Trichinosis.—Dr. James C. Hart of Hartford, a 
member of the state department of health, has reported to the 
U. S. Public Health Service a family-group outbreak of trichi¬ 
nosis in Bridgeport. Homemade Italian sausage prepared with 
ham purchased from a large packing house was eaten by the 
family on April 4. Symptoms appeared 12 days later in the 
father, mother, two daughters, and a daughter-in-law. Nausea, 
diarrhea, vomiting, and swelling of the eyelids preceded the 
onset of muscular pains in each case. 


GEORGIA 

State Medical Election.—The Medical Association of Georgia 
at its annual session in Augusta in April installed Dr. William 
F. Reavis of Waycross as president. Other officers include: Dr. 
Cornelius F. Holton, Savannah, president-elect; Dr. David H. 
Peer, Atlanta, secretary-treasurer, and Dr. Charles H. Richard¬ 
son Sr,, Macon, delegate to the American Medical Association. 


ILLINOIS 

New Cancer Clinic.—The 26th cancer diagnostic clinic estab¬ 
lished by the state department of public health has been opened 
at Fairfield Memorial Hospital in Fairfield. The meeting of the 
clinic will be held beginning at 1 p. m. on the third Monday of 
each month. Persons may be admitted to this clinic for cancer 
diagnostic service on referral by their physician or dentist. 

Psychiatric Residency Training,—The Illinois Department of 
Public Welfare has outlined a program that will offer residents 
in psychiatry three years of training in approved mental hos¬ 
pitals affiliated with the department. These residents will be 
able to fulfill the requirements of the training programs sug¬ 
gested by the American Board of Psychiatry and Neurology. 
One and one-half years will be spent in state mental hospitals, 
and another one and one-half years will be devoted to the vari¬ 
ous specialties. The program will go into effect July 1. Resi¬ 
dents in psychiatry will be assigned to individual hospitals, A 
representative of the chief medical officer will act as liaison 
officer between the department of public welfare and the vari¬ 
ous institutions. The educational residency training committee 
will serve as advisory counsel for the chief medical officer and 
the residents for complaints or suggestions. 

Chicago 

Award Ricketts Medal—Herald R. Cox, Sc.D., director of 
viral and rickettsial research for the Lederle Laboratories Divi- 
S l° n li mcr,can Cyanamid Company, Pearl River, N. Y., received 
the Howard T. Ricketts gold medal May 7. The medal, estab¬ 
lished m 1949 in memory of Dr. Ricketts, a University of Chi- 
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cago physician, is awarded for outstanding achievement in medi¬ 
cine. Dr. Cox was cited for having discovered Q fever in the 
United States. 

Joseph A. Capps Prize.—The Institute of Medicine of Chicago 
offers this biennial prize of $600 for the most meritorious 
investigation in medicine or in the specialties of medicine. The 
investigation may be also in the fundamental sciences, provided 
the work has a definite bearing on a medical problem. Compe¬ 
tition for 1951 is open to graduates of Chicago medical schools 
who completed their internship or one year of laboratory work 
in 1949 or thereafter. Manuscripts must be submitted to the 
Secretary of the Institute of Medicine of Chicago, 86 E. Ran¬ 
dolph St, not later than Dec. 31. The manuscript of the prize 
paper is to become the property of the Institute of Medicine 
of Chicago. If no paper presented is deemed worthy of the prize, 
the award may be withheld at the discretion of the board of 
governors. 

IOWA 

A Family of Doctors.—The fact that a doctor’s sons often 
follow in their father’s footsteps is illustrated by the Gilfilian 
family, in which the sixth generation is carrying on the family 
tradition. Dr. Homer J. Gilfilian of Bloomfield, who retired 
recently after 50 years in country practice in Iowa, had six 
sons who graduated from the University of Iowa School of 
Medicine. Until the recent death of the eldest, Dr. George 
William Gilfilian, all sons were in active practice. Ever since 
Dr. Alexander V. Gilfilian began practice in Philadelphia in 
1796 this family has been active in the medical profession. 
According to The Centaur, Alpha Kappa Kappa’s official jour¬ 
nal, some member of this family has served in every war in 
which this country has engaged since the War of 1812. Five 
of the Gilfilian brothers saw active duty in World War n. and 
on return from service four entered practice in Bloomfield; the 
other two brothers are in practice in San Francisco and Sault 
Ste. Marie, Mich., respectively. A grandson is now taking pre¬ 
medical work at Iowa Wesleyan College. 

MASSACHUSETTS 

Society' Election.—At the yearly meeting of the Massachusetts 
Society of Examining Physicians, held at the Harvard Club in 
Boston May 2 the following persons took office for the ensuing 
year: Dr. John J. Crowley, Lynn, president; Dr. John Leo 
Doherty, Boston, president-elect; Dr. Robert C. Gwin, Brook¬ 
line, treasurer, and Dr. J. Robertson Knowles, Boston, secretary. 

Cancer Research Institute and Joslin Auditorium.—Dedication 
exercises for the New England Deaconess Hospital Cancer Re¬ 
search Institute and the Elliott P. Joslin Auditorium were held 
June 5 in Boston. An address by Sumner T. Pike, vice chair¬ 
man of the U. S. Atomic Energy Commission, Washington, 
D. C., was followed by an inspection of the new facilities. At 
the scientific session Dr. Sidney Farber, Boston, delivered the 
principal address. The scientific aims of the Cancer Research 
Institute were discussed by Dr. Shields Warren, Boston. Dr. 
Charles H. Best, Toronto, Canada, spoke in the evening at the 
dedication of the Joslin Auditorium. His subject was, “Medical 
Research and World Health.” The institute combines under 
one roof cancer research, atomic research, cancer control and 
cancer diagnosis, outpatient department tumor clinics, and post¬ 
graduate medical instruction in cancer. The research activities 
wfil include biological chemistry, biophysics, biostatistics, clini- 
cal contacts, experimental pathology, hematology, radiobiology, 
and x-ray diffraction. The Institute will house also the cancer 
control unit of the Harvard School of Public Health, the 
Massachusetts State Tumor Diagnosis Service, the pathology 
laboratory of the Harvard Cancer Commission, and an audi¬ 
torium for the use of the staffs of the New England Deaconess 
Hospital and Cancer Research Institute. 
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MINNESOTA 

Outbreak of Salmonellosis.—Dr. Dean S. Fleming of Minne¬ 
apolis, a member of the Minnesota Department of Health, has 
reported to the U. S. Public Health Service an outbreak of 
Salmonella typhimurium infection, the suspected source of 
which was raw turkey eggs used in preparing the eggnog from 
which the organism was isolated. Ten of the 11 persons who 
drank the eggnog became ill with gastro-enteritis seven to 24 
hours later. Salmonellosis typhimurium was isolated from nine 
of the 11 persons, including one who did not have clinical 
symptoms. 

Personals.—Dr. S. Marx White, Minneapolis, received the 
annual distinguished service award of the Community Chest and 
Council of Hennepin County in January. Dr. White, who has 
practiced in Minneapolis for more than 50 years, has been presi¬ 
dent of the state board of health and the Community Chest and 

member of the county sanatorium commission.-Dr. John F. 

Pohl of Minneapolis left early in April on a three month fellow¬ 
ship in Europe under the World Health Organization to study 
treatment, care, management and employment of crippled chil¬ 
dren and adults in England, Germany, France and Austria. 

NEW YORK 

Postgraduate Lecture.—The Herkimer County Medical Society 
meeting at the Pinecrest Sanatorium, Salisbury Center, June 12 
will hear Dr. Milton Plotz, Brooklyn, speak on “Hypertension 
and Coronary Heart Disease.” The program has been arranged 
by the Medical Society of the State of New York in cooperation 
with the New York State Department of Health. 

Course on Electron Microscope.—The summer laboratory course 
in techniques and applications of the electron microscope will 
be given again this summer by the laboratory of electron micros¬ 
copy in the department of engineering physics at Cornell Uni¬ 
versity July 9-21. Inquiries should be addressed to Prof. Benja¬ 
min M. Siegel, Department of Engineering Physics, Rocke¬ 
feller Hall, Cornell University, Ithaca, N. Y. 

Fellowships in Arthritis.—The Arthritis and Rheumatism 
Foundation is offering research fellowships in the basic sciences 
related to arthritis. Fellowships will be granted at both the 
predoctorai and the postdoctoral levels. The predoctora! fel¬ 
lowships will range between $1,500 and $3,000 per annum, 
and the postdoctoral from $3,000 to $6,000. Application forms 
may be obtained from the Medical Director, Arthritis and 
Rheumatism Foundation, 535 Fifth Ave., New York 17, 
before Nov. 15. 

New York City 

The Sixth Premature Infant Center.—Dedication ceremonies 
for the new Premature Infant Center at Bellevue Hospital were 
held May 22. The center, with a capacity of 32 infants and 
constructed at a cost of $48,000, is one of six such centers 
in operation or being constructed and equipped in the munici¬ 
pal hospitals, with one-third of the cost met with federal funds 
under the Hill-Burton Bill. The other centers are in Harlem, 
Queens General, Kings County, Fordham, and Lincoln hos¬ 
pitals. City-wide figures on the incidence of prematurity show 
that 8.5% of ail live births are premature by weight definition. 
Fourteen per cent of these prematurely born infants die during 
their first year. 

Clinic for Therapeutic Radiology.—Ground was broken May 
18 for the new $160,000 underground Henry Harrington Jane¬ 
way Clinic for Therapeutic Radiology at Roosevelt Hospital. 
The money has been raised from individual contributions, gifts 
from foundations, and a benefit sponsored by the hospital vol¬ 
unteers. The radium, valued at one million dollars, has been 
loaned to the hospital for five years by the Union Miniere du 
Haut Katanga of Belgium through the Radium Chemical Com¬ 
pany, the American representative. The department was named 
for the late Dr. Henry Harrington Janeway, a pioneer in 
radium work who was later director of the early radium proj¬ 
ects at Memorial Hospital Dr. Douglas Quick will be director 
of the Janeway Clinic. The department wilt be located under¬ 
ground between the Russell Memorial Building and the Tower 


Memorial Building. The radium is being processed in Brussels 
and is expected to arrive simultaneously with the completion 
of the department in September. 

VIRGINIA 

University Appointments—Dr. Lester A. Wilson Jr., instruc¬ 
tor in obstetrics and gynecology, Duke University, Durham, 
N. C., was appointed assistant professor of obstetrics and gyne¬ 
cology at the University of Virginia Department of Medicine 
Charlottesville, effective May 1. Edwin W. Pullen, instructor in 
biology at the university, has been appointed instructor in anat¬ 
omy effective Sept. 1. 

Death of Executive Secretary-Treasurer.—Mr. Henry S. John¬ 
son, executive secretary-treasurer and public relations director 
of the Medical Society of Virginia, died May 23 after a short 
illness. Mr. Johnson was a graduate of the University of Rich¬ 
mond, held an M. A. degree from the University of Virginia, 
and did graduate work at the College of William and Mary 
and New York University. He formerly represented Goochland 
County in the state house of delegates and had many friends 
in the House of Delegates of the American Medical Associa¬ 
tion. 


WEST VIRGINIA 

Personal.—Dr. James L. Thompson of Weirton has been named 
chief surgeon and director of the medical department of the 
Weirton Steel Company at Weirton, succeeding Dr. Lewis A. 
Whitaker, who has retired after 23 years of service with the 
company but will continue as a consultant to the medical de¬ 
partment. Dr. Thompson has been Dr. Whitaker's assistant 
for the past 16 years. 

County Society Postgraduate Program.—The second annual 
postgraduate session of the Barbour-Randolph-Tucker Medical 
Society will be held at the Tygart Valley Country Club near 
Elkins June 21 with Dr. Charles L. Leonard of Elkins serving 
as moderator. The following scientific program will be presented, 
beginning at 2 o’clock: 

Samuel P. Martin, Durham, N. C., Treatment of Common Respiratory 
Disorders. 

Bill L. Martz, Indianapolis, Anion Exchange, Resins: A New Concept 
in the Treatment of Edema. 

Brian Blades, Washington, D. C., Bronchiogenic Carcinoma. 

Dr. Delivan A. MacGregor, Wheeling, will be toastmaster at 
the annual banquet in the evening, and the guest speaker will be 
Lt. Col. Colin F. Vorder Bruegge (MC) USA, Institute of Pa¬ 
thology, Washington, D. C. A general invitation has been ex¬ 
tended to members of the West Virginia State Medical Associa¬ 
tion to attend the meeting. 


WISCONSIN 

ilarquette Alumni Meeting—The Marquette Medical Alumni 
\ssociation will hold a luncheon meeting at the Hotel Dennis m 
Vtlantic City, N. J., on Tuesday, June 12 ; Fa* er Clarence J. 
Wan, regent of the alumni association, and Dr. John S. Huscn- 
joeck, dean of Marquette University School of Medicine, Mil¬ 
waukee, will speak. Marquette medical alumni should make 
■eservations with the Alumni Association office, 1533 w. Wis- 
:onsin Ave., Milwaukee. 

Diabetes Control Program—This program in Milwaukee, 
,vbich was staffed by the personnel of the U. S. Public Health 
Service, closed in February after 22 months rn which it gave 
ree diabetes detection tests to study the effectiveness of various 
fiabetes detection programs. The Public Health Service funds 
lave been diverted into the field of civil defense. The testing 
leean in the fall of 1949 in the first of three Milwaukee areas 
if 10 000 population each. Three plans of educational approac 
,vere used: door-to-door distribution of literature, supplemented 
jy house-to-house visits by city health nurses, and the commu- 
,L nnnroach to lay groups. Blood-sugar tests were used for 
nost of the people in the three areas, rechecks of non-negative 
K were mad! and follow-up was completed- «- 

sorted to the program on the final dmgnosts. In ^ Wo°d-suga 
nesting program nearly 5,000 persons were examined. About 
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250 were referred to their private physicians, and 180 were 
previously undetected diabetics who were placed under treat¬ 
ment by the physician of their choice. On Oct. 16 the pro- 
cram changed from blood-sugar testing to urine testing and 
was conducted in industrial plants. Of 6,300 containers returned, 
26 patients were diagnosed as previously undetected diabetics 
and were put under the care of their family physicians. Final 
accurate statistical evaluation of the data will not be available 
until tabulated by the U. S. Public Health Service. 


GENERAL 

American Diabetes Association.— The 11th annual meeting of 
the American Diabetes Association will be held at Chalfonte- 
Haddon Hall, Atlantic City, N. L, June 9-10 under the presi¬ 
dency of Dr. Lester J. Palmer, Seattle. In addition to the scien¬ 
tific program there will be a conference of presidents of affiliate 
associations Saturday morning, a luncheon conference, and a 
banquet Saturday evening at which the Banting Memorial 
Medal will be presented to Dr. Cyril N. H. Long, sterling profes¬ 
sor of physiological chemistry, Yale University School of Medi¬ 
cine, New Haven, Conn. Dr. Long will present the Banting 
Memorial Lecture Saturday afternoon on “The Endocrine Con¬ 
trol of the Blood Sugar.” An address will be presented by Gerald 
L. Wendt, Ph.D., New York, on “The Interpretation of Scien¬ 
tific Progress.” The annual business meeting will be held Sunday 
morning. 

Cancer Society Plans More Clinics.—The American Cancer 
Society announced in March plans to increase by 150 per 
cent the number of cancer detection and treatment clinics. 
At least 900 more are needed to provide one center for every 
100,000 population. There are now 609 such centers, according 
to Dr. Charles S. Cameron, medical director. The society will 
equip the clinics, provide supplies and operating facilities and 
help form a cancer group from the regular hospital staff in any 
locality. Only two states have enough cancer clinics to meet 
the society’s population formula, Dr. Cameron said. They are 
Connecticut, with 23 centers for its over 2,000,000 residents, 
and New Hampshire, which has 11 facilities and a population 
of 533,000. Twelve of the nation’s 609 cancer services are cancer 
hospitals, 470 are cancer clinics in hospitals, 120 are cancer 
diagnostic clinics and seven are departmental cancer clinics in 
other institutions. 


Western Institute on Epilepsy.—The third Western Institute on 
Epilepsy will be held in Salt Lake City, June 15-17. The program 
is presented as a memorial to Dr. Jerry C. Price, formerly asso¬ 
ciated with the Neurological Institute' in New York and vice 
president of the National Association to Control Epilepsy. Dr. 
Tracy Putnam, Beverly Hills, Calif., will speak on “The Evolu¬ 
tion and Future of the Treatment of Epilepsy.” Besides demon¬ 
strations and scientific papers, there will be a symposium on the 
therapeutic considerations under the chairmanship of Dr. Louis 
S. Goodman, University of Utah School of Medicine, Salt Lake 
City. Other participants will be Dr. Richard R. Carter, Portland, 
Ore., and Dr. Jean P. Davis, Salt Lake City. Registration fee for 
all physicians is $5 and for others S3, which includes the lunch¬ 
eon on Saturday. Applications should be sent to: Chairman, 
Western Institute on Epilepsy, Department of Psychiatry', Salt 
Lake General Hospital, 156 Westminster Ave., Salt Lake City. 


American Therapeutic Society.—The 52d annual meeting of thi 
Amencan Therapeutic Society will be held at the Chalfonte 
Haddon Hail, Atlantic City, N. J., June 8-10 under the presi 
dency of Dr. James A. Lyons, Washington, D. C. An address o 
welcome wall be presented by Dr. Anthony G. Meredino, presi 
ent of the Atlantic County Medical Society. Among th< 
speakers on the scientific program are: Drs. George b. Waldbott 
Detroit; Z. T Bcrcovitz, New York; L. Ciagett Beck, Honolulu 
Hawaii; Anthony Bassler, New York; Ernest A. Spiegel an< 
rCrf 5 . >Vr Philadelphia; Francis M. Pottenger, Monrovia 
Lalil., vs. V ayne Babcock, Philadelphia; Benjamin Manchester 
Washington, D. C.; Howard Wakefield and Willis G. Diffen 
baugh, Chicago; Alphonse McMahon, St. Louis; Louis Faugere 
Oishop Jr., and Milton R. Beyers, New York; Frank W. Konzel 
mann, Wash.ngton, D. C.; Paul Cutler, Atlantic City, N. J. 


David I. Macht, Baltimore; Herbert S. Kupperman and Stanley 
J. Goodman, New York; Hollis K. Russell, Scarsdale, N. Y., and 
Oscar B. Hunter Jr., Washington, D. C. The president’s recep¬ 
tion will be held Saturday evening, followed by the banquet at 
which the speaker of the evening will be Dr. Jonathan Forman, 
Columbus, Ohio, editor of the Ohio State Medical Journal. 

Colonel Tuttle to Retire.—Col. Arnold D. Tuttle, who pioneered 
medical research as related to commercial air transportation, has 
announced his retirement from United Air Lines, effective June 
1. He will be succeeded by Dr. George J. Kidera. Col. Tuttle 
served in France during World War I, supervised the reorgani¬ 
zation of the Army medical department, and served as com¬ 
mandant of the Army School of Aviation Medicine at Randolph 
Field, Texas. He joined United in 1937 to undertake a long-range 
project of applying medical research and techniques to commer¬ 
cial air transportation. He holds the 1949 John Jeffries award of 
the Institute of Aeronautical Sciences for “outstanding contribu¬ 
tions to the advancement of aeronautics through medical re¬ 
search.” His military decorations include the Distinguished 
Medal, French Legion of Honor, and Belgian Order of Leopold. 
Dr. Kidera, with United since 1939, served four years as an Air 
Force flight surgeon, then returned to United in 1946 as head of 
the company’s Chicago medical branch. 

Foundation Prize.—The American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons will award its Founda¬ 
tion Prize of $200 at the annual meeting of the association, at 
which time the successful contestant must appear in person to 
present his contribution as a part of the regular scientific pro¬ 
gram. Eligible contestants shall include only (a) interns, residents 
or graduate students in obstetrics, gynecology or abdominal sur¬ 
gery, and (b) persons with an M.D. degree or a scientific degree 
approved by the Prize Award Committee, who are actively prac¬ 
ticing or teaching obstetrics, gynecology or engaged in research 
in these fields. Manuscripts must be presented under a nom de 
plume, which shall in no way indicate the author’s identity, to 
the secretary of the association together with a sealed envelope 
bearing the nom de plume and containing a card showing the 
name and address of the contestant. Manuscripts must be lim¬ 
ited to 5,000 words and must be typewritten in double spacing 
on one side of the sheet. Ample margins should be provided. 


World Birth Rates.—Birth rates throughout the world rose 
sharply shortly after the close of World War II and have con¬ 
tinued at high levels during the postwar years, Metropolitan Life 
Insurance Company statisticians report. Most of the countries 
had higher birth rates during the war than in the years just 
before the war. In the United States, for example, the rates 
averaged 15 per cent higher in 1940-1944 than in 1937-1939, and 
in Austria, Sweden, Switzerland, and New Zealand the rise from 
the prewar to the war years was even more pronounced. These 
facts suggest that the postwar rise in births in many of the 
countries was due not so much to deferment of births during 
the war as to the improvement of economic conditions after the 
war. Although the world trend has been somewhat downward 


i7tj, wiien most countries reacnea tneir postwar birtn 
rate peak, the declines generally have been slight. In the United 
States the 1949 rate was only 7 per cent lower than that for 
1947, and the decreases have been even smaller in other coun¬ 
tries, including Canada, the Union of South Africa, and Aus¬ 
tralia. Exceptions to this are England and Wales and the 
Netherlands, where the rates had declined markedly by 1949 
from their postwar peaks. France, for many years prior to the 
war on the brink of a population decline, experienced an up¬ 
surge of births during the postwar years, which by 1947 had 
carried its birth rate to a point 43 per cent higher than the 
prewar level. Japan’s 1947 birth rate was 22 per cent above the 
prewar figure, and the decline from 1947 through 1949 was 
only 3 per cent, although the first nine months of 1950 showed 
a sharp fall that may bring the 1950 rate close to the 1937-1939 
level. Western Germany and Italy have departed from the 
general pattern. Western Germany’s birth rate rose somewhat 
during the postwar years but remained well below the 1938 
figure, and the Italian rate, after rising during 1945 and 1946, 

period 6 * 3 ^ 1949 '° 15 Per ceRt below that for the prewar 



570 


MEDICAL NEWS 


June 9, 1951 


CANADA 

Personal.—The Manufacturers Life Insurance Company, 
Toronto, has announced the appointment of Dr. David J. 
Breithaupt, Scarborough Junction, Ontario, as assistant medical 
officer. 

Cleft Palate Rehabilitation.—A clinical and research project in 
caring for children and adults with cleft lip and palate was 
established during 1950 at the Royal Victoria Hospital in Mon¬ 
treal. A grant of over $20,000 from the Department of Health 
of the Province of Quebec, which will provide partial sup¬ 
port, has been renewed for 1951. This program provides speech 
therapy in both French and English and offers training facilities 
for children and adults. A long term research investigation into 
the value of various types of therapy will be carried out. Ex¬ 
perimental work on animals, already completed, has revealed 
data on the role of environmental factors in causation of cleft 
palate. The speech pathologist in charge of speech therapy is 
Mr. Robert Sparks, M.A., formerly of Stanford University, 
San Francisco. 

FOREIGN 

Medical Education Team for Japan.—The organization of the 
third medical education team for Japan has been undertaken 
by the Unitarian Service Committee with the approval of the 
Supreme Command Allied Powers. Four teams of three men 
each will spend a period of two weeks in three different medical 
schools between May 14 and July 1. The medical education 
team is composed of Drs. Paul B. Beeson, Atlanta; Lauren V. 
Ackerman, St. Louis; Daniel C. Darrow, New Haven, Conn.; 
Charles S. Davidson, Boston; Charles G. Johnston, Detroit; 
Philip Handler, Ph.D., Durham, N. C.; Drs. Salvatore P. Lucia 
and Robert R. Newell, San Francisco; Malcolm H. Soule and 
Maurice H. Seevers, Ann Arbor, Mich., and Perry P. Volpitto, 
Augusta, Ga. A second surgeon will be included. 

British South African Meeting Cancelled.—The annual scien¬ 
tific meeting of the British Medical Association, which was to 
have been held in South Africa, has been cancelled due to cir¬ 
cumstances outside the control of the Association. Arrange¬ 
ments have now been made jointly by the Royal Society of 
Medicine and the British Medical Association for a series of 
scientific meetings to be held throughout June at One Wimpole 
St., London, W. 1. This scientific meeting will consist of sym¬ 
posiums introduced by eminent authorities on subjects of special 
interest under the general heading of “Medicine in Britain in 
the Festival Year, 1951—Its Achievements and Its Future.” 
These meetings are open to all medical practitioners. A cordial 
invitation has been extended to members of the American 
Medical Association. 


MEETINGS 


American Medical Association, Atlantic City, June It to 15. Dr Gcorce 
F. Lull, 535 N. Dearborn St.. Chicago 30, Secretary. 


American College or Chest Physicians, Atlantic City, June 7-30, Mr 
Murray Komfeld, 500 N. Dearborn St., Chicago 10, Executive Secretary. 
American College op Radiology, Atlantic City, June 10. Mr. W. C. 

Stronach, 20 N. Wacker Drive, Chicago 6, Executive Secretary. 
American Diabetes Association, Chaifonle-Haddon Hall, Atlantic Citv 
June 9-10. Dr. John A. Reed, 11 W. 42d St., New York 18, Secretary! 
American Electroencephalografhic Society, Hotel Claridge, Atlantic 
City, June 16-17. Dr. John A. Abbott, Massachusetts General’Hospital 
Boston 14, Secretary. ’ 


American Hearing Society, Palmer House, Chicago, June 29 Mrs 
Frances E. Lee, 817 Fourteenth St. N.W., Washington 5, IX c,! 
Secretary. 

American Medical Women’s Association, Hotel Dennis, Atlantic City, 
June 9-11, Dr, Mildred C. J. Pfeiffer, Woman’s Medical College of 
Pennsylvania, Philadelphia 29, Secretary. 

American Neurological Association, Atlantic City, June 13-20. Dr. H, 
Houston Merritt, 710 W. 168th St., New York 32, Secretary. 

American Ortbopedic Association, The Greenbrier, White Sulphur 
Springs, W. Va., June 20-23. Dr. C. Leslie Mitchell, Henry Ford Hos¬ 
pital, Detroit 2, Secretary. 

American Proctologic Society, Atlantic City, June 7-10. Dr. W. Wendell 
Green, 1838 Parkwood Ave., Toledo 2, Ohio, Secretary. 

American Society for the Study of Sterility, Rilz-Carlton Hotel, 
Atlantic City, June 9-10, Dr. John O. Hainan, 490 Post St., San Fran¬ 
cisco 2, Secretary. 

American Therapeutic Society, Atlantic City, June 8-10. Dr. Oscar B. 
Hunter, 915 Nineteenth St. N.W,, Washington 6, D C., Secretary. 

Conference of Presidents and Other Officers of State Medical As¬ 
sociations, Hotel Traymore, Atlantic City, June 10. Mr. John E. Parrel, 
106 Francis St., Providence 3, R. L, Secretary. 

Great Falls Medical-Surgical Conference, Great Falls, Montana, June 
25-26. Dr. William E. Sullens, Box 1066, Great Falls, Chairman. 

Idaho State Medical Association, Sun Valley, June 17-20. Dr. Robert S, 
McKean, 305 Sun Building, Boise, Secretary. 

Maine Medical Association, Poland Spring House, Poland Spring, June 
17-19. Dr. Frederick R. Carter, 142 High St., Portland 3, Secretary. 

Medical Library Association, Denver, June 28-30. Miss Caroline Rie- 
chers, Rush Medical College Library, 1758 W. Harrison St., Chicago 12, 
Secretary. 

Post Graduate Medical Assembly of South Texas, Shamrock Hotel, 
Houston, Texas, July 23-25. Mrs. W. H. Dahme, 229 Medical Arts Bldg., 
Houston, Executive Secretary. 

Society for Vascular Suhgery, Chalfonte-Haddon Hall, Atlantic City, 
June 10. Dr. George D. Lilly, 333 Ingraham Bldg., Miami 32, Fla., 
Secretary. 

Society of Biological Psychiatry, Claridge Hotel, Atlantic City, June 
17. Dr. George N. Thompson. 1136 W. Sixth St., Los Angeles 17, 
Secretary. 

West Virginia State Medical Association, The Greenbrier, White Sul¬ 
phur Springs. July 19-21. Mr. Charles Lively, 1031 Quarrier St„ Charles¬ 
ton 24, Executive Secretary. 


First Children’s Hospital in Bolivia.—An agreement providing 
for technical assistance from the World Health Organization in 
the construction, equipping, and organization of the first chil¬ 
dren’s hospital in Bolivia has been signed by the minister of 
health of Bolivia and the director of WHO’s regional office 
for the Americas. The $500,000, 240-bed hospital already 
under construction in La Paz is scheduled for completion in 
1952. The United Nations International Children's Emergency 
Fund has earmarked $75,000 for equipment and supplies. The 
World Health Organization has set aside $40,000 for the 
training of professional and technical personnel for the hos¬ 
pital’s staff. Fellowships will be awarded by WHO for the 
postgraduate and technical training of four pediatricians, three 
pediatric nurses, and one each of the following; radiologist, 
pathologist, anesthetist, director of nurses, operating room 
supervisor; hospital administrator, hospital accountant, laundry 
manager, maintenance engineer, and medical librarian. The 
fellowship recipients will be selected by the Bolivian Ministry 
of Health and will receive training in medical institutions in 
the United States and Latin American countries. The new chil¬ 
dren’s hospital will be used as the foundation for a compre¬ 
hensive program for child health services in Bolivia and will 
serve also as a training center for pediatricians, pediatric 
nurses, social workers, and other personnel engaged in child 
health and welfare. 


NTERNATJONAL 

■uropean Congress on Rheumatism, Barcelona. Spain. Sept. 24-27. Dr. 

' Gunnar Edstron, Lund. Sweden, Secretary. 

jvnfch Practitioners Study Club International, Rome, Italy, sept. 
12-15 Dr %hn O’ConneU, 10300 Lackland Road, St. Louts 14. Mo., 

nternatIonal 6 Anesthesia Research Society, London, England, Sept. 
3-7 Mr. R. W. Cope, University College Hospital, London W.C.l, 

ntfrnational Association of Allergists, Zurich, Switzerland, Sept. 23- 
29 Prof. A. S. Grumbach, Hygiene Institut der Universitaet Zurich, 
filoriastr. 32, Zurich, Switzerland. 

ntfcvaitonal Congress of Anesthesiology, Nursing School of the Sal- 
pfeme 47 Bo«l de 1’Hospital, Paris, France, Sept. 20-22.12 rue de Seine, 
Paris 6", France, Secretariat. 

nternational Congress of Clinical Pathology, London, England, July 
1^20 Dr W. H. McMenemey, Maida Vale Hospital for Nervous Dis¬ 
eases" London W.9, England, Secretary. 

w-fTToNATioNAL Congress oe Gynecology, Malson de la Chimte, Centre 
MaKcffin Pari S France, June 23-29. Dr. Maurice Fabre. 1. rue Juics- 
Lefebvre, Paris IX, General Secretary. 

nternational Congress on Industrial Medicine, Inslituto Superior 

Tccnic™ Lisbon, Portugal, Sept. 9-15. Dr Luis Guerre.ro Instituto 
Nacional do Trabalho e Previdencia, Praga do Comcrcio, Lisbon, Secre- 

nternattonal"Congress on Mental Health, Mexico City, Mexico, Dec.. 

nternational Congress of Military Medicine and Pharmacy, Paris, 
France, June 17-23. Physician General Dutrey, 8, bis, rue de Recollet, 
Paris X, Secretary General. 
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International Exhibition of Medical Arts, Turin, Italy, May 30- 
June 12. Prof. S. Teneff, Palazzo della Exposizioni al Valentino, Turino, 

INTERNATIONAL Gerontolooical Conoress, Hotel Jefferson, St. Louis, Mo., 
U. S. A., Sept. 9-14. Dr. John E. Kirk, 5600 Arsenal Street, St. Louis 9, 
Mo., Chairman, Program Committee. 

International Hospital Congress, Brussels, Belgium,-July 15-21. Capt. 

J E. Stone, 10 Old Jewry, London E.C., England, Secretary. 
International Poliomyelitis Congress, Copenhagen, Denmark, Sept. 
3-7. Prot Dr. Niels Bohr, Statens Seruminstitut, 80 Amager Blvd., 
Copenhagen S., Denmark, President. 

International Society op Surgery. Paris, Prance, Sept. 24-29. Dr. L. 

Dejardin, 141, rue Belliard, Brussels, Belgium, Secretary General. 
International Society for the Welfare of Cripples, Fifth World Con¬ 
gress, Stockholm, Sweden, Sept. 9-14. Mr. Donald V. Wilson, 54 E. 
64th St., Mew York 21, N. Y., U. S. A., Executive Director, 

Pan Pacific Surgical Association Congress, Honolulu, Hawaii, Nov. 
7-19. Dr. Forrest J. Pinkerton, Suite 7, Young Bldg,, Honolulu, Hawaii, 
President. 

Students’ International Clinical Congress, Leyden, Utrecht, Groningen 
and Amsterdam, Holland, July 10-28. N. A. M. Bergstcin, Oude Gracht 
143 bis. Utrecht, Holland, Secretary General. 

World Confederation for Physicial Therapy, Copenhagen, Denmark, 
Sept. 7-8. 

World Medical Association, Stockholm, Sweden, Sept. 15-21. Dr. Louis 
H. Bauer, 2 E. 103d St„ New York 29, N. Y., U. S. A., Secretary- 
General. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


Alabama: Montgomery, June 26-28. Sec., Dr. D. G. Gill, 519 Dexter 
Ave., Montgomery. 

Arizona:* Examination. Phoenix, July 17-19. Reciprocity. Phoenix, July 21, 
Sec., Dr. J, H. Patterson, 316 W. McDowell Road, Phoenix. 

Arkansas: * Regular. Little Rock, June 14-15. Sec., Dr. Joe Verser, Harris¬ 
burg. Homeopathic. Fort Smith, June 7-8. Sec., Dr. Carl S. Bungart, 
105 N. 14th St., Fort Smith. Ecleclic. Little Rock, June 7-8. Sec., 
Dr. C. H. Young, 1415 Main St., Little Rock. 

California: Written. San Francisco, June 25-28 and Aug. 20-23. Oral. 
San Francisco, June 23 and Los Angeles, August 18. Oral and Clinical 
Examination for Foreign Medical School Graduates. San Francisco, June 
24 and Los Angeles, August 19, Sec., Dr. Frederick N. Scatcna, 1020 N 
St., Sacramento 14. 

Colorado:* Examination. Denver, June 18-20. Reciprocity. Denver, July 
10. Sec., Dr. George H. Gillen, 831 Republic Bldg., Denver 2. 
Connecticut:* Regular. Examination. Hartford, July 10-11. Sec. to the 
Board, Dr. Creighton Barker, 160 St. Ronan St., Hartford. Homeopathic. 
Derby, July 11-12, Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. 
Delaware: Examination. Dover, July 10-12. Reciprocity. Dover, July 19. 

Sec., Dr. J, S, McDaniel, 229 S. State St., Dover. 

District op Columbia:* Reciprocity. Washington, June 11. Sec., Dr. 

Daniel L. Seckingcr, 4130 East Municipal Bldg., Washington. 

Florida:* Examination. Jacksonville, June 24-26. Sec., Dr. Homer L. 
Pearson, 701 DuPont Bldg,, Miami, 

Georgia: Atlanta, Juae. Augusta, June. Sec., Mr. R. C. Coleman, 111 
State Capitol, Atlanta. 

Guam: Die Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Ex. Sec., Dr. John Y. Battcnfield, 
Agana. 


Hawaii: Examination. Honolulu, July 9-12. Sec., Dr. I. L. Tilden, 1020 
Kapiolanl St.. Honolulu. 

Idaho: Boise, July 9-11. Sec., Mr. Armand L. Bird, 305 Sun Bldg., Boise. 

Illinois: Chicago, June 26-28. Supt. of Regis., Mr. Charles F. Kcrvin, 
Capitol Bldg., Springfield. 

Indiana: Indianapolis, June 20-22. Exec. See., Miss Ruth V. Kirk, 1138 
k, or P. Bldg., Indianapolis 4. 

Iowa: * Written. Iowa City, June 11-13. Sec., Dr. M. A, Royal, 506 
Fleming Bldg., Des Moines, 

Kansas: Kansas City, June 6-7. Sec., Dr. O. W. Davidson, 864 New 
Brotherhood Building, Kansas City, 

Kentucky: Louisville, June 6-8. Sec..’ Dr. Bruce Underwood, 620 S. 3rd 
St., Louisville, 


jo . nuxuson, laui 


Louisiana: New Orleans, June 7-9. Sec., Dr. Roy 
bemia Bank Bldg., New Orleans 12. 

Sand U8USta ’ m Scc ‘* Dr ' Adam Leighton, 192 State 


® a t , 'j more ' June ,9 ' 22 ' s «-> Dr - P. Gundty, 1215 Cal 
al St., BaUimore l. Homeopathic. Baltimore, June 19-20. Exa 

Moslem ,n I °! m A ’ Evans - 612 w - 40th St.. Baltimore. 

Boston, July 10-13. Sec., Dr. Robert 
M r**™ n S , J? oom 37 > Stale House, Boston 33. 

Eat. hRIn,>Te?2« Homsrer m?g r ^ D ' 

‘ 'rZT 21 ' Stc ” Dr ’ J - F - DuBo!s - 230 Lo ’ 


Mississippi: Jackson, June. Asst. Sec., Dr, R. N. Whitfield, Jackson 113. 

Mtssouw: St. Louis, June 7-9, Exec. Sec., Mr. John A. Hailey, Box 4, 
State Capitol Bldg., Jefferson City. 

Nebraska: • June 1951. Director, Mr. Oscar F. Humble, Room 1009, 
Slate Capitol Bldg., Lincoln. 

Nevada:* Carson City, August 6. See., Dr. G. H, Ross, 112 North Curry 
St., Carson City. 

New Hampshire: Concord, Sept. 12-13. Sec., Dr. John Samuel Wheeler, 
Room 107 State House, Concord. 

New Jersey: Examination. Trenton, June 19*22. Sec., Dr. E. S. Hallin- 
gcr, 28 W. State St., Trenton. 

New Mexico:* Santa Fc, Oct. 8-9. Sec., Dr, Charles J. McGocy, Coro¬ 
nado Bldg., Santa Fe. 

New York: Albany, Buffalo, New York and Syracuse, June 26-29. Sec., 
Dr, Jacob L. Loclincr, Jr., 23 S. Pearl St., Albany 7. 

North Carolina: Endorsement. Raleigh, June 18-21. Sec., Dr. Joseph J, 
Combs, 419 Professional Bldg., Raleigh. 

North Dakota: Grand Forks, July 4-7. Sec., Dr. C. J. Giaspci, Grafton. 

Ohio: Examination. Columbus, June 19-21. Endorsement, Columbus, April 
3. Sec., Dr. H. M. Platter, 21 W. Broad Street, Columbus. 

Oklahoma: * Examination. Oklahoma City. June 6-7. Sec., Dr. Clinton 
Gallahcr, 813 BranifI Bldg., Oklahoma City. 

Oregon:* Examination, Portland, June 21-23. Special examination for 
physicians who have orders to report for military service about July 1. 
Examination. Portland, July 5-7. Sec., Mr. Howard I. Bobbitt, 609 
Failing Bldg., Portland 4. 

Pennsylvania: Examination. Philadelphia and Pittsburgh, July 10-13. Act¬ 
ing Sec., Mrs. M. G. Steiner, 351 Education Bldg., Harrisburg. 

Puerto Rtco: Examination. Santurce, Sept. 4, Sec., Mr. Luis Cucto Coll, 
Box 3717, Santurce. 

Rhode Island:* Examination. Providence, July 5-6. Administrator of Pro¬ 
fessional Regulation, Mr, Thomas B. Casey, 366 State Office Bldg., 
Providence. 

South Carolina: Examination. Columbia, June 25-27. Reciprocity. Colum¬ 
bia, April 2 and May 15. Sec., Dr. N. B. Heyward, 1329 Blnnding St„ 
Columbia. 

South Dakota: Rapid City, July 17-18. Sec., Dr. Clarence E. Sherwood, 
109 Center St., West, Madison. 

Tennessee:* Exnmlnalton. Memphis and Nashville, June 13-14, Sec., Dr. 
H. W. Qualls, 1635 Exchange Bldg., Memphis 3. 

Texas:* Examination. Austin, June 14-16. See., Dr. M. H. Crabb, 1714 
Medical Arts Bldg., Fort Worth 2. 

Utah: Salt Lake City, July 11-13. Asst. Dir., Mr. Frank E. Lccs, 324 Slate 
Capitol Bldg., Salt Lake City 1. 

Vermont: Examination. Burlington, June 13-15. Sec., Dr. F. J. Jntvliss, 
Rtchford, 

Virginia: Examination. Richmond, June 14-16. Sec., Dr. K. D. Graves 
631 First St., S.W., Roanoke. 

Virgin Islands: St. Thomas, June 12. Sec., Dr. Earle M. Rice, St. 
Thomas. 

Washington:* Seattle, July 16-18. Sec., Department ol Licenses, Mr. 
Edward C. Dohm, Olympia. 

West Virginia: Charleston, July 9-11. See., Dr. N. H. Dyer, Capitol 
Bldg., Charleston 5. 

Wisconsin:* Milwaukee, July 10-12. Sec., Dr. C. A. Datvson, River Falls. 

Wyoming: Examination. Cheyenne, June 4, Sec., Dr. Franklin D. Yoder, 
Capitol Bldg,, Cheyenne. 


BOARDS OF EXAMINERS JN THE BASIC SCIENCES 


Alaska: Juneau, August. Sec., Dr. C. Earl Albrecht, Box 1931, Juneau, 
Arizona: Examination. Tucson, June 19. Sec., Mr. Francis A. Roy, Room 
427, University of Arizona, Tucson. 

Colorado: Examination. Denver, June 6-7. Sec., Dr. Esther B. Starks, 
1459 Ogden St., Denver. 3. 

Connecticut: Examination. New Haven, June 9. Exec. Asst., Miss Mary 
G. Reynolds, State Board of Healing Arts, 110 Whitney Ave., New 
Haven. 


District op Columbia: Examination. Washington, Oct, 22-23. See., Dr. 
Daniel L. Seckinger, 4130 E. Municipal Bldg., Washington. 

Florid*; Examination. Gainesville, June 2. Sec., Mr. M. W. Emmcl 
University of Florida, Gainesville. 

Iowa: Examination. Des Moines, July 10. Sec., Dr. Ben H. Peterson, Coo 
College, Cedar Rapids. 

Minnesota: Examination. Minneapolis, June 5-6. See., Dr. Raymond N, 
Bieter, 105 Millard Hall, University of Minnesota, Minneapolis 14 

Nevada: Examination. Reno, July 3. Sec., Mr. Frank Robinson, University 
of Nevada, Reno. 

New Mexico: Examination. Santa Fc, June 17. Sec., Miss Marguerite Can¬ 
trell, Box 1522, Santa Fc. 

Oklahoma: Oklahoma City, Sept. J4. See., Dr. Frank C. Gallahcr, 813 
Bramff Bldg., Portland 4. 

Oregon: Examination. Portland, June 2, Sept. 8 and Dec. 1. See., Dr 
Charles D. Byrne, State Board of Higher Education, University of 
Oregon, Eugene. 


-~iMtHtiwi. vciiiuuiwu, June iD-10, OCC,, Dr. Grece M 

Evans, 310 E. 15th St„ Yankton. * 

Tennessee: Examination. Memphis, July 5-6. Sec., Dr. O. W Hvmim 
874 Union Ave., Memphis. ’ ’ 

TE ** a: Examination. Austin, October. Chief Clerk, Mr. Bi- H. Kirk, 306 
Nauc Bldg., Austin. 

Washington: Examination, Seattle, July IT-12 Sec 
Licenses, Mr. Edward C. Dohm, Olympia” ” Depar ‘ ment of 


•Basic Science Certificate required. 
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Jones, William Russell @ Richmond, Va.; born in Orange 
County, Va., Jan. 18, 1870; University of Virginia Department 
of Medicine, Charlottesville, 1892; professor of chemistry, 
toxicology, and medical jurisprudence from 1897 to 1906, lec¬ 
turer in clinical medicine and associate professor of medicine 
from 1906 to 1912 at his alma mater, where he had been a 
member of the board of directors and a trustee; at one time 
associated with the U. S. Public Health Service; member of the 
Richmond Academy of Medicine, Chesapeake and Ohio Asso¬ 
ciation of Railway Surgeons, and the Association of Military 
Surgeons of the United States; chief surgeon and major in the 
medical corps of the Virginia National Guard in 1926; formerly 
consulting medical officer of the U. S. War Risk and Veterans 
Bureau; served as visiting physician to the Virginia Hospital, 
as visiting physician to the Retreat for the Sick Hospital, where 
he had been chief of medical staff, and visiting physician and 
member of the associate staff of the hospital division of the 
Medical College of Virginia; surgeon, Chesapeake and Ohio 
Railway; medical advisor and chief surgeon to the Richmond, 
Fredericksburg and Potomac Railroad; author of “Abstract of 
Lectures on Chemistry,” 1899, and “A Text Book of Chemistry 
for Students and Practitioners of Medicine, Dentistry and Phar¬ 
macy,” 1905; died in a local hospital March 20, aged 81, of 
acute gastric hemorrhage. 

Chambers, William ® Vice Admiral, U. S. Navy, retired. La 
Jolla, Calif.; born in Philadelphia Aug. 25, 1884; Jefferson Medi¬ 
cal College of Philadelphia, 1907; commissioned a lieutenant 
(jg) in the medical corps of the U. S. Navy in 1908; served 
aboard the USS Maryland, Lexington, and Galveston, and with 
the Marine Corps, Atlantic Fleet Marine Expeditionary Forces, 
13th Marine Regiment, and the Marine Guard, Peking, China; 
in 1926 was designated a flight surgeon; in 1933-1934 was a 
member of the American Scientific Mission to Haiti; medical 
officer in command of the Naval Hospital, Canacao, P. I., 
from 1935 to 1938, Naval Medical School, Washington, D. C., 
from 1938 to 1940, Naval Hospital, San Diego, from 1940 to 
1942, and the National Naval Medical Center, Bethesda, Md., 
from 1944 to 1946; was district medical officer of the 14th 
Naval District then became inspector of the medical department 
activities of the Pacific area from 1942 to 1944; for his outstand¬ 
ing duties in this assignment received the Distinguished Service 
Medal; retired on Nov. 1, 1946; fellow of the American College 
of Surgeons; died in the U. S. Naval Hospital March 29, aged 
66, of cerebral hemorrhage. 

Sanderson, Edward Theodore, Alexandria, Minn.; born in 
Boone, Iowa, April 20, 1875; Bennett Medical College, Chicago, 
1905; member of the American Medical Association; formerly 
professor of anatomy at his alma mater, where he had been sec¬ 
retary and registrar; appointed to the first state advisory com¬ 
mission on tuberculosis in 1917; in 1922 was appointed to the 
state board of medical examiners and remained on the board 
until 1932; past president of the Lyon-Lincoln Counties Medical 
Society; awarded citations and medals from the Presidents of the 
United States for the examination of selectees in World Wars 
I and II; served as mayor and councilman of Alexandria and 
for many years member and president of the school board; on 
the staff of the Marshall (Minn.) Hospital; died March 16, aged 
75, of cerebral thrombosis. 

Hirsh, Maurice, Patton, Calif.; Friedrich-Wilhelms-Universi- 
tiit Medizinische Fakultat, Berlin, Prussia, Germany, 1913; 
formerly affiliated with Jewish Consumptive Relief Society 
Sanatorium, Denver; for many years chief resident physician and 
assistant medical director of Duarte'National Medical Center 
in Duarte; affiliated with Patton State Hospital; served on the 
staff of the Los Angeles Sanatorium in Duarte, where he died 
Feb. 27, aged 62, of bronchogenic carcinoma following left 
pneumonectomy. 


® Indicates Fellow of the American Medical Association. 


Abington, W. H. Beebe, Ark.; Memphis Hospital Medical Col¬ 
lege, 1896; state senator; also a druggist; died March 19, aged 80. 

Aithans, Carl ® St. Louis; Washington University School of 
Medicine, St. Louis, 1903; died April 1, aged 69, of myocardial 
infarction. 

Banach, Leon, Jersey City, N. J.; Chicago College of Medicine 
and Surgery, 1915; died in the B. S. Poliak Hospital for Chest 
Diseases March 14, aged 65, of coronary thrombosis. 

Benn, Ferdinand George ® La Mesa, Calif.; Minneapolis Col¬ 
lege of Physicians and Surgeons, 1903; member of the Minne¬ 
sota State Medical Association; an Associate Fellow of the 
American Medical Association; died March 12, aged 72. 

Blackwell, Samuel R., Gary, Ind.; Meharry Medical College, 
Nashville, Tenn., 1913; died in the Methodist Hospital March 4, 
aged 69, of pneumonia and myocardial failure. 

Burnett, James Robinet ® Caldwell, Kan.; Kansas Medical Col¬ 
lege, Medical Department of Washburn College, Topeka, 1912; 
on the staff of the Caldwell General Hospital; died Feb. 23, 
aged 70. 


Chandler, John Franklin, Oregon, Mo.; Kansas City Medical 
College, 1895; member of the American Medical Association; 
died in St. Joseph Feb. 19, aged 84, of bronchopneumonia. 

Clegg, Earl George, Sheridan, Wyo.; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1910; served on the staff of the Sheridan County 
Memorial Hospital, where he died March 31, aged 70, of cere¬ 
bral hemorrhage. 


Coffey, J. 0„ Queen City, Mo.; Missouri Medical College, St. 
Louis, 1885; for many years member of the school board; died 
March 25, aged 87. 


Conover, Earl, Evansville, Ind.; University of Louisville Medi¬ 
cal Department, 1905; served on the staffs of St. Mary’s Hos¬ 
pital and the Deaconess Hospital, where he died March 25, 
aged 72, of cardiovascular renal disease. 


Dainty, George Wood ® Monument Beach, Mass.; Tufts Col¬ 
lege Medical School, Boston, 1907; for many years chairman 
of the school committee in Bourne; on the consulting staff and a 
director of the Barnstable County Sanatorium in Bourne; on 
the consulting staffs of the Cape Cod Hospital in Hyannis and 
Tobey Hospital in Wareham; died March 24, aged 66, of chronic 
nephritis, uremia and rheumatoid arthritis. 

Dougherty, Lewis Edwin, Canton, Ohio; Ohio State University 
College of Medicine, Columbus, 1924; member of the American 
Medical Association; died Feb. 20, aged 54, of acute myocardial 
infarction. 


owling, Joseph Ivimey, Albany, N. Y.; born .in Woodside, 
J. Dec. 22, 1872; New York Homeopathic Medical College, 
ew Vork 1895; member of the American Medical Association 
id the American Academy of Ophthalmology and Otolaryn- 
ilocv fellow of the American College of Surgeons; specialist 
rtified by the American Board of Ophthalmology; medical 
:alth inspector for the health department of New York City 
om 1896 to 1898; served on the staff of the Memorial Hos- 
tal; died March 22, aged 78, of arteriosclerotic heart disease. 

uharnel, Oliver Gilbert, Marlboro, Mass.; School of Medi¬ 
ae and Surgery of Montreal, Canada, 1894; for many years 
ty physician; on the staff of the Marlboro Hospital; died 
a rc h 28, aged 81, of cerebral hemorrhage, 
ulaney, Henry Kennedy, Aberdeen, Md.; Atlantic Medical Col- 
ge, Baltimore, 1910; member of the American Medical Asso- 
ation; died Feb. 10, aged 69. 

yas Thomas C„ New York; University and Bellevue Hospital 
edi'cal College New York, 1911; died in the Roosevelt Hos- 
tal March 11,’ aged 77, arteriosclerotic heart disease with 
irtic stenosis. 
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Englander, Simon « Cleveland; Western Reserve University 
Medical Department, Cleveland, 1901; served on the staffs of 
the Lakeside and St. Vincent Charity hospitals; died March 5, 
aged 71, of coronary thrombosis. 

Enochs, Robert Jones, Hayden, Colo.; Medical Department of 
Tulane University of Louisiana, New Orleans, 1909; member of 
the American Medical Association; for many years associated 
with the Indian Service; resident physician at the Montana 
State Tuberculosis Sanitarium in Deer Lodge; died in the French 
Hospital, San Francisco, March 15, aged 68, of cerebrovascular 
accident. 

Face, Edward Gill Jr. @ Richmond, Va.; University of Vir¬ 
ginia Department of Medicine, Charlottesville, 1941; interned 
at the University of Virginia Hospital in Charlottesville; served 
during World War H; died March 6, aged 34. 

Fairbanks, Clark Vernon, Dansville, N. Y.; University of Buf¬ 
falo School of Medicine, 1896; served during World War I; 
died March 23, aged 78, of cerebral hemorrhage. 

Farmer, Robert Allen, Grapeland, Texas; University of Texas 
School of Medicine, Galveston, 1910; died in Crockett recently, 
aged 68, of injuries received in an automobile accident. 

Fellows, Frederick Brown, Wheaton, III.; Chicago College of 
Medicine and Surgery, 1914; member of the American Medical 
Association; medical examiner in World War I; died in the 
Elmhurst Memorial Hospital March 4, aged 85, of ulcer of the 
duodenum and hiatus hernia. 

Flamm, Louis Francis, Muskogee, Okla.; Maryland Medical 
College, Baltimore, 1902; also a dentist; died in Temple, Texas, 
Feb. 22, aged 86, of carcinoma of the intestine. 

Friis-Holm, Gudrun, Long Beach, Calif.; New York Medical 
College and Hospital for Women, Homeopathic, 1904; died in 
the Los Angeles County General Hospital Ian. 15, aged 83, of 
hemorrhage and carcinoma of the bladder. 

Fudcma, John Joseph, Chicago; Bennett Medical College, Chi¬ 
cago, 1914; died March 22, aged 63, of coronary thrombosis and 
hypertension. 

Fuller, Frederick Henry, Walpole, Mass.; Harvard Medical 
School, Boston, 1894; member of the American Medical As¬ 
sociation; served as school physician and health officer; died 
March 9, aged '80, of arteriosclerosis and pneumonia. 

Garvin, Luke Denis ® Bradford, Pa.; Northwestern University 
Medical School, Chicago, 1934; served during World War II; 
affiliated with Bradford Hospital; found in the Allegheny 
River in Salamanca, N. Y., March 18, aged 48. 

Gilfillan, George William ffi Bloomfield, Iowa; State University 
of Iowa College of Medicine, Iowa City, 1924; served during 
World War II; on the staff of St. Joseph Hospital in Ottumwa, 
where he died March 28, aged 51, of periarteritis nodosa. 

Goldwatcr, Abraham Lincoln ® New York; Bellevue Hospital 
Medical College, New York, 1897; died March 23, aged 79, of 
cerebral thrombosis. 


Grace, John Franklin, Excelsior Springs, Mo.; Medico-Churur- 
gical College of Kansas City, 1903; member of the American 
Medical Association; served during World War I; member of the 
city board of health; served on the city council and school board; 
on the staff of the Excelsior Springs Sanitarium and Hospital; 
died m the Veterans Administration Hospital, Wadsworth, 
March 3, aged 72, of carcinoma of the stomach. 


Grccnlcaf, Clarence Albert, Olean, N. Y.; Columbia Univcr 
Loilcge of Physicians and Surgeons, New York,. 1896; ms 
ber of the American Medical Association; past president of 
New York State Association of School Physicians; medical 
rector of the school system and director of the countv sch 
hygiene service; served during World War I; died in 
Memorial Hospital, New York, March 4, aged 78.. 

Gronoway Terrence Ponderley « Macon, Mo.; Washing 

of Mcdicine - St, Louis, 1910; died March 
aged 63, of coronary thrombosis. 


Hanson, Kenneth Boccarde © Cincinnati; University and Belle¬ 
vue Hospital Medical College, New York, 1930; member of the 
American Association of Industrial Physicians and Surgeons; 
fellow of the American College of Surgeons; served during 
World War II; affiliated with St. Francis, Good Samaritan, Our 
Lady of Mercy, and St. Mary’s hospitals; died in Rome, Italy, 
March 22, aged 45, of cerebral hemorrhage. 

Hartin, David, Spokane, Wash.; McGill University Faculty of 
Medicine, Montreal, Canada, 1914; member of the American 
Medical Association and the Pacific Coast Oto-Ophthalmological 
Society; served overseas with the Canadian Army during World 
War I; died March 9, aged 59, of coronary occlusion. 

Hastings, Seman .Wood ® Monterey, Calif.; University of 
Southern California School of Medicine, Los Angeles, 1908; 
died recently, aged 73, of heart disease. 

Haurj't Richard Samuel, Newton, Kan.; Northwestern Uni¬ 
versity Medical School, Chicago, 1902; fellow of the American 
Coliege of Surgeons; served as a member of the state board of 
health; for many years a director of the Midland National 
Bank;- affiliated with Bethel Deaconess Hospital, where he 
died March 16, aged 78, of hypertension, arteriosclerosis, and 
cerebral hemorrhage. 

Hay, Gilbert W., Parsons, Kan.; Chicago College of Medicine 
and Surgery, 1913; member of the American Medical Associa¬ 
tion; served on the staff of the Mercy Hospital, where he died 
March 3, aged 74, of cerebral hemorrhage. 

Helbing, Arlington, San Angelo, Texas; American Medical Col¬ 
lege, St. Louis, 1905; member of the American Medical Asso¬ 
ciation; local surgeon for the Santa Fe Railroad; affiliated with 
Shannon, West Texas Memorial, and St. John’s hospitals; died 
Jan. 24, aged 68, of acute coronary occlusion. 

Hibbard, Samuel M., Sabetha, Kan.; Ensworth Medical Col¬ 
lege, St. Joseph, Mo., 1907; member of the American Medical 
Association; veteran of World War I; later a lieutenant colonel 
in the medical reserve corps (not on active duty); served as 
mayor; on the staff of St. Anthony Murdock Memorial Hos¬ 
pital; died in Veterans Administration Hospital, Topeka, March 
7, aged 65, of coronary thrombosis. 

Holding, Solomon Pace, Wake Forest, N. C.; Bellevue Hospi¬ 
tal Medical College, New York, 1897; at one time mayor of 
Wake Forest; died March 3, aged 79, of coronary thrombosis. 

Holloman, Thomas Bascom, Itta Bena, Miss.; Memphis Hos¬ 
pital Medical College, 1898; member of the American Medical 
Association; died March 28, aged 76. 

Houston, Albert Joshua, Beverly Hills, Calif.; Cooper Medical 
College, San Francisco, 1898; member of the American Medi¬ 
cal Association; clinical professor of otology, rhinology, and 
laryngology emeritus at the University of California Medical 
School, San Francisco; died March 28, aged 77. 

Howard, John Edgar, Haddonfield, N. }.; Jefferson Medical Col¬ 
lege of Philadelphia, 1901; member of the American Medical 
Association; died in the Cooper Hospital, Camden, March 8, 
aged 75, of coronary thrombosis. 

Howe, Warren D,, Dorset, Vt.; Chicago Homeopathic Medical 
College, 1895; died in Daytona Beach, Fla., in March, aged 83, 
of cerebral thrombosis. 

Hoyt, Charles Wentworth © Hingham, Mass.; Harvard Medical 
School, Boston, 1905; died Feb. 7, aged 71. 

Hummel, Leonard Malcolm © Baltimore; University of Mary¬ 
land School of Medicine and College of Physicians and Sur¬ 
geons, Baltimore, 1934; died Feb. 7, aged 41. 

Jacobs, Jay, San Francisco; Cooper Medical College, San 
Francisco, 1911; member of the American Medical Association; 
served during World War I; died in the Veterans Administration 
Hospital March 18, aged 62, of hypertensive encephalopathy, 

Jajct, Albert Charles A., Santa Cruz, Calif.; University of Ver¬ 
mont College of Medicine, Burlington, 1889; past president of 
the Santa Clara County Medical Society; formerly practiced 
in San Jose, where he was city councilman; died March 11 
need 87 > 
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Johnson, Burke Lamartine, Kenton, Ohio; Cleveland Medical 
College, Homeopathic, 1896; honorary president and for many 
years direector and president of the Kenton National Bank; died 
March 24, aged 77. 

Knox, Charles Albert ® Ridgefield Park, N. J.; Baltimore Medi¬ 
cal College, 1904; died in the Hackensack (N. J.) Hospital March 
9, aged 72, of coronary thrombosis. 

Knudson, Theodore James, Springfield, III.; Northwestern Uni¬ 
versity Medical School, Chicago, 1895; died April 14, aged 82. 

Lartigau, August Jerome ® Ojai, Calif.; University of Califor¬ 
nia Medical School, San Francisco, 1896; fellow of the Ameri¬ 
can College of Surgeons; an Associate Fellow of the American 
Medical Association; formerly on the staff of Children’s Hos¬ 
pital in San Francisco; died in St. Francis Hospital, Santa Bar¬ 
bara, March 14, aged 76, of pneumonitis and arteriosclerotic 
heart disease. 

Matteson, Herman Howard, Los Angeles (licensed in Wisconsin 
in 1900); surgeon of exploring parties in Central America, ship’s 
surgeon, and surgeon at a federal penitentiary; died March 18, 
aged 76, of ruptured esophageal varix. 

Mendenhall, William E. ® Indianapolis; State College of Physi¬ 
cians and Surgeons, Indianapolis, 1907; died Feb. 20, aged 80, 
of coronary embolism. 

Morrill, Leonard Brown ® Center Harbor, N. H.; University 
of Vermont College of Medicine, Burlington, 1888; died March 
17, aged 85, of chronic myocarditis. 

Page, Willifred, Ellis, Kan.; Kansas Medical College, Medical 
Department of Washburn College, Topeka, 1907; served during 
World War I; died in Veterans Administration Center, Wichita, 
recently, aged 73, of arteriosclerotic heart disease. 

Palisch, Gottliilf A., Agency, Mo.; Homeopathic Medical Col¬ 
lege of Missouri, St. Louis, 1896; died in Cape Girardeau March 
15, aged 75, of acute coronary thrombosis and chronic myo¬ 
carditis. 

Plimpton, Robert Pearson, Denison, Iowa; Chicago Homeo¬ 
pathic Medical College, 1900; died in Riverside Hospital, Jack¬ 
sonville, Fla., March 10, aged 79, of congestive heart failure 
and rheumatic fever. 

Puckett, Charles Logan, St. Louis; St. Louis College of Physi¬ 
cians and Surgeons, 1904; member of the American Medical 
Association; died March 30, aged 72, of heart disease. 

Rath, Otto A., Philadelphia; University of Pennsylvania De¬ 
partment of Medicine, Philadelphia, 1886; for many years asso¬ 
ciated with the Memorial Hospital, where he died March 9, 
aged 86. 

Riker, John Lawrence, Rumson, N. J.; Columbia University Col¬ 
lege of Physicians and Surgeons, New York, 1930; served during 
World War II; died in Fair Oaks Sanatorium in Summit, Feb. 
26, aged 46, of coronary thrombosis. 

Rosier, John Bruner, Clarksburg, W. Va.; Jefferson Medical 
College of Philadelphia, 1900; died March 29, aged 78, of 
chronic endocarditis. 

St. Clair, Frank Peter, Salt Lake City; John A. Creighton Medi¬ 
cal College, Omaha, 1895; veteran of the Spanish-American 
War; died March 23, aged 78, of coronary occlusion. 

Sargent, Susan Barbara Tallmon, Berkeley, Calif.; Northwestern 
University Woman’s Medical School, Chicago, 1902; died Feb. 
21, aged 78. 

Scherer, Carl Ahrendt © Marysville, Calif.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1907; health officer of the Sutter-Yuba Bi County Health Unit; 
formerly health officer of St. Louis County, Minn., and director 
of rural health unit No. 4 of the Minnesota State Board of 
Health; died Feb. 12, aged 69, of common duct obstruction. 

Scruggs, Elroy, Paris, Tenn.; Vanderbilt University School of 
Medicine, Nashville, 1913; member of the American Medical 
Association; chairman of the board of directors of the Federal 
Savings and Loan Association; died March 17, aged 71, of 
coronary occlusion. 


Sisk, Clarence Frank © Zanesville, Ohio; Ohio State University 
College of Medicine, Columbus, 1926; past vice president and 
president of the Muskingum County Academy of Medicine- 
president of the county board of health; died Feb. 22, aged 50. 

Smith, Edward Needham © Oklahoma City; born in Creston 
Wash., Oct. 18, 1902; University of Pennsylvania School of 
Medicine, Philadelphia, 1927; clinical professor of obstetrics at 
the University of Oklahoma School of Medicine; specialist cer¬ 
tified by the American Board of Obstetrics and Gynecology; 
member of the Central Association of Obstetricians and Gyne¬ 
cologists; obstetric consultant, Oklahoma State Department of 
Health; affiliated with Wesley, Mercy and University hospitals; 
died Feb. 26, aged 48, of coronary disease. 

Smith, Wallace P., Waupun, Wis.; Northwestern University 
Medical School, Chicago, 1893; died in Beaver Dam recently, 
aged 82, of diabetes mellitus and arteriosclerosis. 

Spencer, Clay, St. Joseph, Mo.; St. Louis University School of 
Medicine, 1903; died in the State Hospital No. 2 Feb. 19, aged 
71, of cerebral hemorrhage. 

Syfert, Alva Clyde, Arkansas City, Kan.; University of Kansas 
School of Medicine, Kansas City, 1915; died Feb. 15, aged 64, 
of chronic lymphatic leukemia, 

Tetrick, Paul Wyckoff, Mason, Ohio; Medical College of Ohio, 
Cincinnati, 1904; member of the American Medical Association; 
on the courtesy staff of the Fort Hamilton Hospital and Mercy 
Hospital in Hamilton, where he died March 11, aged 70, of cho¬ 
lelithiasis and myocarditis. 

Tindall, Herbert Frederick, Pasadena, Calif.; College of Medical 
Evangelists, Loma Linda and Los Angeles, 1924; certified by 
the National Board of Medical Examiners; died March 27, aged 
52, of bronchopneumonia and generalized lymphosarcoma. 

Tyson, Robert Stafford, Frederick, Md.; Hahnemann Medical 
College and Hospital of Philadelphia, 1902; member of the 
American Medical Association; on the staff of the Frederick 
Memorial Hospital; died in the University Hospital, Baltimore, 
March 23, aged 73, of pneumonia. 

Wade, Charles Ernest, Santa Maria, Calif.; University of Oregon 
Medical School, Portland, 1897; died in Santa Barbara March 5, 
aged 81, of heart disease. 

Walsh, Ford Cooper, Kansas City, Mo.; State University of 
Iowa College of Medicine, Iowa City, 1894; served during World 
War I; died in the Veterans Administration Center, Leaven¬ 
worth, Kan., March 29, aged 78, of carcinoma of the prostate. 

Wendt, Charles Isaac, Pittsburgh; Hahnemann Medical College 
and Hospital of Philadelphia, 1895; served during World War I; 
on the staff of the Shadyside Hospital; died March 5, aged 79, 
of arteriosclerotic heart disease. 


Wiencke, Edward John © Schenectady, N. Y.; Albany (N. Y.) 
Medical College, 1896; member of the American Trudeau So¬ 
ciety; past president of the Schenectady County Medical Society; 
formerly tuberculosis clinician in the health department; served 
during World War I; past president and member of the board of 
Glenridge Sanatorium; honorary staff member of the Ellis and 
St. Clare’s hospitals; died March 4, aged 76, of lobar pneumonia. 


Wood, Howard J., Rockville Centre, N. Y.; Albany Medical Col¬ 
lege, 1885; died March 31, aged 89, of arteriosclerosis and 
uremia. 

Yarbrough, Henry L., Tunica, Miss.; Memphis (Tenn.) Hospital 
Medical College, 1894; died Jan. 7, aged 86. 


'oung, Edmond Brooks, Vardaman, Miss.; University of Nash- 
ille (Tenn.) Medical Department, 1906; member of the Ameri- 
an Medical'Association; died in the Houston (Miss.) Hospital 
larch 13, aged 68, of heart disease. 

:„ gg , Clarence Logan, Arkansas City, Kan4 College of Physi- 
ians and Surgeons, Medical Department of the Kansas City Um- 
ersitv 1902 ;.University of Kansas School of Medicine, Kansas 
'itv 1912- member of the American Medical Association; on 
he staffs of St. Margaret’s and Bethany hospitals m Kansas City; 
led in the Memorial Hospital, Arkansas City, March 9, aged 
6, of myocardial infarction. 
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SELECTIVE SERVICE SYSTEM 
OPERATIONS BULLETIN NO. 30 
ISSUED: APRIL 9, 1951 
AS AMENDED: MAY 16, 1951 

SUBJECT: Special Registrants Completing Internships or Resi¬ 
dencies in June 1951 

1. A doctor of medicine or dentistry can perform his service 
in the armed forces with the least inconvenience to himself and 
with the least dislocation of medical programs in communities 
and hospitals immediately following the end of his period of 
internship or residency. Most internships and residencies are 
terminated on or about the 30th of June of each year. 

2. It is the policy of the Department of Defense not to call 
to active duty an officer of the Medical Corps Reserve, except 
in the case of a bona fide volunteer, unless the Medical Advisory 
Committee concerned certifies that he is currently available for 
military service. Therefore, the Office of the Surgeon General 
of the Army has informed this Headquarters that the Army is 
declining to offer commissions to special registrants unless the 
registrant has been classified in Class I-A or Class I-A-O and 
the State Director of Selective Service verifies the fact that the 
registrant’s file contains information submitted by the Medical 
Advisory Committee concerned indicating that the registrant is 
considered to be currently available for military service. 

3. After a special registrant applies for a commission some 
time is required to complete his processing. Normally, orders 
placing reserve officers on active duty must be obtained at least 
thirty (30) days prior to the date of entry upon active duty. In 
order that a special registrant who desires to enter military 
service immediately after completion of his internship or resi¬ 
dency training may be in a position to do so without loss of time 
while awaiting the completion of his processing for a commis¬ 
sion and receipt of orders to active duty, local boards are re¬ 
quested to take the following actions: 

(a) Those special registrant physicians in the first priority 
now serving internships or residencies in hospitals who are in 
Class I-A or Class I-A-0 should be advised by the local boards 
to apply for a commission at the earliest possible date unless 
they have already done so by answering Item 30 of DD Form 
No. 390 in the affirmative. 

(b) Each special registrant physician in the first priority who 
is now deferred to complete his internship or residency and 
whose file contains information submitted by the Medical Ad¬ 
visory Committee concerned recommending that the registrant 
be considered available for military service on or about June 
30, 1951, and who the local board expects to reclassify in Class 
1-A or Class I-A-0 should be promptly so reclassified. If the 
registrant has not been physically examined and found accept¬ 
able within the previous 180 days, the local board shall forward 
him to the armed forces joint examining and induction station 
for physical examination and determination of acceptability. 
As soon as the registrant has been reclassified, the local board 
should advise the Commanding General of the appropriate Con¬ 
tinental Army through the State Director of Selective Service 
that the registrant is in Class I-A or Class I-A-0 and that his 
file contains the recommendation of the Medical Advisory Com¬ 
mittee that he be considered available for service. 

(c) Those special registrant physicians in the first priority who 
have answered Item 30 of DD Form No. 390 in the negative 
and who have been examined and found acceptable and those 
registrants who were offered commissions and declined them 
should each now be offered an opportunity to apply for a com¬ 
mission by signing the following application addressed to the 
Commanding General of the appropriate Continental Army: 

I do hereby now apply for a commission in the 
Medical Corps Reserve of one of the Armed Forces 
of the United States.” 


This statement should be signed by the registrant in the pres¬ 
ence of a witness and should be delivered to his local board. 
If the registrant has answered Item 30 of DD Form No. 390 
in the negative, the local board should attach to the application 
for commission Standard Form 89, the original and one copy 
of Standard Form 88, and the original and one copy of DD 
Form No. 390 pertaining to the subject registrant. All of these 
documents should be forwarded to the Commanding General of 
the appropriate Continental Army through the State Director 
of Selective Service. If the registrant was offered a commission 
and declined it, the application for commission without other 
papers, should be forwarded to the appropriate Commanding 
General through the State Director. 

(d) Each special registrant physician in the first priority classi¬ 
fied as available for service who applies for a reserve commis¬ 
sion and who either has not been physically examined or was 
so examined more than 180 days previous to such application 
should, without delay, be forwarded for physical examination 
in accordance with the provisions of Part 1650 of the Selective 
Service Regulations. 


ARMY 

The Order of the Boar.—The 24th annual dinner of the parent 
chapter of the Order of the Boar will be held June 9 at the 
Medical Field Service School, Brooke Army Medical Center, 
Fort Sam Houston, Texas. The Order of the Boar originated 
in 1928 at the Medical Field Sendee School when it was at 
Carlisle Barracks, Pa., and now has about 2,500 members. 
Active branches of the organization are located also at Walter 
Reed Army Hospital, Washington, D. C., Camp McCoy, Wis., 
and Chicago, III. Membership in the Order is limited to officers 
of the armed services, both regular and reserve, who are 
interested in preventive medicine. 

Outbreak of Gastro-Enteritis.—The Division of Preventive 
Medicine, Office of the Surgeon General, reports that in an out¬ 
break of acute gastro-enteritis at Fort Meade, Md., on May 17, 
a total of 389 men were sick enough to report to the dispensary, 
and 10 are known to have become ill on a bus after leaving the 
post. Of these men, 102 were hospitalized. Epidemiological 
evidence indicates that the vehicle of infection was corned beef 
hash. The incubation period varied from one to six hours, A 
Staphylococcus was isolated from vomitus, but this organism 
has not yet been incriminated as a toxin producer. None of the 
hash was available for laboratory examination. 

Awards and Commendations.—The Silver Star was recently 
awarded to Capt. Robert T. lensen, Minneapolis. The citation 
reads in part as follows: 

"Capt. Robert T. Jensen, Medical Corps, Seventh Infantry, 
Third Infantry Division, United States Army. During the night 
of Nov. 28-29, 1950, near Sackangni, Korea, a battalion of the 
Seventh Infantry was under strong attack from an estimated 
two enemy regiments. Captain Jensen, battalion surgeon, heed¬ 
less of his own safety, continued medical attention to the 
wounded although enemy artillery', mortar, and small arms fire 
necessitated placing his aid station and most of its personnel 
underground. In the morning he called for helicopter evacua¬ 
tion of a wounded man. The enemy directed concentration of 
fire on the helicopter, but Captain Jensen unhesitatingly accom¬ 
panied the patient across open ground and supervised loading 
the wounded man into the helicopter. Captain Jensen’s gallantry 
and devotion to duty reflect great credit on himself and the 
military service.” 

Captain Jensen graduated from the University of Minnesota 
School of Medicine in 1948. 
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Gastroduodenal Ulcer and Work. —Professors Torraca, Pal¬ 
mier! and Rodino reported on “Gastroduodenal Ulcer and 
Work.” Professor Torraca pointed out that duodenal ulcer 
occurs more frequently than gastric ulcer and there is a higher 
incidence of the disease among men than among women. In 
addition to the patient’s occupation, mental and physical fatigue, 
irregular meals, and nutritional deficiency must be taken into 
consideration. Surgical treatment may consist in pyloroduo- 
denoantral resection, in some palliative operations when resec¬ 
tion cannot be performed, or in resection of the gastric fundus 
according to Connell, devascularization of the stomach accord¬ 
ing to Hey, and bilateral vagotomy. Torraca obtained excellent 
results with gastric resection in 506 cases of gastric and duo¬ 
denal ulcers and in 42 cases of anastomotic ulcer. 

Professor Rodino discussed the late results of operations for 
gastroduodenal ulcer. In a follow-up of patients in whom gastro¬ 
jejunostomy was performed at the surgical clinic of the Uni¬ 
versity of Naples, he observed 43% complete recoveries, while 
in 57% of the cases various disturbances were still present. 
A control examination made more recently showed that cases 
of complete recovery have increased to 66%. The late results 
obtained with gastric resection are generally excellent, with com¬ 
pletely favorable outcome in 75% of the cases and good results 
in 22%. There has been complete return to normal of the work¬ 
ing capacity in 88% of the cases and partial return in 12% of 
the patients who underwent gastrojejunostomy, while in the 
cases in which resection was performed, there was complete 
recovery in 91.75% and partial recovery in 8.25%. There yvas 
complete recovery in 58% of the patients doing heavy manual 
work, while complete recovery occurred in 78% of patients 
performing lighter work. 

Professor Palmieri discussed the relation between gastro¬ 
duodenal ulcer and work. When gastroduodenal ulcer is con¬ 
sidered as an accident occurring during work, it is necessary to 
keep in mind the topographic and chronologic, criteria, the 
qualitative and quantitative efficiency of the moment in which 
it is presumed that the accident occurred, and the clinical his¬ 
tory of the patient. The diagnosis should be definite; differenti¬ 
ating ulcer caused by superficial laceration of the mucosa from 
hemorrhagic gastritis. The evaluation of the injury caused by 
the accident varies according to the general condition, the type 
of work, the operability, and the complications. Whether gastro¬ 
duodenal ulcer may be considered as a professional disease, 
caused by lead or mercury poisoning, is a subject of controversy. 

In some cases, the ulcer is considered as an occupational dis¬ 
ease, especially when it is due to prolonged standing, to excite¬ 
ment or to inadequate diet. Statistical data are controversial, 
however. With respect to the criteria of injury entitling the vic¬ 
tim to disability pension, it is necessary that existing symptoms, 
the general condition, the kind of work, and the operability be 
evaluated. 

Deficient Diet_Nutritional deficiency was discussed by Pro¬ 

fessors Sotgiu and Panzini. Professor Sotgiu stressed the physio¬ 
logical concepts for appraisal of minimal and excellent nutrition; 
he divided the deficiencies according to etiogenetic factors, such 
as poverty and gastrointestinal disturbances, according to etiol¬ 
ogy in its true sense, i. e., total or partial deficiency of proteins, 
fats or vita'mins, and according to the clinical aspects. 

Deficiencies in workers may or may not be related to their 
work. A generic syndrome of malnutrition or special syndromes 
that comprise essentially the deficiencies of vitamins and 
minerals may exist. The generic syndrome prevails in workers. 

Professor Panzini discussed the importance of nutritional de¬ 
ficiency, stressing especially the stage in which the undernour¬ 
ished subject, although not having acquired yet a definite 
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disease, is no longer in good health. Besides emaciation and 
muscular changes, a nervous factor may exist, with increased 
chronaxia and mental changes. Edema and osteopathy arc fre¬ 
quent; the skin and the endocrine glands manifest changes; a 
hypoglycemic syndrome is frequent. Company-paid lunches may 
aid in the prevention of nutritional deficiency through qualita¬ 
tive and quantitative caloric intake. 

Pathology of the Choledochus and of the Ampulla of Vater.— 
At the medical academy Filippo Pacini of Pistoja, Professor Sa- 
lotti of the University of Siena presented a report on a biliary 
syndrome due to pathologic changes in the choledochus and 
the ampulla of Vater, approaching this subject from the roent¬ 
genologic point of view. Recent preoperative and postoperative 
cholangiographic observations have revealed pathologic pic¬ 
tures which explain certain biliary syndromes and prompt the 
consideration of the importance of the area of the ampulla of 
Vater as a clinical anatomic complex. 

Anatomically the region comprises the duodenal papilla, the 
transversal and longitudinal folds and the ampulla of Vater, the 
antrums of the bile duct and of the pancreatic duct. It also com¬ 
prises a small opening through which the common bile duct 
reaches the papilla running obliquely and with a reduced caliber 
within the duodenal wall, where muscular bands form the 
sphincter of the choledochus, while another group of muscu¬ 
lar bands surrounds the choledochus and the pancreatic duct, 
constituting what is properly called the sphincter of Oddi. The 
sphincter of Balli has a function antagonistic to that of the 
sphincter of Oddi, namely, that of opening the papillary orifice. 
Sometimes anatomic and anatomicoroentgenologic changes of 
the area take place, which concern the varied structures of the 
papilla and the various ways the bile ducts empty. 

Recently Rocchi, Professor Salotti’s pupil, demonstrated on 
the duodenum of cadavers the difficulty of obtaining the pic¬ 
ture of the ampulla of Vater and the duodenal papilla as may 
be observed in living persons. This has led to the conclusion 
that, in the determination of certain pictures, the functional 
component occasionally assumes even greater importance than 
the anatomic one. Choledochograpbies with rapid serialograms 
show the various functional phases of the antrum of the cho¬ 
ledochus, the spincter of Oddi, and of the duodenum in full 
synergy. 


Work and Diabetes.—This subject was presented by Professors 
Vesce, Di Prisco and Pisani. Professor Vesce discussed the 
etiopathogenesis of diabetes in relation to work, pointing out 
that in the development of diabetes, the factor of work should 
be considered not only as an exclusive expression of muscular 
and cerebral activity but also as a summation of physiological, 
mental and hygienic factors linked with the worker’s task. The 
environment and the working materials are also of importance. 
Professor Vesce believes that work increases the blood sugar 
[eve! in severe diabetes, but not all authors share this opinion. 
Carbohydrate diet is of great importance. Insulin in general 
increases the hypoglycemia already induced by work in patients 
with mild diabetes. 

Professor Di Prisco discussed employment of diabetic pa- 
dents The diabetic ' patient may become incapacitated by 
-linical complications, which are more frequent in certain pro¬ 
fessions i. e., ocular complications in patients engaged in 
visual work; vascular complications in businessmen shoemakers, 
md farmers; cutaneous sequelae in waiters, brick layers, and 
Farmers, and nervous complications m railroad cmployees a id 
soldsmiths. It is necessary that workers be examined for diabetes 
h order that adequate treatment may be instituted early. 

Professor Pisani spoke of the relations between diabetes and 
;rauma, pointing out that, while traumatic diabetes is rare hype - 
riycemia and glycosuria may be observed after trauma of what¬ 
ever kind and site. The speaker affirmed ‘hatmordertodefinc 
he occasional relation between diabetes and trauma, one must 
lemonstrate that the diabetic syndrome did not exist before the 
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trauma occurred; one must be aware of the lesions derived 
from trauma which may have involved the glycoregulatory sys¬ 
tem and must ascertain whether it is real diabetes or extra- 
insnlar simple glycosuria and hyperglycemia. 

Congress on Occupational Medicine.—The 16th national Con- 
cress on Occupational Medicine was held in Naples under the 
chairmanship of Professor Castellino. Before the congress 
started Professor Grasso-Biondi lectured on Distant Effects 
in Occupational Pathology,” dealing especially with effects of 
trauma He discussed the cases in which the discontinuity be¬ 
tween the primary and the secondary focus of the lesions is only 
an apparent one, and how the connection occurs through the 
vessels, by means of either the blood elements or the central 
nervous system. 


SWITZERLAND 


Swiss Antituberculosis Association—Progress in the treatment 
of pulmonary tuberculosis has been so important, in recent years, 
that the Swiss Antituberculosis Association chose as the main 
subject of its 1951 meeting (31st scientific meeting, Berne, 
April 13-14), a program aimed to make clear what has improved 
the treatment of this disease. One of the most interesting subjects 
was the treatment of the tuberculous cavity of the lung by the 
method of Dr. G. Maurer (Davos). In his lecture. Dr. Maurer 
projected a film to show the delicate details of the nonsurgi- 
cal speleotomy and better to acquaint the group with a 
method that aroused great enthusiasm as well as criticism. An 
animated discussion followed this lecture. It seems that the non- 
surgical speleotomy is an interesting way of curing the tubercu¬ 
lous cavity, but it has very timitated indications. The difficult 
technique of this method and the minutiae of a treatment which 
must last for several months are obstacles to the general use of 
nonsurgical speleotomy. It seems, also, that in most cases a thora¬ 
coplasty must eventually be performed to maintain good results. 
G. Maurer himself, as well as Prof. J. Hein (who represented the 
German Society of Tuberculosis), Dr. Good, Dr. de Ridder 
(Bruxelles), and Prof. W. Catel (Mammolshohe) believe, how¬ 
ever, that the method can be used on a wider scale and often 
without complementary thoracoplasty. On the other hand, Drs. 
Arnold (Leysin), Rubin (Davos), Tanner (Arosa), Gruninger 
(Lucerne) and Mordasini (Berne) think that nonsurgical spele¬ 
otomy can be used only in exceptional cases and that its results 
are rather uncertain. Mordasini prefers even the endocavitary 
drying up according to Monaldi,- which permits easier closing 
of the bronchus. This is also the opinion of Prof. Omodei Zorini, 
head of the Forlanini Institute of Rome. The main objection to 
Dr. Maurer's method is that the closing of the bronchus is 
rarely attained, despite all the techniques used, and the healing 
of a cavity of the lung is secured only when the bronchus is 
really closed. 

The meeting of Saturday, April 14, was devoted to different 
communications. Drs. Wissler and Widmer (Davos) talked on 
the prognosis of pulmonary tuberculosis with cavities in children 
at puberty. The mortality rate, in open pulmonary tuberculosis, 
at this age, is no higher than in adults, contrary to general 
opinion. In the realm of therapeutics, Drs. Staubli and Regii 
(Montana) stated that paraaminosalicylic acid, given intrave- 
nously, drop by drop, can, in high dosage, have an action like 
that of streptomycin. This meeting was honored by the presence 
of Professor di Paola, from Rome, who had the same day dem¬ 
onstrated his technique of thoracoplasty in the Inselspital of 
Berne. 


i r °[' lIcnri Sigcrist.—Henry E. Sigerist, celebrated his 60t: 
birthday on April 7, 1951. As professor and head of the Institut 
o the History of Medicine of the famous Johns Hopkins Uni 
versity, he taught this branch to several generations of students 
ro . Sigerist is the author of numerous publications; In Zurich 
tie tounded, in conjunction with G. A. Wehrli, the Ziircher medi 
‘Mgcscluchtltche Abhandhmgen; in Baltimore, he started th 
u eiin of the Huron' of Medicine, A few years ago, Professo 
aigenst left Baltimore for the idyllic village of Ptrra (Ticino’ 
where he pursues, m his library of over 10,000 volumes, th 
vritrng of hn “History of Medicine," which will be publishe 
in eight volumes, the first of which has just been published. 


TURKEY 

Vaccinal Encephalomyelitis—Ord. Prof. Ihsan Hilmi Alantar 
of Istanbul University children’s department and his associate. 
Dr. Metine Bilger, reported an increase in postvaccinal encephal¬ 
omyelitis. There were nine cases within three months; two 
occurred after mumps, three after influenza, two after measles, 
one after whooping cough and one after smallpox vaccination; 
two patients died. Four patients were 6, 12, 14 and 17 months 
old, respectively, and five were 3 to 12 years old. Though the 
associated infection varied, there was an obvious similarity in 
clinical and laboratory findings. In a 14 month old patient, a 
temperature of 42 C. (107.6 F.) developed 10 days after small¬ 
pox vaccination. She was admitted to the hospital in coma, 
having had convulsions for the previous 10 hours. The eyes had 
rolled upward; reflexes were brisk, and there was no stiffness 
of the neck. Spinal puncture produced a clear liquor. The Pandy 
test was positive, and microscopic examination revealed 36 
lymphocytes per field. The patient died three hours later. 

A 17 month old patient had influenza and angina for a month 
prior to admission. The fever persisted. During the week before 
admission vomiting occurred, movement in the right arm and 
leg was impaired, and the patient became comatose. On admis¬ 
sion the patient had a temperature of 38 C. (100.4 F.); the pulse 
rate was 120; the right reflexes were brisk, and the left reflexes 
were normal. Corneal reflexes were absent, the Babinski sign 
was present on both sides. Spinal puncture yielded a clear fluid. 
The result of the Pandy test was positive, and microscopic ex¬ 
amination revealed 32 lymphocytes per field. Cultures were 
negative. For four days the patient had three to four convulsions, 
each lasting five minutes. The patient died on the fourth day. 
The other seven patients recovered in one week to 35 days. 
Brucellosis Diagnostic Standard Agglutination. — Sait Bilal 
Golem, D.V.M., secretary general of the Ankara Refik Saydam 
Institute of Hygiene, has published his investigations of bru¬ 
cellosis made at the institute. With the antigen obtained from 
the Department of Agriculture Veterinary Institute at Wey- 
bridge, England, experiments have been made at the Refik Say- 
dam Institute of Hygiene and at the Ankara-Etlik Veterinary 
Biologic Institute with Professor Stableforth’s standard serum, 
with the Refik Saydam institute rabbit serum, and with the 
Ankara-Etlik institute dry serum. It was found that the Wey- 
bridge Institute, the Refik Saydam Institute, and the Ankara- 
Etlik Institute antigens corresponded but the Stableforth antigen 
was less agglutinable. 

Placental Graft in Eye Diseases.—Dr. Nuri Fehmi Ayberk, 
chief of the ophthalmology department of the Haidar Pasha 
Model Hospital-Istanbul, reports good results obtained in eye 
diseases with placental grafts, a method of therapy first used by 
Filatoff (Russia) in 1946. Of the 24 patients (14 women and 10 
men, 16 to 83 years old) four patients had retinal detachment, 
three had chronic glaucoma, four had retinitis pigmentosa and 
13 patients had different types of neuroretinopathy. In some 
patients, grafts the size of a pea were placed under the upper 
conjunctiva, and in some patients this technic was supplemented 
with placenta extract injections. The placenta, which had been 
aseptically removed by cesarean operation, was kept at — 2 C. 
for five to six days; the graft was removed from the center of 
the placenta. The grafts were repeated two or three times after 
an interval of two months. In the patients with retinitis pigmen¬ 
tosa, the graft improved central vision 1 to 1.5; adaptation to 
darkness slightly improved a week after the graft. In patients 
that had been followed for several months, continued good 
results were obtained. In patients with neuroretinopathy the 
results were also good. In younger patients and in patients with 
inflammatory conditions the results obtained were twice as good 
as^in older patients and in those with conditions of degenerative 
origin. The graft had no beneficial effect on patients with optic 
atrophy of long duration. In several cases of retinal detachment, 
the results obtained with the placental graft were so satisfactory 
that an operation became unnecessary and there was further 
improvement after the second graft. In patients with chronic 
glaucoma, the graft did not result in marked improvement; how¬ 
ever, m one of these patients, front and side vision was attained. 

According to Filatoff the disintegration substances, rather 
than the hormone and vitamin content of the placenta, produce 
the stimulating effect on the physiological functions. 



578 


MISCELLANY 


J.A.M.A., June 9, .1951 


BRAZIL 

Priority for BCG Vaccination.—Antituberculosis work in Brazil 
started in 1941, and the National Campaign Against Tuber¬ 
culosis was founded in 1946. This campaign has a modern, sci¬ 
entific aspect, and it has made a new division of zones of the 
country. This campaign has started working toward an increase 
in the number of beds, and the number has grown significantly. 
At the same time the campaign has been trying to spread the 
application of BCG vaccination, and there has been an increase 
in the distribution from 125,000 vials in 1945 to 571,637 in 
1949. During the present administration the number of beds 
for tuberculous patients has been raised from 2,844 in 1944 
to 7,153 in 1950 in the state of Sao Paulo. The expense of medi¬ 
cal assistance and hospitals in the state of Sao Paulo and in the 
entire country suggests that other more up to date methods, such 
as BCG vaccination, should be used in the fight against 
tuberculosis. 

In June 1950, there were 375,329 persons vaccinated with 
BCG in Sao Paulo. The exceptional conditions in this state, 
due to a large number of institutions, make it possible to carry 
out BCG vaccination on a large scale and to enforce Federal 
Law 484, which requires a certificate of this vaccination in 
various periods of the life of citizens. 

Drs. Nogueira Martins and Pedral Sampaio, of the Liga Paul- 
ista contra la Tuberculose, suggest that priority be given to BCG 
vaccination, among the measures to be carried out in countries 
that have conditions similar to those of Brazil. Their experience 
over a period of 15 years with a large number of observations 
confirmed radiologically and clinically shows favorable results 
obtained with BCG vaccination in children who live in con¬ 
tagious areas. 
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THE NATIONAL CANCER INSTITUTE 

Prepared by George F. Connery of the 
A. M. A. Washington Office 

The National Cancer Institute clearly is one of the world's 
great centers for research on neoplastic disease. 

It is one of seven organizations grouped together at Bethesda, • 
Md. as the National Institutes of Health, but its influence ex¬ 
tends to every state and to several foreign countries. Congress 
has rapidly increased the institute’s annual appropriation to the 
point where it now totals approximately 40 times the average 
appropriation for the first seven years of the institute’s ex¬ 
istence. The current total budget of the National Cancer Institute 
is just over $20,000,000. Only about $4,650,000 is being spent 
for administration, publications, research, demonstrations and 
consultations. All the rest goes out in grants: to states for cancer 
control, to institutions for research and construction of facil¬ 
ities and to individuals to finance specialized training. 

The National Cancer Institute was created by Congress in 
1937. It has set for itself two major goals: . . first, to in¬ 

crease basic knowledge of cancer and, second, to increase the 
application of our present knowledge of how to prevent cancer 
deaths.” Effort is directed four ways: (1) research in the insti¬ 
tute’s own laboratories, (2) grants to stimulate and support can¬ 
cer research in other institutions and by individual scientists, 
(3) studies and demonstrations in the public health phases of 
cancer control and (4) training grants to medical and dental 
schools for undergraduate instruction. Dr. John R. Heller is 
the director. Responsibilities are divided among three branches 
and a technical services department, or administrative clearing 
house. 

The Research Branch, supervised by Dr. Heller in the absence 
of a scientific director, is NCI’s own laboratory, where scientists 
carry on scores of projects aimed at learning more about cancer. 
At the same time the Research Branch supplements and stimu¬ 
lates the work of private individuals and organizations whose 


cancer projects are financed by NCI grants. The Research 
Branch covers a wide range. The research sections, and their 
operations, as described by NCI are as follows: 

The Epidemiology Section (Dr. Alexander G. Gilliam, chief) 
investigates influences which may be associated with presence or 
absence of cancer in humans. Case histories of a large number 
of women with breast and cervical cancer currently are being 
analyzed, along with controls, to determine whether the two 
groups differ in any significant respect. A similar study is being 
made of the relationship between lung cancer and such factors 
as occupation and smoking. 

The Chemotherapy Section (Dr. Murray J. Shear, chief) pre¬ 
pares and investigates chemical substances of possible value 
in treating human cancer. As a preliminary, screening of about 
3,000 drugs and compounds was completed in 1950; about 150 
were found to damage test tumors in mice. Clinical research is 
under way with alpha-peltatin and beta-peltatin, two compounds 
discovered by this section’s scientists in a plant extract. 

The Endocrinology Section (Dr. Roy Hertz, chief) investi¬ 
gates the role of hormones in cancer causation, of vitamins in 
stimulating effect of hormones and in use of hormones and anti¬ 
vitamin substances in treating cancer. A water-soluble form of 
female sex hormone has been developed; this can be injected 
directly into the blood stream, making possible much higher 
blood levels of hormone in breast and prostatic cancer patients 
than previously attainable. In addition, observations on the 
favorable effects of progesterone in cervical cancer have offered 
a therapeutic lead. 

The Biochemistry Section (Dr. Jesse P. Greenstein, chief) 
investigates chemical differences between normal and cancer tis¬ 
sue, looking toward new approaches to therapy. Projects include 
comparative metabolism enzyme studies; comparison of pro¬ 
teins, fats and other tissue components common to normal and 
malignant states, and studies of metabolism and nutrition of 
normal and cancer tissues, using isotopes as tracers. This sec¬ 
tion worked out techniques for mass-producing all essential 
amino acids for intravenous feeding. Applying this process, 
several commercial firms now are preparing to market amino 
acids at greatly reduced prices. 

The Biophysics Section (Dr. Egon Lorenz, chief) studies bio¬ 
logic effects of penetrating radiations, as a means of inducing 
cancer and as a form of treatment. One important finding is that 
systematic effects seem to play a significant role in radiation 
treatment of a transplanted mouse lymphosarcoma. Irradiation 
of the tumor alone has little effect, but when the whole body is 
irradiated with the same dose as given to the tumor alone a 


profound regression of the tumor is noted. Also, it was learned 
that when the spleen is protected by a lead shield, the whole 
body irradiation dose could approximately be doubled, with the 
result that the transplanted tumor did not recur in about 70 per 
;ent of the animals. 

The Pathology Section (Dr. Harold L. Stewart, chief) ex¬ 
plores and evaluates the transformation in cells and tissues as 
;ancer develops and becomes established. Various tumors simi¬ 
lar to those in man are induced in experimental animals by 
;hemical carcinogens, and the histopathogenesis of these tumors 
is studied during all stages of development. Current interest 
is focused on eliciting and defining the earliest neoplastic 
-hanges and in correlating them with those occurring in human 
seings For example, the development of induced carcinoma of 
he cervix in mice and spontaneous cervical cancer in women 
ir e being followed by cervical smears and the processes 

mmpared. 

The Biology Section (Dr. Howard B. Andervont, chief) studies 
he problems of growth, differentiation and cell physiology by 
neans of tissue culture, transparent chambers in mice and other 
echniques. Researchers have demonstrated that the thymus 
riand is implicated in mouse leukemia, probably as a bridge 
ictween the leukemia stimulus and the disease. In certain strains 
if mice, total removal of the thymus prevented leukemia m 
nost of the animals. 

A total of 377 persons are employed in the research branch, 
vhfch for the current year will spend $3,537,000, all to urthe 
qCI’s own projects, none going for grants. Opportunities for 
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this branch will be greatly increased with completion, probably 
in 1952, of the Clinical Center at Bethesda, where 125 beds 
will be reserved for selected cancer patients. 

The Grants and Fellowships Branch, with Dr. R. G. Header 
as chief, handles grants to nonfederal institutions and individ¬ 
uals for support of research and of research facilities and train¬ 
ing. These grants total almost $9,000,000 this year, but more 
than half is earmarked for payments on construction projects 
authorized by Congress over the past three years to increase 
clinical and laboratory space and equipment for cancer research. 
There is no money this year for new construction grants. The 
$16,303,000 previously authorized has been allocated to 47 
hospitals, medical schools and cancer research institutions in 27 
states and the District of Columbia. 

Research supported by the grants program covers most of 
the wide area of investigation dealing with the causation of 
tumors, with their growth and dependence on or independence 
of the rest of the body and with special attempts to develop 
better diagnostic and therapeutic methods. The function of the 
branch is to stimulate cancer research and to disseminate 
knowledge about it. Close liaison is maintained with the Ameri¬ 
can Cancer Society and -all other agencies that make grants 
to support cancer research. Although there are no legal or gov¬ 
ernmental ties between ACS and the institute, a constant ex¬ 
change of information insures correlation of government and 
private programs. The society’s board usually contains an official 
of the institute, and ACS representatives in turn are brought in 
as institute consultants. 

Cancer research funds, like all those awarded for research 
by the Public Health Service, are not distributed geographically 
or by population. As an example, institutions in one state (New 
York) in 1950 received $579,632, or 20.4 per cent of the re¬ 
search grant money appropriated that year, whereas another 
(Oregon) received only $5,400, or 0.2 per cent of the total. 

According to NCI, these figures reflect the situation in each 
state. Oregon has only one research application, and it was 
granted in full. New Yorkers asked for considerably more, but 
not all was granted. The number and dollar value of research 
grants is said to be in fairly close proportion to the total re¬ 
quested, from state to state, and to the research potential of 
a region. 


In general, the policy has been to support work in recog¬ 
nized cancer research centers where prompt productivity can 
be expected, while the long range effort is to plant as much 
money as possible in other areas where it might kindle interest 
in cancer work, particularly fundamental research. 

Through the Cancer Control Branch (Dr. R. F. Kaiser, chief) 
NCI maintains contact with states, assisting their cancer control 
activities with demonstrations, consultations and educational 
programs as well as grants. In amount of grant money dis¬ 
tributed ($7,000,000 this year), the Control Branch is second 
only to the Research Grants Branch. Its staff numbers about 50. 
The largest single item in its budget is the $3,200,000 set aside 
for use of states in their campaigns to detect and control cancer. 
Under the law, the maximum a state health department may re¬ 
ceive is established by the population-income-cancer incidence 
formula, which makes more money available per capita to rela- 
tively poor states. The same two states, New York and Oregon, 
which were used as examples of uneven distribution of cancer 
research funds arc examples of what happens when cancer con¬ 
trol funds are passed out. New York’s population is about 10 
times that of Oregon, yet it received 100 times as much money 
tor cancer research-grants. But for control work, New York 
got only eight and one-half times as much money as Oregon, 
which meant that the federal government actually was spending 
more money per capita to help control cancer in Oregon than it 
was in New York. 


, < ~™ ccr patrol is the most important program over w 
the National Advisory Cancer Council does not have juri: 
ion. Allocation is made by the staff and director of the Cor 
Branch, on recommendations by a 10 member Cancer Cor 
Committee, established administratively. Represented on 
committee are state health departments, medical schools. 


American Cancer Society, the American College of Surgeons 
and other organizations. 

Dr. Noka B. Hon, head of the State Aid Section, emphasized 
that every effort is made to have the physician become the 
“key man in every situation where federal cancer control funds 
are expended.” Dr. Hon noted that every cancer control pro¬ 
gram aided by federal funds must have the prior approval of the 
local medical society, and that patients may be hospitalized for 
not to exceed three days, and for diagnostic purposes only. 

Operating under the Control Branch is a section devoted to 
studies in environmental and occupational cancer—one area 
where demonstrable progress has been made. Dr. W. C. Hueper 
is chief of the Cancergenic Studies Section Control Branch. 

Also a part of the Control Branch, under the direction of Dr. 
L E. Dunn, is the effort to develop satisfactory cancer diagnostic 
tests, whose purpose is the detection of possible cancer in mass 
groups of the public. In work on diagnostic tests and environ¬ 
mental and occupational cancer, NCI’s scientists cooperate with 
state officials, with nongovernment organizations and with re¬ 
searchers who are individually pursuing projects related to these 
fields. This branch also distributes grants to medical and dental 
schools to stimulate and coordinate the teaching of cancer con¬ 
trol and detection and to stimulate interest in research methods. 
This year $2,040,000 is being spent on this program, with 78 
of the country’s 79 medical schools participating. Four-year 
schools get $25,000, two-year schools $5,000. The Cancer Coun¬ 
cil passes on these. A total of about $2,000,000 is being spent 
by the Control Branch this year on these additional programs: 
demonstrations and consultations, $275,000 (the Cancer Con¬ 
trol Committee advises on this program, but neither it nor the 
Council passed on individual projects), and special projects (rec¬ 
ommended by the Advisory Council) $929,000; clinical trainee¬ 
ships for physicians, $372,000 (physician gets $10 a day, must 
spend at least half time on cancer work; Council establishes 
policies, but screening is done by staff groups). 

The general public, and particularly the medical profession, 
are represented in management of National Cancer Institute 
through the National Advisory Cancer Council, By law the 
council is authorized to review research projects or programs 
and to recommend prosecution of those it considers promising; 
to collect information on cancer research going on anywhere, 
by personal investigation if necessary; to review applications 
for research grants; to recommend acceptance of conditional 
gifts to the NCI, and in general to advise the Surgeon General 
of PHS on all operations of NCI. 

The council now is composed of IS members, with the Sur¬ 
geon General as chairman. Until recently membership was nine, 
with the six appointed members “leading medical or scientific 
authorities . . . outstanding in the study, diagnosis or 
treatment of cancer.” The chief medical officer of Veterans Ad¬ 
ministration and a medical officer designated by the Secretary 
of Defense also serve on the council as ex-officio members, 
making, with the Surgeon General, a total of 15 members. The 
four-year appointments are made by the Surgeon General, with 
approval of the Administrator of the Federal Security Agency. 
The Surgeon General can act only on the recommendation of 
the council on (a) research grants, (b) grants to medical and den¬ 
tal schools, (c) special projects and (d) construction grants. The 
council is not authorized to act in fellowship or clinical trainee¬ 
ship grants or grants to states under the control program. 

The council meets three times a year. Prior to the meetings, 
applications are screened by study sections, made up of experts 
in the particular field, primarily nongovernmental but generally 
including representatives of the Veterans Administration, the 
Public Health Service and usually one of the military services. 
Study sections are concerned with the scientific merits of a 
particular project, rather than its importance relative to com¬ 
peting projects. However, the sections place a priority on each 
application. It is the duty of study groups to assemble all essen¬ 
tial information for the benefit of the council, visiting the ap¬ 
plicant if necessary to round out their information. Assisting 
each study group is an executive secretary (a trained PHS scien¬ 
tist). Generally, according to Dr. Meader, the study group has 
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its report in the hands of each member of the council about 
one month before council meetings. 

The council determines its own method of procedure as well 
as the length of its meetings. Dr. Meader said the council ap¬ 
proves about 60 per cent of the applications. He also noted an 
increasing tendency for the study groups and the council to 
apply the same criteria. They disagree now on about one grant 
in 10; they formerly diagreed on one in four. 

Records show that in only one case has the Surgeon General 
rejected a project approved by the council. Later information 
showed that other government funds were supporting a similar 
project. This close agreement is brought about through advance 
staff work and the fact that the Surgeon General, who has final 
veto power, participates in council deliberations. 


BUREAU OF LEGAL MEDICINE 
AND LEGISLATION 


MEDICOLEGAL ABSTRACTS 

Governmental Hospital; Liability to Pay Patient for Agent's 
Negligent Acts—The plaintiff sued for damages for personal 
injuries resulting from the alleged negligence of the defendant 
hospital while she was a paying patient therein. From a trial 
court ruling in favor of the defendant, the plaintiff appealed to 
the Supreme Court of Appeals of West Virginia. 

The defendant hospital was created by a 1943 statute authoriz¬ 
ing the County Court of Monongalia County to establish, equip 
and maintain a hospital to be known as Monongalia General 
Hospital. The controlling question, said the Supreme Court of 
Appeals, is whether the defendant hospital is a public corpora¬ 
tion and is engaged in the performance of a governmental func¬ 
tion. The plaintiff contended that in the operation of the hospital, 
under the statute, and in accepting and treating her as a patient 
for hire, the defendant was not engaged in the discharge of a 
governmental function, but acted in a proprietary capacity and 
is liable for the damages caused by the negligence of its agents 
and employees. The defendant hospital insisted that it is a public 
corporation, that in the operation of the hospital it was engaged 
in the performance of a governmental function, and that it is 
immune from liability for the negligence of its officers, agents 
and employees. 

It is obvious, said the court, that the defendant is a public 
corporation. Its trustees were incorporated and the hospital was 
established by the statute. The title to the hospital property, by 
the terms of the statute, is vested in the County Court of Mon¬ 
ongalia County, which holds the property of the county, a politi¬ 
cal subdivision of the State, for the benefit of the county or its 
citizens and inhabitants, in trust for public purposes. Further¬ 
more, continued the court, the contention of the plaintiff, that 
the operation of the hospital by the defendant, when she, a pay¬ 
ing patient, was injured, was for profit and in a proprietary 
capacity instead of in the performance of a governmental func¬ 
tion, is not well founded. Neither the public character of the 
defendant nor the nature of its operation was changed or affected 
by the payment of dues or charges for the treatment which the 
plaintiff received as a patient. Numerous decisions of the appel¬ 
late courts of other jurisdictions so hold and in a prior West 
Virginia case the Supreme Court of Appeals said: “The fact 
that one is a paying patient does not alter the [general] rule. 
Such patient is the recipient of the donors’ gratuity only in a 
lesser degree than one who makes no payment. The hospital 
building, with its equipment, management, and its great possi¬ 
bilities for the alleviation of suffering, was provided by charity. 
In using the organization made possible and supported by that 
charity, a paying patient, to that extent, benefits by the chanty. 

Continuing, the Supreme Court of Appeals said that the basic 
test in determining whether a public corporation, in its opera¬ 
tions,is engaged in the discharge of a governmental function or 
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is acting in a propriety capacity is whether the act performed is 
for the common benefit of the public or is for the special benefit 
or profit of the corporation. It is clear beyond question, the 
court concluded, that the operation and the maintenance of its 
hospital by the defendant are for the common benefit of the 
public generally and are not for the special benefit or the private 
gain or profit of the defendant, the trustee, or the County Court 
of Monongalia County. 

In cases involving liability of a hospital for the negligence of 
its officers and agents, the character of the particular institution, 
whether it is public, charitable, or private, is important for the 
reason that legal principles which apply to a public hospital are 
different from those applicable to a hospital operated and main¬ 
tained for private gain or profit. A former West Virginia case, 
in recognizing the distinction between a private hospital and a’ 
public hospital with respect to such liability, used this language: 
“The policy of the Jaw forbids liability of a state or municipal 
hospital for negligence of its servants and physicians; it being a 
governmental agency.” The plaintiff insists, however, that the 
language of the statute which charges that the defendant hos¬ 
pital board shall be a corporation and may sue and be sued, 
authorizes this action. The argument is not persuasive. The pro¬ 
vision that a corporation may sue and be sued does not create 
a cause of action or impose liability for its negligence or confer 
upon a person injured by such negligence the right to maintain 
an action for damages against it. The authority conferred upon 
a public corporation by statute to sue and be sued does not render 
it liability for acts for which no liability is imposed by law. 
Accordingly the judgment in favor of the defendant hospital 
was affirmed .—Shaffer v. Monongalia General Hospital, 62 S.E. 
(2d) 795 (West Virginia 1950). 
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The Male Sex Hormone: 16 mm., color, sound, showing time 22 minutes. 
Produced by Sturgis-Grant Productions, Inc., 314 East 46th St., New 
York 17. Sponsored by and procurable on loan from Schering Corpora¬ 
tion, 2, Broad St., Bloomfield, N. J. 


This motion picture begins with a brief exposition of the 
historical interest in the subject and leads up to our present day 
knowledge of anatomy and physiology of the male genital 
organs. The relation of the pituitary gonadotropin, LH or 
1CSH, and the production of testosterone is shown by anima¬ 
tion; a brief section on steroid chemistry is also given. The 
physiologic effects of the use and the lack of testosterone are 
discussed. Types of hypogonadism in early and late years are 
shown with pictures of certain cases seen in the clinic. A typical 
course of testosterone therapy in a 15 year old boy is described 
in detail, and the patient’s progress is followed. The fact that 
androgen therapy is assuming importance in the field of gyne- 
colocyk is mentioned, and certain important metabolic effects 
following testosterone administration are briefly discussed. 

The film introduces two controversial subjects. The first occurs 
in the discussion of the use of the hormone m the treatment 
of the male. The Council on Pharmacy and Chemistry does 
not recognize testosterone for treatment of the male climacteric, 
nor is the use of the hormone recognized for the treatment of 
-irculatory symptoms. In the film, the use of testosterone is 
advocated for dysmenorrhea; this also is. not AH 

other indications mentioned are acceptable and the him useit 
is an excellent presentation of the physiologic background for 
the production of the male sex hormone and of its effect. How¬ 
ever the use of the trocar for the introduction of pellets is not 
universally accepted, since bleeding may occur m the area of 
. t ,u trocar and prevent absorption of the pellets. 
Therefore many prefer the purely surgical approach of making 
an incision, stopping all bleeding, inserting the pellets an 
closure by surgical methods. 

Although this film may be of general interest to the medical 

profession, it cannot be cntirely recommended imUs present 

form. The photography and narration are very good. 
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Compiled by Ihe Council on Medical Education and Hospitals for the Period July 1, 1951 to Jan. 15, 1952 


Subject 

Allergy . 

Anatomy. 

Anesthesiology . 

Arthritis . 

Bacteriology . 

Basic Science. 

Biochemistry . 

Cardiovascular Disease. 

Dermatology and Syphitology, 

Diabetes . 

Electrocardiography . 

Electroencephalography .... 

Endocrinology . 

Endoscopy . 

Forensic Medicine. 
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Subject 

Fractures . 

Gastroenterology .. 

Geriatrics . 

Hematology . 

Histology ....... 

Industrial Medicine. 

Internal Medicine. 

Malignant Disease... 

Medicine, General..... 

Neurology and Psychiatry. 

Nuclear Science. 

Nutrition . 

Obstetrics and Gynecology. 

Ophthalmology and Otolaryngology. 

Orthopedic Surgery. 

Pathology . 
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Pediatrics . 594 

,..594 

' .. 594 

. 595 

Physiological Chemistry. 595 

Plastic Surgery. 595 

Poliomyelitis . 595 

Practology . 595 

Public Health. 595 

Pulmonary Disease. 596 

Radiology . 596 

Surgery . 597 

Therapy . 599 

Urology. 599 

Venereal Disease. 599 


Postgraduate Continuation Courses for Physicians—July 1, 1951 to Jan. 15, 1952 


Institution 


Title of Course 


Schedule of Course 


Registration Fee 
and/or Tuition 


Cook County Graduate School of Medicine, 427 S. Honore 
St., Chicago 12, Ill. 

Wayne University College of Medicine, 1512 St. Antoine, 
Detroit 26, Mich. 

At: Receiving Hospital 

Columbia University, 030 W. lOSth St., New York, N. Y. 

At: Mt. Sinai Hospital 
At: Montefiore Hospital 

Joint Committee on Post-Graduate Education, 1313 Bedford 
Avc., Brooklyn 1C, N. Y. 23 
At: Beth El Hospital 
At: Kings County Hospital 

New York Medical College, Flower and Fifth Ave. Hospitals, 
20 E. 106 th St., New York 29, N. Y. 

New York University Post-Graduate Medical School, 477 First 
Ave., New York 1G, N. Y. 

At: University Hospital 

At: Bellevue and University Hospitals 

University of Pittsburgh School of Medicine, 3041 O’Hara 
St., Pittsburgh, Pa. 

College of Medical Evangelists, 312 N. Boyle Ave., Los 
Angeles 33, Calif. 

Stanford University School of Medicine, 2398 Sacramento 
St., San Francisco, Calif. 

At: Stanford Hospital 


Cook County Graduate School of Medicine, 427 S. Honore 
St., Chicago 12, Ill. 

University of Maryland School of Medicine, Lombard and 
Greene Sts., Baltimore, Md. 

Tufts College Medical School, Postgraduate Division, 30 
Bonnet St., Boston 31, Mass. 

Wayne University College of Medicine, 1312 St. Antoine, 
Detroit 20, Mich. 


J ork Medical College, Flower and Fifth Ave. Hospitals, 
20 E. 100 th St., New York 29, N. Y. 


Jg? £ 0l *S !n lc Medical School and Hospital, 345 W. 
uOtb St., New York 39, N. Y. 


Sow Tori: University Post-Graduate Medical School, 477 First 
Ave., New lork lc, N. Y. 


ALLERGY 


I'd Month Personal Course in Allergy 

J 1 Month Personal Course in Allergy 

1 Personnl Course in Allergy and Re- 
L lated Conditions 

By appointment, full time 

1 st of every month, full time 
September 26, 10 weeks, part time 

foOO.OO 

200.00 

125.00 

Allergy Clinic and Conference 

September, 12 weeks, part time 

25.00 

Medicine PM 36 Allergy 

Medicine PM OS Allergy 

November 20-December 10, part time 
September 13-December 6, part time 

40.00 

50.00 

Allergy I 

Allergy II 

Allergy 

October, 9 sessions, part time 

October, 9 sessions, part time 
Arranged, 2 months, part time 

30.00 

20.00 

50.00 

5415-A Allergy 

590-A Allergy for Otolaryngologists 

Allergy Clinic and Laboratory 

September 17-October 5, full time 
November 5-December 14, C weeks, 
part time 

October 15-20, full time 

225.00 

75.00 

100.00 

anatomy 

Surgical Anatomy 

October 3-June 4, part time 

100.00 


Surgical Anatomy 


September 10-14, part time, afternoons 75.00 

Surgical Anatomy 


September 10-14, part time, mornings 

plus $20.00 
lab. fee 
75.00 

Anatomy of the Extremities 

on the 

October 3, 10 sessions, part time 

plus $20.00 
lab. fee 
125,00 

Cadaver 

["General Anatomy 


Arranged 

Arranged 

j Surgical Anatomy 


January 29-June 9, part time 

150.00 

) Anatomy of Head and Neck 

as Ap* 

October 1-February 28, part time 

75.00 

l plied to EENT 

Surgical Anatomy 


October 15-December 7, 8 weeks, 

250.00 

Surgical Anatomy 27 


part time 

January, 24 weeks, part time 

70.00 


'Applied Anatomy for the General 
Surgeon 

Anatomy of the Thorax 
Anatomy of tho Abdomen 
Applied Anatomy for the Otolaryn¬ 
gologist 

Applied Anatomy of the Urogenital 
System 

Applied Anatomy for the Anesthetist 
.Anatomy for the Orthopedic Surgeon 
'Surgical Anatomy 
Head and Neck Dissection * 

Surgical Anatomy of Nose and Ac- 
w cessory Sinuses 

'41I-A Anatomy of the Head and 
Neck 

412*A Anatomy of the Thorax and 
Its Viscera 

413- A Anatomy of the Abdomen 
. 413*B Anatomy of the Abdomen 

414- A Anatomy of the Female Pelvis 

413-A Anatomy of the Genitourinary 
System 

41G-A Anatomy of the Musculoskele- 
v * tal System 


Arranged, 250 hours 

Arranged, 100 hours 

Arranged, 100 hours 

Arranged, 150 hours 

Arranged, 130 hours 

Arranged, 125 hours 

Arranged, 100 hours 

Arranged, 2 weeks, part time • 

Arranged, 4 weeks, part time 

Arranged, 4 weeks, part time 

September 24-Decembcr 14, 12 weeks, 
part time 

January 2-March 21, 12 weeks, 
part time 

September 24-Deeember 14, 12 weeks, 
part time 

January 2-March 21, 12 weeks, 
part time 

September 24-Dceember 14, 32 weeks, 
pan time 

January 2-March 21, 12 weeks, 
part time 

January 2-March 21, 12 weeks, 
part time 


375.00 

150.00 

150.00 

275.00 

300.00 


275.00 

150.00 

150.00 

350.00 

150.00 

90.00 


90.00 

90.00 

90.00 

99.00 


Referencii will be found 


on pan 599. 
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Postgraduate Continuation Courses for Physicians—July 1, 1951 to Jan. 15, 1952 _ Continued 


Institution 


Title of Course 


ANESTHESIOLOGY 


College of Medical Evangelists, 312 N. Boyle Ave., Los 
Angeles 33, Calif. 

University of Southern California, University Park, Los 
Angeles 7, Calif. 

At: Los Angeles County Hospital 


Anesthesiology 


{ Anesthesia 5891 
Anesthesia 5892 


Cook County Graduate School of Medicine, 427 S. Honore 
St., Chicago 12, Ill. 


Essex County Medical Society, 38-40 Clinton St., Newark, 


'Practical 2 Week Course in Spinal 
and Intravenous Anesthesia 
Practical 1 Month Course in Nitrous 
Oxide and Ether Anesthesia 
Practical 1 Month Course in Ether, 
Nitrous Oxide, Ethylene and Cyclo¬ 
propane Anesthesia 
Practical 2 Week Course in Endo- 
L tracheal Anesthesia 


At: Newark City Hospital 

New York State Society of Anesthesiologists, 137 W. 11th 
St., New York 11, N. Y. 

At: Various Hospitals in N. Y. State 
Columbia University, 030 W. lGSth St., New York, N. Y. 

At: Mt. Sinai Hospital 

Joint Committee on Post-Graduate Education, 1313 Bedford 
Ave., Brooklyn 26, N. Y. 2a 
At: St. Catherine’s Hospital 

At: Jewish Hospital 

New York Medical College, Flower and Fifth Ave. Hospitals, 
20 E. 106th St., New York 29, N. Y. 

New York Polyclinic Medical School and Hospital, 343 W. 
50th St., New York 19, N. X. 


Regional Anesthesiology 


Anesthesiology 

Anesthesia PM SO, Diagnostic and 
Therapeutic Nerve Blocking 


Diagnostic and Therapeutic Nerve 
Blocking 
Anesthesiology 
Clinical Anesthesiology 

Applied Anesthesia 

Anesthetic Technique 


Regional and Spinal Anesthesia 


New York University Post-Graduate Medical School, 477 First 
Ave., New York 16, N. Y. 

At: Bellevue Hospital 


University of Pennsylvania Graduate School of Medicine, 
Philadelphia 4, Pa. 

At: Graduate Hospital and Private Offices 


511- A Anesthesiology (for Specialists) 

512- A Regional Anesthesiology 

512- B Regional Anesthesiology 

513- A Anesthesiology 

514- A Anesthesiology 
Anesthesiology 
Regional Anesthesia 

Segmental Neuralgias, Relief by Re¬ 
gional Anesthesia 


Schedule of Course 


Registration Fee 
and/or Tuition 


Every 2 months, 4 months, full time $300.00 


Continuously, 1st of any month, 100 00 
one month, full time 

Continuously, arranged, 3 months, 300 00 
full time 

Every 2 weeks by appointment, 150 00 

full time , 

1st of every month, by appoint- 125.00 

ment, full time 

1st of every month, by appoint- 200.00 

ment, full time 

Every 2 weeks, by appointment, 150 00 

full time 


Arranged, 10 sessions, part time 100.00 


Continuously, hours arranged None 

October 16-November 1G, part time 50.00 


October, G weeks, part time 75.00 

October, G weeks, part time 30.00 

Arranged, 3 months, full time 200.00 

October and January, 3 months, 300.00 

full time 

October and January, G weeks, 100.00 

full time 

October and January, G weeks, 100.00 

full time 

Any Monday, September through 150.00 

June, 2 weeks, full time 
September 4-15, 2 weeks, full time 200.00 

January 7-18, full time 200.00 

September 4, arranged, 12 months 700.00 

September 24-Deeember 14, full time 28 300.00 

October to May, full time 800.00 

September 10-22, full time 200.00 

Arranged, 3 weeks, full time 200.00 


The Surgeon General’s Office, Dept, of the Army, Washing¬ 
ton 25, D. C. 

At: Army and Navy General Hospital, Hot Springs 
National Park, Ark. 

Joint Committee on Post-Graduate Education, 1313 Bedford 
Ave., Brooklyn 1G, N. Y. 2a 
At: Jewish Hospital 

New York University Post-Graduate Medical School. 477 First 
Ave., New York 1G, N. Y. 

At: University Hospital 


ARTHRITIS 


Arthritis and Allied Rheumatic Dis¬ 
eases 


Arthritis 


{ 5414-A Arthritis and Allied Rheumatic 
Disorders 

5414-B Arthritis and Allied Rheumatic 
Disorders 


November 5-9, full time 

October, 8 sessions, part time 

July 9-20, full time 

October 29-Novcmber 9, full time 


None 

30.00 

90.00 

90.00 


Cook County Graduate School of Medicine, 427 S. Honore 
St., Chicago 12, Ill. 

Duke University School of Medicine, Durham, N. C. 

At: Duke University and Hospital 


BACTERIOLOGY 

Review of Microbiology (Bacteriol- October 4, 5 sessions, part time 
ogy) a Basic Course 

Medical Mycology t * niG 


75.00 


50.00 


College of Medical Evangelists, 312 N. Boyle Ave., Los 
Angeles 33, Calif- 

Michael Reese Hospital Postgraduate Medical School, 29th 
St. and Ellis Ave., Chicago 1G, Ill. 

University of Marylnnd School of Medicine, Lombard and 
Greene Sts., Baltimore 1, Md. 

New York Medical College, Flower and Fifth Ave. Hospitals, 
20 E. lOGth St.. New York 29, N. Y. 


University of Pennsylvania Graduate School of Medicine, 
Philadelphia 4, Pa. „ .... 

University of South Dakota, School of Medicine, tcnnillion, 
S. D. 


BASIC SCIENCE 

Basic Science Courses, Neurology 
and Neurosurgery, Otolaryngology, 
Surgery and Surgical Specialties 
Application of Physiology and Bio¬ 
chemistry to Medicine 
Basic Sciences as They Apply to 
Obstetrics : . G • • * ’ 

Basie Science i‘ : . " ■ 

gology, ; , ■ ■: • ; .. 

Surgery, Lv‘ j., !:■■■ ■■ 

cine. Anesthesiology, Obstetrics ana 
Gynecology 
Basic Medical Sciences 

PG Basic Science Course 


October I-June 7, 8 months, full time 800.00 


October 3-March 2S, 25 sessions, 
part time 

January, 20 weeks, full time 
October,.9 months, full time 


October to May, full time 
September, 5 months, full time 


150.00 
375.00 
710.00 0 

800.00 

75.00 


Sssex County Medical Society, 3S-40 Clinton St., Newark, 

N *ANurses Home, Newark City Hospital 
roint Committee on Post-Graduate Education, 1313 Bedford 
Ave., Brooklyn 1C, N. Y. 23 

Jnim’sity of Texas Postgraduate School of Medicine, 207 
A Hermann Professional Bldg., Houston, Texas 
At: M. D. Anderson Hospital for Cancer Research 


BIOCHEMISTRY 


Biochemistry 

Clinical Biochemistry 

Metabolism of Amino Acids and Re¬ 
lated Substance 


Weekly, 14 sessions, part time 100.00 

October, 10 sessions, part time 30.00 

September 27-January 17, 15 sessions 15.00 


References will be found on page 599. 
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Title ot Course 

CARDIOVASCULAR DISEASE 


College of Medical Evangelists, 312 N. Boyle Ave., Los 
0 ^?crs“y 3 of C Southero Californio, University Park, Los 
LosAngeles County Hospital 

Stanford University School of Medicine, 239S Sacramento 
St., San Francisco, Calif, 

Coof^ntyTSeSofof Medicine, 427 S. Honore 

H‘a^ard iC Sc»i School, Courses for Graduates, 23 Shat- 
tuck St., Boston 13, Mass. 

At: Beth Israel Hospital 
At: Boston City Hospital 

At- Peter Bent Brigham Hospital 
At: Massachusetts General Hospital 

Essex County Medical Society, 3S40 Clinton St., Newark, 

At/’seton Hall Campus, So'utb Orange, N. J. 

At: Newark City Hospital 

Xew .Jersey Academy of General Practice, Collingswood, 

V J 2d 

At: St. Michael's Hospital, Newark, N. J. 

St, Francis Sanatorium for Cardiac Children, Hoslyn, N. N. 


Cardiology and Vascular Disease 
IS32 50 


Cardiology . _ 

Personal Course in Cardiovascular 
diseases 


Cardiology 1 
Cardiology 2 

Clinical Heart Disease- 
Cardiovascular Disease 


Cardiology 
Cardiac Arrhythmias 
Vascular Diseases, Medical and Surg¬ 
ical Treatment 

Cardiology ior the General Practi¬ 
tioner 

A Course o i Seminars on Modern 

-^— - a, ~ - Nature and 

Fever and 


Schedule ot Course 


Registration Fee 
and/or Tuition 


January 8 -March 11 , 10 weeks, part 
time 


September 17, 32 months, full time 


September 30-14, part time 
September 39, 10 sessions, part time 


January 28-May 30, full time 
October 31-January 10, 12 sessions, 
part time 

July 2-31, full time 
October 1-September 30, 12 months, 
full time 


"Weekly, 35 sessions, part time 
Weekly, 10 sessions, part time 
Weekly, 12 sessions, part time 


30 sessions, part time 

Once a month, October-May, 
part time 


Columbia University, C30 W, lC3th St., New York, N. V. 


At: Mt. Sinai Hospital 


At: Montefiorc Hospital 

New York Medical College, Flower and Fifth Ave. Hospitals, 
20 JE. lOGth St., New York 29, N. Y. 

New York Polyclinic Medical School and Hospital, 343 W. 
DOth St., New York 19, N. Y. 

New York State Department of Health, 70 State St., Albany 
1, N. Y, 

At*. Medical Schools Throughout the State 

New York University Post-Graduate Medical School, 477 First 
Ave., New York 10, N. Y. 

At: University Hospital 
At: Beth Israel Hospital 

New York Academy of Medicine, 2 East 103d St., New York, 
29, N. Y. 

Cleveland Area Heart Society, 417 Public Square Bldg., 
Cleveland 13, Ohio 

At: Western Reserve University School of Medicine 


American College of Physicians, 4200 Pine St., Philadelphia 
4, Pa. 

At: Massachusetts General Hospital, Boston 


At: Frank E. Bunts Educational Institute of the Cleve¬ 
land Clinic Foundation, Cleveland, O. 

At: University of Texas School of Medicine 


Hahnemann Medical College and Hospital of Philadelphia, 
233 N. 13th St., Philadelphia 2, Pa. 

University of Pennsylvania Graduate School ot Medicine, 
Philadelphia 4 , Pa. 


Medicine PM 29, Clinical Cardiology 
Medicine PM 31, Cardiovascular Dis¬ 
eases 

Medicine PM 4G, Bedside Clinics in 
Heart Disease 

Medicine PM 48, Bedside Diagnosis 
„ and Treatment of Heart Disease 
f Medicine PM 60, Cardiology I 
Medicine PM G2, Cardiology II 
l Medicine PM 03, Cardiology III 
Cardiology 

Diagnosis and Treatment of Dis¬ 
eases of the Heart 


Cardiovascular Disease 


5427-A Cardiology 
J 731-A Cardiovascular Diseases 
\ 731-B Cardiovascular Diseases 
Disorders of the Circulatory System 


Resuscitation of Patients Who Die 
in the Operating Room 


Recent Advances in the Treatment of 
Cardiovascular Disease 


Diagnosis and Treatment of Cardio¬ 
vascular Disease 


Cardiovascular Diseases 


PG Course in Cardiology 


Cardiology 


DERMATOLOGY AMD SYPHILOLOGY 


College ot Medical Evangelists, 312 N. Boyle Ave., Los 
Anseles 33 , Calif. 

University of Southern California, University Bark, Los 
Annies 7, Call!. ' 

At: Lo« Angeles County Hospital 
Stanford University School of Medicine, 233$ Sacramento 
St., San Francisco, Calif . 40 
At: Stanford Hospital 

c %? k Graduate School ot Medicine, 427 S. Honore 

St., Chicago 12, 111. . 

B 1 . S , < ? 0 ?, 1 ' Courses for Graduates, 27 Shat- 

tuck st., Boston 15, >ia«s. 

M; Massachusetts General Hospital 

T ncJn^ 0 i'. EC n 5 I ^ ,i ™J. s ?! i0o! . Postgraduate Division, 30 
Bonnet St., Boston 33 , Mass. 

Rufftt-*.,,... rrrrrrr —— -— 


Dermatology 


October 17-DoeembeT 19, part time 
October 19-December 35, part time 

October 15-December 3, part time 

October 9-Deccmber 11, part time 

September 27-June 5, full time 
September 18-Janunry 22, part time 
September 25-Fcbruary 5, part time 
Arranged, 20 sessions, part time 

Arranged, 3 weeks, part time 


Throughout academic year, 3 days 
to 4 weeks 


Not given 


October 22-2G, full time 
September 20-Dccember 33, 12 sessions 
January 10-March 27, 12 sessions 
October 8-19, 2 weeks, full time 


September 21-22, October 19-20, 
November 1G-17, December 14-35, 
January 18-19 


November 32-17, full time 


October 22-2 S, full time 


December 10-15, full time 


Octobcr-May, part time 

October and January, 8 weeks, 
part time 


January 2-March 19, part time 


30.00 

jnbrs. A.C.P. 

60.00 

non-mbrs. 

30.00 

mbrs. A.C.P. 
60.00 

non-mbrs. 

30.00 

mbrs. A.C.P. 

60.00 

non-mbrs. 

100.00 


Dermatology and Syphilology 2SGQ 20 September 17,12 months, full time 


Practical Dermatology 
T2 Month Clinical Course in Derma¬ 
tology 

Intensive 2 Weeks Course in Derma¬ 
tology 

Clinical Refresher Course in Derma - 
. tology 


Dermatology and Syphilology I 
Dermatology I 


September 10-14, part time 
By appointment, full time 

October 15, full time 

Every Monday, full time, 2 or 
more weeks 


75.00 2 wkfi. 
m.004 wks. 


October 1-September 30, 12 months, 
full time' 
November 5-9, full time 
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Institution 


Title of Course 


DERMATOLOGY AND SYPHiLOLOGY—Continued 


Wayne University College of Medicine, 1512 St. Antoine, 
Detroit 26, Mich. 

At: Receiving Hospital 

University of Minnesota, Center for Continuation Study, 
Minneapolis 31, Minn. 

Cornell University Medical College, 1300 York Ayc., New 
York 21, N. Y. 

Columbia University, 630 W. lGSth St., New York, N. Y. 

At: Monteflore Hospital 

Joint Committee on Post-Graduate Education, 1313 Bedford 
Ave., Brooklyn 16, N, Y. sa 
At: Beth El Hospital 


New York Polyclinic Medical School and Hospital, 345 W. 
50th St., New York 19, N. Y. 


New York University Post-Graduate Medical School, 477 First 
Ave., New York 10, N. Y. 


( Dennatopathology 
\ Seminar in Dennatopathology 
f Seminar in Dermatology 
t Superficial Mycoses 
Dermatology for General Physicians 

Courses in Exfoliative Cytology 
(Cancer Detection) 

fDermatology PM 60 , Common Skin 
J Diseases and Treatment 
\ Dermatology PM 61, Relation of Skin 
l to Internal Medicine 


Diagnosis and Treatment of Com¬ 
mon Skin Diseases 

'Dermatology and Syphilology for the 
General Practitioner (Seminar) 
Dermatology and Syphiloiogy for 
J Specialists (Seminar) 

| Dermatologic Histoputhology (Semi¬ 
nar) 

Training for Specialization in Der- 
s matology and Sy philology 


At: Bellevue and University Hospitals 


University of Pennsylvania Graduate School of Medicine, 
Philadelphia 4, Pa. 

University of Texas Postgraduate School of Medicine, 207 
A Hermann Professional Bldg., Houston, Texas 
At: Robert B. Green Memorial Hospital 
At: M. D. Anderson Hospital for Cancer Research 
At: Shannon West Texas Memorial Hospital 


’522-A Seminar in Dermntology and 
Syphiloiogy 

524-A Dermatology and Syphiloiogy 
for Pediatricians (Specials) 

.525-A Dermatology and Syphiloiogy 

Dermatology-Syphiiology 


Common Diseases of the Skin 
Common Diseases of the Skin 
Common Diseases of the Skin 


Cook County Graduate School of Medicine, 427 S. Honore 
St., Chicago 12, 111. 

Harvard Medical School, Courses for Graduates, 25 Shnt- 
tuck St., Boston 15, Mass. 

At: New England Deaconess Hospital 

Columbia University, 630 W. 16Sth St., New York, N. Y. 

At: Mt. Sinai Hospital 

Joint Committee on Post-Graduate Education, 1313 Bedford 
Arc., Brooklyn 10, N. Y. 23 
At: Jewish Sanitarium and Hospital for Chronic 
Diseases 


DIABETES 

Personal Course in Medical and Surg¬ 
ical Diabetes 


Diabetes Mellitus in Relation to Gen¬ 
eral Medicine 

Medicine PM 3S, Course in Nutrition 
and Diabetes 


Complications of Diabetes Mellitus 

ELECTROCARDIOGRAPHY 


Delawaro Academy of General Practice, Wilmington, Del. 

At: Wilmington General Hospital 

Cook County Graduate School of Medicine, 427 S. Honoie 
St., Chicago 12, Ill. 

Michael Reese Hospital Postgraduate School, 29th St. and 
Eilis Ave., Chicago 36, Ill. 

Tulane University School of Medicine, 1430 Tulnne Ave., New 
Orleans, La. 

Tufts College Medical School, Postgraduate Division, 30 
Bennet St., Boston 11, Mnss. 

University of Michigan Medical School, Dept, of Postgradu¬ 
ate Medicine, Ann Arbor, Mich. 

Essex County Medical Society, 38-40 Clinton St., Newark, 
N. J. 

At: Seton Hall Campus, South Orange, N. J. 


At: Newnrk City Hospital, Newark, N. J. 

Columbia University, 630 W. 163th St., New York, N. Y. 


At: Mt. Sinai Hospital 


Joint Committee on Post-Graduate Education, 1313 Bedford 
Ave., Brooklyn 10, N. Y r . 23 
At: Jewish Hospital 


At: Beth El Hospital _ , 

New York Medical College, Flower and Fifth Ave. Hospitals, 
20 E. 106th St., New York 29, N. Y. 

New York Polyclinic Medical School and Hospital, 34 j \\ . 
* 50th St., New York 19, N. Y. , 

New York University Post-Graduate Medical School, 4(7 First 
Ave., New York 16, N. Y. 

At: University Hospital 


At: Beth Israel Hospital 

American College of Physicians, 4200 Pine St., Philadelphia 

At: Emory University School of Medicine, Emory Uni¬ 
versity, Ga. 


Electrocardiographic Interpretation 
f2 Week Personal Course in Electro- 
J cardiography and Heart Disease 
J Personal Course in Electrocnrdiog- 
L raphy and Heart Disease 
Electrocardiography 

Electrocardiography 

f Electrocardiography I 
1 Electrocardiography II 
Electrocardiographic Diagnosis 


f Unipolar Lead Electrocardiography 
{ Electrocardiography 

{ Clinical Electrocardiography 
Advanced Clinical Electrocardiog¬ 
raphy 

fMedicinc PM 41, Intensive Course in 
J Elementary Electrocardiography 
] Medicine PM 42, Intensive Course in 
l Advanced Electrocardiography 


Electrocardiography for the General 
Practitioner 

Basic Electrocardiography 
Electrocardiography 

Electrocardiographic Interpretation 


5423-A Electrocardiography 
i 732-A Electrocardiography 
} 732-B Electrocardiography 


Electrocardiography 


University of Washington School of Medicine, Seattle 5, Electrocardiography 
Wash. _ 


Schedule of Course 


Registration Fee 
and/or Tuition 


September, 12 weeks, part time 
Quarterly, 12 weeks, part time 
Quarterly, 12 weeks, part time 
December, 12 weeks, part time 
December 14-15, full time 


$50.00 

15.00 

15.00 

30.00 

35.00 


September 17-Deccmber 14, 3 months 300.00 


October 8-December 10, part time 40.00 

September 17-January 14, part time 55.00 


October, 8 sessions, part time 20.00 

Arranged, G days, full time 75.00 

Arranged, 5 days, full time 75.00 

Arranged, 5 days, full time 75.00 

October 1, 3 years, fun time 1,000,00 

January 14-18, full time 300.00 

September 10-14, full time 100.00 

October 1-September 27, 12 months, 700.00 

full time 

October to May, full time 800.00 


October 20, 10 sessions 10.00 

December 13, 5 sessions 5.00 

December 13, 5 sessions 5.00 

September 12, 10 weeks, part time 80.00 

October 8-12, full time 50.00 16 

November 29-December 13, full time 40.00 


October, 12 sessions, part time 20.00 


Sept. 12, 8 sessions, part time Not given 

July 16 and October 22, full time 150.00 

October 3, 10 weeks, part time 125.00 

August 20-Scptcraber 1, full time 150.00 

November 26-Dec. S, 2 weeks 100.00 

December 3-7, full time 40.00 

January 14-10, full time 25.00 

August 27-September 1, full time 75.00 


Arranged, 12 sessions, part time 75.00 

Arranged, 15 sessions, part time 100.00 

Arranged, 32 sessions, part time 100.00 

Arranged, 10 sessions, part time 100.00 


September 17-22, full time 00-00 

September 24-29, full time 00.00 


October, 6 weeks, part time 

October, 6 weeks, port time 
Fall, 2 weeks, part time 

Arranged, 2 weeks, part time 


30.00 

20.00 

100.00 

75.00 


ptember 24-28, full time 
ptember 20-December 13, 12 sessions 


75.00 

85.00 

35.00 


October 29-November 3, full time A>(J J?'y }jr8< 

‘go.oo 

non-mbrs. 

July 19-21, full time m - m 


References will be found on page 599. 
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fnstitutfon 


Title of Course 

electroencephalography 


Schedule of Course 


Registration Fee 
and/or Tuition 


TTniversltv. 030 W. JOSth St., New York, X. Y. 
At: Columbia.presbyterian Medical Center 


At: 


lit. Sinai Hospital 


Sew York University Post-Graduate Medical School, 47" First 
* Ave., New York 10, N. X. 

Cniv i e t rEit? el oi r peS > sj‘lva a nla Graduate School o! Medicine, 
Philadelphia 4, Fa. 

Stantord University School of Medicine, 2398 Sacramento 
St., San Francisco, Calif. 

Chicago MtofsSfts. Michigan Ave., Chicago, Ill. 

Michael EeSrHost'Ual 0 Postgraduate School, 29th St. and 

Harvard'Mescal School, ^Courses lor Graduates, 23 Shat- 
tuck Bt., Boston 15, Mass. 

At: Massachusetts General Hospital 
Essex County Medical Society, 38-40 Clinton St., Newark, 

N At: Set on Hall Campus, South Orange,. S. J. 

Columbia University, 630 IV. lCSth St., Neff York, N. A. 

At: Mt. Sinai Hospital 


Joint Committee on Post-Graduate Education, 1313 Bedford 
Ave., Brooklyn 10, N. Y. 55 
At: Jewish Sanitarium and Hospital for Chronic 
Diseases 


At: Jewish Hospital 
At: Beth El Hospital 


Neff York Medical College, Flower and Fifth Ave. Hospitals, 
20 E. 100th St., New York 29, N. Y. 

New York University Post-Graduato Medical School, 477 First 
Ave., New York 10, N. Y. 

At: University Hospital 

Association for the Study oi Internal Secretions, 1200 N. 
Walker St., Oklahoma City, Okla. 

At: Olympic Hotel. Seattle, Wash. 


Cook County Graduate School of Medicine, 427 S, Honore 
St„ Chicago 12, Ill. 

Harvard Medical School, Courses for Graduates, 25 Sliat- 
tuck St., Boston 15, Mass. 

At: Massachusetts General Hospital 


Columbia University, COO IV. iGSth 8t„ New York, N. Y, 

. W' ' ' cal Center 

Now Yort 1 d Fifth Ave. Hospitals, 

New Tor ■ 'and Hospital, 3J5 IV. 

00th St, ., x. 

New York University Post-Graduate Medical School, 477 First 
Ave., New York 16, N. Y. 

At: Bellevue and University Hospitals 


T S? e . t ? D lT ersitJ ' Sch00i 0{ Medicine, 3400 N. Broad St„ 
Philadelphia 40, Pa. 

C7 n l ;.'f. rs i t ?f Pennsylvania Graduate School of Medicine, 
Philadelphia 4, Pa. 


N ”Tvc" 0 Ncvc n York w 3 ^ >s ^ GratIuate Medical School, 477 First 
At: Bellevue Hospital 


C St k Chicago i'> t °Hi latC Sd,Do1 ot Medicine, 427 S. Honore 


! ' ( I < ow»^ I> ' VCrS * tr °* Iown C°" p 8e of Medicine, Iowa City, 

"Slti'Sn^AMas? 0 "^" 5 ' 0r 6tadutttes ' 25 Sbat * 

At: Massachusetts General Hospital 

S » l^hi^^^wTork'^N 0 ?! Fit,h AVC ' Ho5Pit8,s ’ 


C ?4ngGla y 7, 0 C«U{ U,hCm Call[<)ra| a. University Park, Bos 
At: Bos Angeles County Hospital 

°St k Chicago I 2 °ui te Sch0t>1 01 5!cdlctae - Y27 S. Honore 


References will be found on page 599 . 


Neurology PM 2, Clinical Electro* 
encephalography and Electromy* 

Xeurology PM 33, Clinical Electro* 
encephalography 

3 months, starting October 1 and 
January 2, fill] time 

October 4-January 17, part time 

$150.00 

00.00 

642-A Electroencephalography 
Electroencephalography 

Arranged, 8 weeks, part time 
Arranged, 2 weeks, full time 

300.00 
200.00 * 5 

ENDOGRINOLOGY 



Endocrinology 

September 10-14, part time 

75.00 

Endocrine and Metabolic Disorders 
Diseases of the Endocrines, Physb 
ology and Diagnostic Methods 

October 15-19, full time 

July 9-20, full time 

60.00 

100.00 

Pediatric Endocrinology 

October 1-6, full time 

75.00 ™ 

Endocrinology 

Arranged, G sessions, part time 

40.00 

Medicine PM 39, Endocrinological 
Diseases 

October 18-Kovember 8, full time 

20.00 

Recent Advances In Endocrinology 

October, 7 weeks, part time 

30.00 

r Disorders of the Endocrine System 
i Gynecologic Endocrinology 

Endocrine Disorders in Children and 
Adolescents 

Endocrinology 

October, 7 weeks, part time 

October, 10 sessions, part time 
October, 8 sessions, part time 

Arranged, fall, 2 weeks, full time 

40.00 

20.00 

20.00 

100.00 

1 S422-A Endocrinology 

1 5122-B Endocrinology 

July 23-27, full time 

November 12-10, full time 

60.00 

00.00 

PG Assembly in Endocrinology In¬ 
cluding Diabetes 

July 2-7, full time 

75.00 

ENDOSCOPY 

10 Day Practical Course in Cystos¬ 
copy 

July 9, 23, August 0, 20, September 
10, October S, 22, November 5, 20, 
January 7 

150.00 

Endoscopy 

July 1-June 30, throughout the year 375.00 10 

by arrangement, 3 months or 3 months 

longer, full time 123.00 

each addi¬ 
tional month 

Medicine DM. 2, Gastroscopy 
f Gastroscopy 
l Gastroscopy (Advanced) 

Bronchoscopy 

Arranged, 2 months, part time 
Arranged, 2 weeks, part time 
Arranged, 5 weeks, part time 
Arranged, 4 weeks, part time 

250. DO 
200.00 
200,00 
350.00 

593-A Bronchoscopy, Esopkagoscopy 
and Surgery of the Larynx and 
Keck so 

J Bronchoesophagology 
l Laryngeal Surgery 
Bronchoesophagology, Gastroscopy 
and Laryngeal Surgery 

January 14-23, full time 

Fall, 2 weeks, full time 

Fall, 2 weeks, full time 

September and January, 2 weeks 

200.00 

250.00 

250.00 

250.00 

FORENSIC MEDICINE 



531-A Forensic Medicine 

September 24, 9 months, full time 31 

700,00 

FRACTURES 

f Intensive 2 Week Course in Frac- 
J tures and Traumatic Surgery 
] Special Course in Fractures 
(.Clinical Course In Fractures 

Fractures 

October 8, full time 

October 10, 10 sessions, part time 

1st of every week, 1 or 2 weeks 
full time 

October, 1 day 

125.00 

125.00 
50.001 wk. 

100.00 2 wks. 
Not given 

Treatment of Fractures ami Other 
Traumatic Conditions 

Fractures and Allied Trauma 

GASTROENTEROLOGY 

October 22-31, full time 

Fall, 4 weeks, full time 

150.00 10 

200.00 

^Gastroenterology 

j 2 Week Personal Course in Gastros- 
< copy nod Gastroenterology 

1L Course in. Gastroenterology 

l.-personal Course la Gastroenterology 

September 17, 12 months, full time 
July 10 , September 10 , October v* 
full time ’ 

October 15 , full time 

September 12,10 session?, part tSm B 

1,000.00 

200.00 

100.00 

moo 
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Institution 


Title of Course 


GASTROENTEROLOGY—Continued 


Wayne University College of Medicine, 15X2 St. Antoine St., 
Detroit 2G, Mich. 

At: Receiving Hospital 

Columbia University, 030 W. lCSth St., New York, N. Y. 

At; Mon tetiore Hospital 

National Gastroenterological Association, 1819 Broadway, 
New York, X. Y. 

At: Drake Hotel, Chicago 

Joint Committee on Post-Graduate Education, 1313 Bedford 
Are., Brooklyn 1G, N. Y. 23 

At: Jewish Hospital 

At: Greenpoint Hospital 

New York Medical College, Flower and Fifth Are. Hospitals, 
20 J2. lOGlb St., New York 29, N. Y. 

New York University Post-Graduate Medical School. 477 First 
Are., New York 1G, N. Y. 

At: University Hospital 

University of Oregon Medical School, 3181 S. W. Sam Jack- 
son Park RcL, Portland 1, Oro. 

American College of Physicians, 4200 Pine St., Philadelphia 
4, Pa. 

At: Tulane University School of Medicine, New Orleans, 
La. 


Gastroen terology 

Medicine PM 70, Gastroenterology 


Course in Postgraduate Gastroenter¬ 
ology 

Gastroenterology 
Diarrheal Diseases 
Gastroenterology 
Gastroenterology 


5421-A Gastroenterology 
Gastroenterology 


Gastroenterology 


University of Pennsylvania Graduate School of Medicine, Gastroenterology 
Philadelphia 4, Pa. 

geriatrics 

Columbia University, G30 W. ]G8th St., New York, N. Y. 

At: Mt. Sinai Hospital Medicine PM 47, Gerintries 

New York University Post-Graduate Medical School, 477 First 
Are., New York 1G, N. Y. 

At: Bellevue and University Hospitals 1W2G-A Geriatrics 


Cook County Graduate School of Medicine, 427 R. Honore 
St. f Chicago 12, Ill. 

Michael Reese Hospital Postgraduate School, 29th St. and 
Ellis Ave., Chicago 2G, HI. 

Tufts College Medical School, Postgraduate Division, 30 
Bcnnet Rt., Boston 11, Mass. 

Wayne University College of Medicine, 1512 St. Antoine, 
Detroit 2G, Mich. 

Columbia University, G30 W. IGStb St., New York, N. Y. 

At: Mt. Sinai Hospital 


At: Montefiore Hospital 


Joint Committee on Post-Graduate Education, 1313 Bedford 
Arc., Brooklyn 10, N. Y. 23 
At: Jewish Hospital 

New York University Post-Graduate Medical School, 477 First 
Ave., New York 10, N. Y. 

At: Bellevue and University Hospitals 
University of Pennsylvania Graduate School of Medicine, 
Philadelphia 4, Pa. 

At: Bryn Mawr Hospital, Bryn Mawr, Pa. 


HEMATOLOGY 

'Peisonal Course in Hematology 

1 Week Personal Course in Hema- 
. tology 

Hematologic Diagnosis 

Hematology I 

Beginning Hematology 
Advanced Hematology 
Blood 


Medicine PM 35, Hematology 
(Medicine PM G7, Advanced Hema- 
J tology 

1 Medicine PM GG, Clinical Hema- 
l tology 


Clinical Hematology 


546-A Clinical Hematology 


Clinical and Laboratory Hematology 


University of Washington School of Medicine, Seattle 5, 
Wash. 


New York Medical College, Flower and Fifth Ave. Hospitals, 
20 E. lOGth St., New York 29, N. Y. 


University of Minnesota, Center for Continuation Study, 
Minneapolis 14, Minn. 

New York University Post-Graduate Medical School, 477 First 
Ave., New York 1G, N. Y. 

At: University Hospital 

Institute of Industrial Health, College of Medicine, Uni¬ 
versity of Cincinnati, Eden and Bethesda, Cincinnati 
19, Ohio 


College of Medical Evangelists, 312 N. Boyle Ave., Los 
Angeles 33, Cnlii. 

University of Southern California, University Park, Los 
Angeles 7, Calif. 

At: Los Angeles County Hospital 
The Surgeon General's Office, Dept of the Army, Washing¬ 


ton 25, D. C. 

At: Letterinan Army 


Hospital, San Francisco, Calif. 


At: Walter Reed Army Hospital, Army Medical Center, 
Washington 12, D. O. . _ „ 

Cook County Graduate School of Medicine, 42* S. Honore 


St., Chicago 12, HI. ^ ,, 

University of Kansas Medical Center, Kansas City, Kan.- 4 
Harvard Medical School, Courses for Graduates, 2o Sbat- 
tuek St., Boston 15, Mass. 

At: Boston City Hospital 


Tufts College Medical School, Postgraduate Division, 30 
Bennct St., Boston 11, Mass. 


Hematology 

HISTOLOGY 

Histology 

INDUSTRIAL MEDICINE 

Industrial Medicine for General 
Physicians 

4S1-A Industrial Medicine 

484-A Medical Aspects of Compensa- 
tion 

Fellowship In Industrial Medicine 


INTERNAL MEDICINE 

Differential Diagnosis and Treatment 
of Internal Diseases 


Internal Medicine 830 


Recent Advances in Internal Medi¬ 
cine 13 . 14b 

Present Trends in Internal Medi¬ 
cine 13 » 14b 

2 Week Intensive Course in internal 
Medicine 

Internal Medicine 


Internal Medicine 1 
Internal Medicine 2 
Review of Recent Advances in In¬ 
ternal Medicine 


Schedule of Course 


Registration Tee 
wxi/or Tuition 


Quarterly, 12 weeks, part time 
September IS-January 22 , part time 


September 20 - 22 , full time Not Bi « n 


October, 0 weeks, part time 
October, 10 sessions, part time 
October, 8 weeks, part time 
Arranged, 1 month, part time 


20.00 

20.00 

30.00 

100.00 


October 15-2G, full time 
October 22-26, full time 


115.00 

50.00 


November 12-17, full time 
October to May, full time 


30.00 

A.C.P. ITbrs. 
60.00 

non-mcmbeis 

SOO.OO 


October 4*January 24, part time 65,00 

November 7-9, full time 40.00 

September 19, 10 sessions, part time 100,00 

June 25, full time 300.00 

July 23-August 4, full time 100.00 

December 10-24, full time 40.00 

September, 12 weeks, part time 50.00 

December, 12 weeks, port time 50.00 

December, 24 weeks, part time 30.00 

October lG-December 11, part time 60.00 
September 18-January 15, part time 75.00 

September ll-February 5, part time 75.00 

October, 8 weeks, part time 20.00 

October 2-December 3, 10 sessions 40.00 

October and December, G weeks, 200.00 

full time 

September 10-14, full time 50.00 


Arranged, 5 weeks, full time 

SOO.OO 

September 17, 1 day 

10.00 

September 24-Septcmbcr 20, 12 months 

700.00 

full time 

October 22*27, lull time 

25.00 

July 1, 3G months, full time 

Stipend 

January S-Mnreh 23, part time 

50.00 

September 17, 12 months, lull time 

1,000.00 

November 5-9, full time 

None 

October 8-12, full time 

None 

October 1, full time 

75.00 

December 10-12, lull time 

20.00 

September 4-August 31, full time 
September l-Xovembmr 30, full time 
September 21-29, 1 week, full time 

000.00 10 
375.00 ” 
50.00 


References will be found on page 599- 
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Postgraduate Continuation Courses for Physkians-Jal v ?. 7951 to Jon. 75 , 1932 -Contimitd 


Institution. 


Title of Course 

twrPRMAL MEDICINE—Continued• 


Schedule of Course 


Registration Ree 
and/or Tuition 


University o i Michigan Medical School, Dept, oi Postgradu- 
ate Medicine, Ann Arbor, Mich. 

Warae uS'v'erMt^CoBcge o£ Medicine, 1512 St.‘Antoine St., 
Detroit 2G, Mich. . 

At: Deceiving Hospital 

Esses County Medical Society, 3S40 Clinton St., Xewark, 

■\t: Seton Hall Campus South Orange, X. J. 

Columbia University’, 630 M. IGSth St., New Torlv, N. y. 

At: Mt. Sinai Hospital 


At: Montefiore Hospital 

Joint Committee on Post-Graduate Education, 1313 Bedford 

j£t: ^Jewish Sanitarium and Hospital for Chronic 
Disease- 

At: Kings County Hospital . „. .. . 

New York Medical College, Flower and Fifth Ave. Hospitals, 
20 S. 106th St, New York* 29, N. Y. 


Clinical Internal Medicine 


Medical Conference 
Medical Seminar 


Internal Medicine 

Medicine PM 30, Symposium on In¬ 
ternal Medicine 

Medicine PM 43, Peripheral ^ ascular 
. Disorders 

Medicine PM 63, Peripheral Vascular 
Disorders 


Internal Medicine 

Recent Advances in Internal Medicine 
Internal Medicine 


New York Polyclinic Medical School and Hospital, 345 W. 
50th St, New York 39, N. Y. 

New York University Post-Gr aduate Medical School, 4<i First 
Aye.. New York 16, N. Y. , _ _ , 

At: Bellevue, Willard Parker and University Hospitals 


At: Beth Israel Hospital 


The Treatment of Varicose Veins 


5429-A Internal Medicine 
733-A Internal Medicine 


Cornell University Medical College, 1300 York Ave., New 
York "1 X. Y. 

At: "Bellevue Hospital, Second (Cornell) Medical Division- Internal Medicine 


University ol Pennsylvania Graduate School of Medicine, 
Philadelphia 4, Pa. 

American College o! Physicians, 4200 Pine St., Philadelphia 
4, Pa. 

At: University oi Cincinnati School of Medicine 

American College of Physicians, 4200 Pine St., Philadelphia 
4 Pa * 

*At: University oi Pennsylvania Graduate School of 
Medicine 


Internal Medicine 


Internal Medicine with Emphasis on 
Pathological Physiology 


Physiological Basis lor Internal 
Medicine 


At: Marquette University School of Medicine, Milwaukee Internal Medicine 


Stanford University School of Medicine, 239$ Sacramento 
St., Sun Francisco, Calif. 10 
At: Stanford Hospital 

Columbia University, 630 W. lGStb St., New York, N. Y. 

At: Montefiore Hospital 

Joint Committee on Post-Graduate Education, 1313 Bedford 
Ave., Brooklyn 1C, N. X. S3 
At: Brooklyn Cancer Institute 

New York Medical College, Flower and Fifth Ave. Hospitals, 
20 E. JPGth St, New York 29, $. Y. 

University of Oregon Medical School, 3182 S. W. Sam Jack- 
son Park Road, Portland 2, Ore. 


MALIGNANT DISEASE 


Diagnosis and Treatment of Tumors 
Medicine PM 72, Neoplastic Diseases 


Newer Concepts in Diagnosis and 
Treatment of Neoplastic Disease 
Newer Concepts In the Physiology 
and Biochemistry of Cancer 
Malignant Diseases 


Medical College of Alabama, Birmingham, Ahi. 

University of Arkansas School of Medicine, Tittle Rock, Ark. 

California Academy o! General Practice, 450 Mission St., 
San Francisco, Calif. 

At: Hotel del Coronado, Coronado, Calif. 


MEDICINE, GENERAL 

American Academy of General Prac¬ 
tice Postgraduate Seminar 
Medicine, Pediatrics, Obstetrics and 
Gynecology, Surgery 


1931 Scientific Assembly 


e 'cnl?f n * a iIctl5cal A - c?0ciation . 3030 N. Center, Stocktor 

Frcmo, Calif, 

Santa Barbara 

Rlvcr«idc 

°33 ^ 312 & Boyle Ave., Lo 


At: 
At: 
At: 
College 
A neck 


County Medical Association, 1923 Wiishire Bfvd 
Los Augele* 3, Calif. 

e . Branch and East Los Angeles Branc 

gt. John s llosurah Santa Monica, Calif. 

‘ „ University School of Medicine, 2395 Sacrament 

St., San Frnnci*co, Calif. 

At: San Fruneis-co Hospital 
, At: Stanford Hospital 

, >Iea ‘ cal Extension, Medical Cente 
ban i raneisco 22, Calif. 

. At: U-Califomia Hospital 

^ Aw-SreT °Cafu" tll<!ra Calitornln ' Bnivevrfty Park, L( 
At: Los Anyth* County Hospital 


Medical and Surgical Institute 
MedfenI and Surgical Institute 
Medical and Surgical Institute 
Diseases of the Kidneys 
General MedhAwe 
Practical Medicine Lecture Series 


Annual Postgraduate Assembly 


General Medicine 
General Medicine 


Evening Lectures in Medicine 

Electrodiognosis and Eleetroravog- 
raphy -$so 


October to April, part time $ $3.00 

Quarterly, 12 weeks, part time 15.00 

Quarterly, 32 weeks, part time 35.00 

■Weekly, 22 sessions, part time 125.00 

October 15*December 15, full time 350.00 

October 11-January 17, part time 40.00 

September 27-March 27, part time 123.00 

October, 8 weeks, part time 40.00 

October, 12 sessions, part time 30.00 

Monthly, except July and August, 350.00 
1 or 2 months, full time \ month 

300.00 
2 months 

Arranged, 4 weeks, part time 60.00 


September 24-Sept ember 20, 32 months, 700.00 
full time 

October 2-KDeeember 14, 8 weeks, 80.00 

part time 

Continuously. 1st of each month, 

345 months, lull time 

October to May, full time 

500.00 
$ mos. 
250.00 

3 uios. 

soo.oo 

September 17-23, full time 

December 30-35, full time 

October 6-15, fuil time 

30.00 

A.C.P. Mbrs. 
60.00 

non-members 

30.00 

A,C.P. Mbrs. 
60.00 

non-mbrs, 
30.00 

A.C.P. Mbrs. 
60.00 

non-members 

September 10-34, part time 

75.00 

September 18-January 29, part time 

150.00 

October, 8 weeks, part time 

30.00 

Arranged, 6 weeks, part time 

150.00 

September 24-2S, 5 days, full time 

30.00 

August, 2 days 

None 

October-June, every’ 2 weeks 

Not given 

November 5-7, full time 

5.00 

non-acadciny 

members 

October, 2 days. 

November, 2 days 

January, 2 days 

November 13-Dccember 38, part time 
October 2-Deccmbor 38, part time 
Continuously, twice weekly 

5,001 

25.00 

50.00 

None 

September 30-12, full time 

10.00 

September 10-14, part time 
September ltm, part time 

75.00 

75.00 

Septembcr-Deoember, 15 sessions 

Not given 

Arranged, l month, full time 

100.00 


References will be found on page 599. 
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J.A.M.A., June 9, 1951 


Postgraduate Continuation Courses for Physicians—July 1, 1951 to Jan. 15, 1952 _ Continued 


Institution 


Title ol Course 


MEDICINE, GENERAL—Continued 


San Diego County General Hospital, North End of Front 
St., San Diego 3, Calif. 

Atlanta Graduate Medical Assembly, 7GS Juniper St.. N. E., 
Atlanta, Gu. 

At: Municipal Auditorium 

Emory University School of Medicine, 30 Butler St, S. E., 
Atlanta, Ga. 

At: Grady Memorial Hospital 


Cook County Graduate School of Medicine. 427 S. Honore 
St., Chicago 12, III. 


Illinois Academy of General Practice, 12710 Maple Avc., 
Blue Island, Til. 

At: Throughout Illinois 

Illinois State Medical Society, Postgraduate Education Com* 
mittee, 30 N. Michigan Avc., Chicago 2, Ill. 

At*. Various center? throughout Illinois 
Indiana State Medical Association, 23 E. Ohio St., Indian' 
apolls, Ind. 

At: University of Indiana to 92 County Societies by 
direct telephone wire 

University of Kansas Medical Center, Kansas City, Kan. 2 * 
Boston University School of Medicine, 80 East Concord St., 
Boston, Mass. 

At: Massachusetts Memorial Hospital 
Harvard Medical School, Courses for Graduates, 25 Shot- 
tuck St., Boston 15, Muss. 

At: Boston City Hospital 


Postgraduate Assembly 


Graduate Medical Assembly 


PG Course for General Practitioners 
Intensive Personal Course in Liver 
and Biliary Tract Discuses 
Biochemical Background of Clinical 
Medicine—A Basic Course 
Physical Diagnosis 
Personal Course in Medical Emer- 
. gencies, Diagnosis and Treatment 


Postgraduate Course 


Postgraduate Conference 


Postgraduate Medicine 
Medical Technologj’ 


PG Course in General Medicine 


Medical Diagnosis and Treatment 


University ot Michigan Medical School, Dept, ol Postgradu- 
ate Medicine, Ann Arbor, Mich. 

At: University Hospital 

Michigan State Medical Society, 2020 Olds Tower, Lansing, 
Mich. 32 

At: Alpena, Buttle Creek, Bay City, Jackson, Lansing, 
Midland, Mt. Clemens, Muskegon, Traverse City, Esoa* 
naba, Houghton, Iron Mountain, Ironwood, Marquette, 
Menominee, Sault Ste. Marie 

University of Minnesota, Center for Continuation Study, 
Minneapolis 14, Minn. 

Mississippi Chapter American Academy of General Practice, 
Canton, Miss. 

At: Jackson, Miss. 

Kansas City Southwest Clinical Society, G30 Shukert Bldg., 
Kansas City G, Mo. 

At; Municipal Auditorium 

Missouri State Medical Association, G34 N. Grand Avc., St. 
Louis, Mo. 

At: 7 Councilor Districts 

Omaha MidAYest Clinical Society, 1031 Medical Arts Bldg., 
Omaha 2, Neb. 

At: Hotel Paxton 

New Hampshire Academy of General Practice, Lyme, N. H. 

At: Various hospitals throughout N. H. 

Atlantic City Hospital, Atlantic City, N. J. 


Diagnostic Methods, Clinical uml 
Laboratory Interpretation 


Extramural Coutses 


ACTH and Cortisone for General 
Physicians 


American Academy of General Prac¬ 
tice 


Full Clinical Conference 
District Meeting 

Annual PG Clinical Assembly 

General Practice Seminars 
Recent Advances in General Practice 


University of Buffalo, School of Medicine, 24 High St., 
Buffalo, N. T. 


Postgraduate Medicine for General 
Practitioners 


Columbia University, 030 IV. 168th St., New York, N. Y. 
At: Mt. Sinn! Hospital 


Joint Committee on Post-Graduate Education, 1313 Bedford 
Avc,, Brooklyn 1G, N. Y. 23 
At: Beth El Hospital 

At: Jewish Hospital 
At: Coney Island Hospital 

New York Medical College, Flower and Fifth Ave. Hospitals, 
20 E. 100th St., New York 29, N. Y. 

New York Polyclinic Medical School and Hospital, 345 IV. 
50th St., New York 19, N. Y. 

New York University Post-Graduate Medical School, 477 First 
Avc., New York 36, N. Y. 

At: University Hospital 


At: Bellevue and University Hospitals 

Duke University School of Medicine, Durham, N. C. 

At: Duke Hospital 

University of North Carolina School of Medicine, Chapel 
Hill, N. C. 

Southwestern Society of General Physicians, Madeira, Ohio 
At: Hotel Gibson, Cincinnati 

At: University of Cincinnati 


Medicine PM 49, Diagnosis and Treat¬ 
ment of Ambulatory Patients 
Medicine PM 32, Gastrointestinal Dis¬ 
ease 

Medicine PM 33, Diseases ol the Liver 
Medicine PM $4, Diseases of the Kid- 
. neys 


Peripheral Vascular Diseases I 
f Peripheral Vascular Diseases II 
X Hypertension and Nephritis 
Peripheral Vascular Diseases III 
Peripheral Vascular Disease 

j General Practitioner's Course 
\ General Medicine 


J43I-A ACTH and Cortisone 
5418-A Peripheral Vascular Diseases 
.5424-A Nephritis and Hypertension 
‘5424-B Nephritis and Hypertension 
5430-B General Review Course tor 
General Practitioners 
. General Practitioners 

Medical Postgraduate Course 
Medical PG Extension Course 


Infectious Diseases of Respiratory 
Tract 

Acute Contagious Disease 
Seminars 


Schedule of Course 


Registration Fee 
and/or Tuition 


September, 3 days, part time None 

January or February, 3 days ? 35,00 

October S- 12 , 5 days, full time 10 oq 

September 17, 1 week, full time looioo 

October 3, 10 sessions, part time 300.00 

September 20 , 10 sessions, part time 80.00 

September 2G, 30 sessions, part time 80.00 


35 weeks, 1 day per week Not given 


Varied 


None 


Continuously 
January 14-16, full time 


Octobcr-April, part time 

October 3-May 28, 33 sessions, part 
time 


None 

10.00 

100.00 

100.00 10 


October 23-2G, lull time 30.00 

Fall, 1 day in each center None 

October 17, 1 day, full time 30,00 

December, 1 day > « None 

October 1-4, 4 days 20.00 

Fall, 1 day in each district Not given 

October 29-Novcmber 2 

October 27-31, 5 days Not given 

Varies—once a month None 

Continuously, except 2 weeks in None 

August 

September 17-22, full time 35,00 

October 17-December 23, part time 30.00 

October 17-December 12, part time 80.00 

October 35-29, part time 35.00 

November 5-19, part time 35.00 


October, 10 sessions, part time 30.00 

October, 5 weeks, part time 20.00 

October, 8 sessions, part time 20.00 

October, 8 sessions, part time 20.00 

Arranged, 2 months, fall, part time 200.00 

Arranged, 4 weeks, full time 300.00 

Arranged, 4 weeks, full time 100.00 


To be announced, 4 days, full time 75.00 
No vernier 20-30, full time 75.00 

July 16-20, full time 60.00 

October 29 -November 2, full time CO.OO 

July 16-27, full time 100.00 

October 22-November 2, full time . 100.00 


June 18-21, 4 days, full time 
October and November, G to S 
weeks, part time 


25.00 
20.00 
to 30.00 


December 9, 1 day 
October 38-November 29, 8 sessions 
October to January, 8 sessions, 
port time 


10.00 
15.00 
10.00 
to 15.00 


References will be feund on pafli 599. 
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Postgraduate Continuation Courses for Physicians—July I, 1951 to Jan. 15, 1952—Continued 


Institution 


Title ot Course 

MEDICINE, GENERAC-Continued 


Medical Society ot the Stute ot Pennsylvania, 230 State St,, 

~ Harrisburg, Pa. 

At; 10 centers in state 

University ot Pennsylvania Graduate School of Medicine, 
Philadelphia 4, Pa. 

Medical College ol South Carolina, 10 Lucas St., Charles¬ 
ton, 8. 0. 

Nashville Academy ol Medicine, Doctors Bldg., Nashville, 
Tonn 

At: Maxwell House, Nashville, Term. 

Postgraduate Medical Assembly of South Texas. 229 Medi¬ 
cal Arts Bldg-, Houston, Tex, 

At: Shamrock Hotel 

University of Texas Postgraduate School of Medicine, 207 A 
Hermann Professional Bldg., Houston, Texas 
At: Shannon West Texas Memorial Hospital 

University of Washington School of Medicine, Seattle 5, 
Wash, 33 

Jackson Clinic, 1G South Henry St., Madison, Wis. 

At: Methodist Hospital 


Schedule of Course 


Registration Fee 
and/or Tuition 


Graduate Education Institute 
The Hand 

Postgraduate Seminar 


Postgraduate Assembly 


17th Annual Meeting 


Application of Newer Concepts in 
the Management of Common Rheu¬ 
matic Diseases 

Diagnosis and Treatment of Infec¬ 
tious Diseases 

Postgraduate Meeting 


Fall, 1P31 

July 9-20, full time 

October 30-Noveruher I, full time 


October, 2*£ days 


July 23-25, 3 days 


September 26, 15 sessions 


October 1-3, full time 


September 29, 1 day, part time 


Not given 


NEUROLOGY AND PSYCHIATRY 


Los Angeles Psychoanalytic Society, 407 Commercial Center 
St., Beverly Hills, CaVtf *» 

College of Medical Evangelists, 312 N. Boyle Are., Los 
Angeles 33, Calif. 

Stanford University School of Medicine, 2393 Sacramento 
St., San Francisco, Calif. 

At: Stanford Hospital 

University of California Medical Extension, Medical Center, 
San Francisco, Calif. 

At: Langley Porter Clinic 

University of Colorado Medical Center, Dept, of Psychiatry, 
4200 East Ninth Ave., Denver, Colo. 

At: Colorado Psychopathic Hospital 

The Surgeon General's Office, Dept, of the Army, Washing¬ 
ton 25, D. C. 

At: Fltzslmous Army Hospital, Denver, Colo. 

At: Lettcrman Army Hospital, San Francisco, Calif 

At: Walter Reed Army Hospital, Army Medical Center, 
Washington 12, D. C. 

Cook County Graduate School of Medicine, 427 H. Honore 
St. f Chicago 12, Ill. 

Institute for Psychoanalysis, GW N. Michigan Ave., Chi¬ 
cago, HI. 

At: Illinois Neuropsychiatric Institute 

At: Cook County Hospital 

University of Kansas Medical Center, Kansas City, Kan. 35 

,, AV - Winter General Veterans Hospital, Topeka 

Massachusetts Department of Medical Health, 15 Ashburton 
Place, Boston g, Mass. 

At: Metropolitan State Hospital, Waltham, Mass, 

At: Boston Psychopathic Hospital, Boston, Mass. 

^ er J^d State School, Waverly, Mass. 

^ ^ eSDta ' Center for Continuation Study, 

Minneapolis 14, Minn, 

Columbia University, C30 IV. 108th St.. 2tar York, N. T. 

At. Columma-Presbytertan Medical Center 

At: Montettore Hospital 


At: Ml. Sinai Hospital 


Education. ISIS Bed 

A DteenM 3 h San ‘ tarllira and Hospital for Chronic 
At: Jewish Hospital 


S S» l\mh Sbfx^Tork r d Fi!,h AvCl HosPHaH, 


‘ V Tve Y fxeS Yorki^x‘Y rai,aate 1Mlcal School, ill first 
At: Bellevue Hospital ‘ 


Professional School Courses 
Neurology 


July-January, C months, part time 
September 20-Novcmber 8, part time 


Psychiatry for General Practitioners September 10-14, part time 




Psychiatry and Neurology : 


General Psychiatry and Psychomatic 
Medicine 


Psychotherapeutic Medicine 
Psychotherapeutic Medicine 
Psychotherapeutic Medicine 

Personal Course in Clinical Neurology 
Personal Course In Neuropathology 


Psychosomatic Demonstrations 
Psychopatbological Demonstrations 

Psychomatic Medicine 


PG Seminar in Neurology and Psy¬ 
chiatry-Review Course in Basic 
Neurology and Psychiatry 
Clinical Psychology and Dynumic 
Psychiatry 
Child Psychiatry 

Child Psychiatry for General Physi¬ 
cians 

Psychiatry PM 1, Symposium on 
Neurology and Psychiatry 
rNeurology PM GO, Neuropsychiatry’ 

! Neurology PM 61, Advanced Xeu- 
l rology 

'Neurology PM 31, practical Neuro- 
anatomy and Neuropathology 
Neurology PM. 32, Advanced Prac¬ 
tical Neuroanatomy and Neuro¬ 
pathology 

Neurology PM 34, Laboratory Train¬ 
ing in Clinical Eleetroencephalog- 
l raphy 


Clinical Neurology 

Child Psychiatry 
'Introduction to Psychanalysis 
Seminar on Psychomatic Medicine 
Introductory Lectures in Child Psy¬ 
chiatry 

Readings in Psychoanalytic Litera¬ 
ture 

Comprehensive Course in Psycho- 
v. analysis 

TA3-A Treatment* Methods in Psy¬ 
chiatry 

W4-A Neuroanatomy and Neuro¬ 
physiology 
G45-A Neurology 

G1 ?; A ,, I ' fychh ' tr T In the Practice of 
Medicine and Pediatrics 

Psychiatry and Neurology 
«S-A Psychology and Psychody- 
nsmtes 

1-G19-A Psychiatry 


August-November, f«U time 


July 20-28. full time 


August 27-September 8, full time None »»A„ 

August 27-September 8, full time None 1 '-’*” 

September 3-15, full time None »*•!« 

September 20, 10 sessions, part time 80.00 
By appointment 20.D0 

per hour 


October-June, port time 
October-June, part time 

October 22-24, full time 
October 5-Deccmber 7, part time 

October 17-December 12, part time 

October 10-Decetnber 10, part time 
November 20-Deceml'er 1 , full time 

October 1-December 7, lull time 

November 5-Dec. 1 , full time 
July 2-September 28, October 8- 
•lamiary 4, full time 
October 8-May 12, part time 

October 4-Mny 22, part time 


Any 3 months, lull time 


October, 8 sessions, part time 

October, 10 sessions, part time 
Fall, 12 sessions 
Fall, 0 sessions 
Fall, 10 sessions 

Fall, 15 sessions 

Fall, 3 years 

January 14-Mnrcb 8, part time 

January 3-March 22 , part time 

September 4, 9 months, full time 
Arranged, 3 months, full time 

January 7-March 13, fun time 
September 17-Deccmber is, part time 

September 24-June 14, full time 
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J.A.M.A., June 9, 1951 


Postgraduate Continuation Courses for Physicians—July 1, 1951 to'Jan. 15, 1952 _ Continued 


Institution 


Title of Course 


NEUROLOGY AND PSYCH 1 ATRY-Contlnued 


American Institute tor Psychoanalysis, 220 W. OSth St., New 
Tort 25, N. Y. 


American College of Physicians, 4200 Pine St., Philadelphia 
4, Pa. 

At: Jefferson Medical College of Philadelphia 


'The Meaning of Dreams 35 
Clinical Conferences 33 
Continuous Case Seminar 35 
Horney’s Theory of Neurosis 
Readings in Psychoanalysis, The 
/ Works of Horney 
] Psychiatry and'Psychoanalysis 
Readings in Psychoanalysis, The 
Works of Freud 
Moral Alternatives in Our Times 
Psychoanalytic Study of Case His- 
. tories 


Clinical Neurology 


Philadelphia Psychoanalytic Institute, 1701 Walnut St., 
Philadelphia, Pa. 


University of Pennsylvania Graduate School of Medicine, 
Philadelphia 4, Pa. 

University of Washington School of Medicine, Seattle 5, 
Wash. 33 


Professional Training in Psycho¬ 
analysis 30 

Psychosomatic Medicine 
Psychoanalytic Criminology 
Educative Analysis 
Neurology-psychiatry 

Practical Psychiatry 
Neurology 


NUCLEAR SCIENCE 

Northwestern University Medical School, 303 E. Chicago Radiation Physics (Radiology V12) 
Ave., Chicago, Ill. 

Oak Ridge Institute of Nuclear Studies, Oak Ridge, Tenn. Radioisotope Techniques 


NUTRITION 

New York Medical College, Flower and Fifth Ave. Hospitals, Nutrition 
20 E. lOGth St., New York 29, N. Y. 


OBSTETRICS AND GYNECOLOGY 


Stanford University School of Medicine, 239S Sacramento 
St., San Francisco, Calif. 

At: Stanford Hospital 

University of California, Extension Division Bldg., 540 
Powell St., San Francisco 2, Calif. 

University of Colorado Medical School, 4200 E. Ninth Ave., 
Denver, Colo. 


Obstetrics and Gynecology 

Gynecological and Obstetrical Con¬ 
ference 

I Week Individual Instruction in 
Obstetrics and Gynecology 

Lecture Refresher Course, Obstetrics 
and Gynecology 

'Personal Course in Vaginal Approach 
to Pelvic Surgery 

Intensive 2 Week Course in Gyne¬ 
cology 

Personal Course in Office Gynecology 


Cook County Graduate School of Medicine, 427 S. Honorc 
St., Chicago 12, Ill. 


Michael Reese Hospital Postgraduate Medical School, 29th 
St. and Ellis Ave., Chicago 1G, Ill. 

Chicago Medical Society, 30 N. Michigan Ave., Chicago 2, IN. 
At: Thorne Hall 

Stritch School of Medicine of Loyola University, 700 S. Wol¬ 
cott Ave., Chicago, Ill. 

At: Lewis Memorial Maternity Hospital 


State University of Iowa College of Medicine, Iowa City, 
Iowa 

University of Kansas Medical Center, Kansas City, Kan. 24 


Personal Course in Gynecologic Surg¬ 
ery 

Intensive 2 Week Course in Obstet¬ 
rics 

Personal Course in Surgical Obstet¬ 
rics 

Personal Course in General and 

. Office Obstetrics 

Gynecology and Surgery for the Gen¬ 
eral Practitioner 

Obstetrics and Gynecology 


Third Annual Televised Postgradu¬ 
ate Conference in Obstetrics and 
Gynecology 

Postgraduate Conference in Obstet¬ 
rics and Gynecology 
Obstetrics and Gynecology 


University of Maryland School of Medicine, Lombard and 
Greene Sts., Baltimore 1, Md. 

At: University Hospital 


f Gynecology, Oncology and Female 
< Urology 

LGynecology and Obstetrics 


Harvard Medical School, Courses for Graduates, 2J Shat- 
tuck St., Boston 15, Mass. 

At: Boston Lying-in Hospital 

At: Massachusetts General Hospital 


At: Free Hospital lor Women 


University of Minnesota, Center for Continuation Study, 
Essex" County ^Medical' Society, 3S-40 Clinton St., Newark, 


N AC. Seton Hall Campus, South Orange, N. J. 
Columbia University, 030 W. ISStli St., New }ork, N. T. 
At: Jit. Sinai Hospital 


At: llnrgaret Hague Maternity Hospital 


{ 


Clinical Obstetrics 

Gynecology 1 

Gynecology 3 
Gynecology 2 

Obstetrics for General Physicians 


Gynecology 


{ 


Gynecology PM 30, Recent Advances 
in Gynecology _ . 

Obstetrics PM SO, Internship Train- 
ing _ 

Obstetrics PM S3, Observation Course 


Schedule of Course 


Registration Fee 
and/or Tuition 


September lo, 15 sessions, part time 
September 14, 10 sessions, part time 
November 23, 10 sessions, part time 
September 13, 15 sessions, part time 
November 23, 25 sessions, part time 


$ 45,00 
30.00 
30.00 
30.00 
50.00 


September 13, 15 sessions, part time 30 00 

September 10 , 20 sessions, part time 4oloo 

October 2, 15 sessions, part time 17.50 

September 27, 15 sessions, part time 30.00 


October 29-November 3, full time 3000 

A.C.P. Mbrs. 
60.00 

non-mbrs. 

Continuous, September to June 250.00 

. per year 

September-February, 12 sessions Arranged 

September-December, 6 sessions Arranged 

Septemher-June, continuous Arranged 

October to May, full time 800.00 

July 23-27, full time 50.00 

August 3-i, full time 20.00 


Winter and spring, quarters —4 25.00 

months, part time 

July 9 and August 13, 4 weeks, 25.00 

full time 

Arranged, 1 month, part time 150.00 


September 10-14, part time 75.00 

August 29-31, 3 days Not given 

Arranged throughout the year, 

1 week 35.00 

October, 2 days 25.00 

September 17, Nov. 5, 1 week, full 100.00 
time 

September 24, October 22, full time 250.00 

September 5, November 7 and Janu- 80.00 
ury 9, 4 sessions, part time 

.September G, November 7 and Janu- 60.00 
ary 10, 4 sessions, part time 

September 10, November 5, full 150.00 

time 

September 5, November 7, and Jnnu-. 100.00 
ary 9, 4 sessions, part time 

July 11, October 3, 4 sessions, part 80.00 

time 

October 3-March 28, 25 sessions, 150.00 

part time 

October 22-20, 5 days 00.00 

September 24-28, 1951 siren 


October and December, 1 day 
November 12-14, full time 


September-May, 30 weeks, full time 125.00 

September-May, 12 weeks, full time 150.00 


Member and October, 1 month, 
ull time 

iy l-june 30, throughout the year, 
iy arrangement, full time 18 
tober 8-20, full time 
ly, August and September 3951, 
month, full time 


150.00 30 
a month 
800.00 10 

150.00 
150.00 10 
per month 
20.00 


Arranged, 15 sessions, part time 
December 17-22, full time 


1st of each month, 3 months, 
full time 

1st of each month, 1 month, 
^full time 


350.00 

100.00 


References will be found on page 599. 
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Postgraduate Continuation Courses {or Physicians—July 1, 1951 to Jan. 15, 1952 Continued 


Institution 


Title of Course 


Schedule of Course 


Registration Fee 
and/or Tuition 


OBSTETRICS AND GYNECOLOGY—Continued 


Joint Committee on Post-Graduate Education, 1313 Bedford 
Are., Brooklyn IS, N- Y.” 

$ it r ate P 0 °Svefslty P College of Medicine at K. Y. C. 
At: St. John’s Episcopal Hospital 


Xew York Polyclinic Medical School and Hospital, 345 W. 
‘ joth St., New York 19, X. Y. 


Sew York University Post-Graduate Medical School, 477 First 
A At: ^Bellevue* and University Hospitals 


At: University Hospital 


At: Both Israel Hospital 
Southern Pediatric Seminar, Saluda, 17. 0. 

Southwestern Society of General Physicians, Madeira, Ohio 
At: Hotel Gibson, Cincinnati 

University of Pennsylvania Graduate School of Medicine, 
Philadelphia 4, Pa. 

University of Texas Postgraduate School of Medicine, 207 A 
Hermann Professional Bldg., Houston, Texas 
At: St. Joseph’s Infirmary 


Sterility 

Manikin 

Office Gnyccology 

Obstetrics and Gynecology Including 
Manikin Obstetrics and Operative 
Gynecology (Cadaver) 

Manikin Obstetrics 
Clinical Course In Office and General 
Obstetrics 
Clinical Gynecology 
Clinical and Operative (Cadaver) 


5G0-A Gynecological Malignancy s0 
C561-A Seminar in Gynecology 

562- A Gynecology Diagnosis and Office 
Treatment 

563- A Gynecology, Diagnosis aDd 
Office Treatment 

564- A Infertility 

-i 56G-A Cystoscopy and Endoscopy 

5S7-A Gynecological Endocrinology 

568- A Vaginal Cytology (For Spe- 
dallsts) 

569- A Surgical Anatomy ns Applied 
to Gynecology (Cadaver) (For 

. Specialists) 

734-A Gynecology (For Specialists) 

Obstetrical and Gynecological Session 


Problems in Obstetrics 
Office Gynecology 
Gynecology-Obstetrics 


Obstetrics (2d part) 


University of Washington School of Medicine, Seattle 5, Obstetrics 
Wash.’* 

OPHTHALMOLOGY AND OTOLARYNGOLOGY 

College of Medical Evangelists, 312 J7. Boyle Ave., Los Ophthalmology 
Angeles 33, Calif. 

Otolaryngology 


University of California Medical Center, San Francisco, 
Calif. 

Cook County Graduate School of Medicine, 427 S. Honore 
St., Chicago 12, 1)1. 


University of Illinois College of Medicine, 1833 IV. Polk St., 
Chicago 12, Ill. 

Korthwestcrn University Medical School, 303 E. Chicago 
Ave., Chicago 11, Ill. 

State University of Iowa College of Medicine, Iowa City, 
Iowa 


Ophthalmology 

2 Week Clinical Course in Otolaryn¬ 
gology 

2 Week Clinical Course in Ophthal¬ 
mology 

Postgraduate Course in Ophthal¬ 
mology 

'Endaural Otologic Surgery and Audi¬ 
ology 

Postgraduate Basic Course in 

. Ophthalmology 

Postgraduate Conference in EEXT 


Tulauo University School of Medicine, 1430 Tulnne Ave., Sew 
Orleans, La. 

A ™ r te‘" A ? ad< ™; of Ophthalmology and Otolaryngology, 
100 First Ave., Bldg., Rochester, Minn. 

At: Palmer House, Chicago, Ill. 


{ 


Slit Lamp and Gonioscopy 
Basic Science in Ophthalmology 


Instruction Courses 


Home Study Courses 

Ophthnlmologieal Study Council, 243 Charles St., Bostoi 
Mass. 

At: Harvard Medical School 
At: Portland, Me. 

B ?,rSt r c. Medical School Courses for Graduates, 25 Sha 
tuck St., Boston la, Mass. 


f Ophthalmology 
1 Otolaryngology 


PG Courses in Ophthalmology 
Lancaster Courses in Ophthalmology 
Anatomy of the Head and Neck 


At, Harvard and Massachusetts Eye and Ear Infirmary 


T Bcnnc^°SL!% B wn“V S 3?ass.or ^^“duate DlvMot 

"Dcfrolt 26/.Mteh C ° UcBC ° £ Mediclnc > KK St. Antoine 
At; Krcsge Eye Institute, Detroit, Mich, 
sfj County Society, 3S-40 Clinton St., Ner 

At- ?Mnn Tk M E u e /? nd Ear infirmary, Newark 
rnwn H ®P Campus, South Orange 
Columbia imh-mlty, m W. icsth St., New York, N. 3 

a!: fw m r ia4 S 5by 5 eliaQ iIe(J *cal Center 
At. Montohore Hospital 


References will be found on page 599. 


'Basic Sciences in Ophthalmology, 
Clinical Opthahnology and Ocular 
Pathology, Fundamentals in Re¬ 
fraction and Ocular Motility 
Histopatbology of the Ear, Nose and 
„ Throat 
'Ophthalmology 
Neuroophthalmology 
Ophthalmoscopy 
^Ophthalmology 


Basic Ophthalmology 


Ocular Therapy 
Ocular Pathology 

Otolaryngology PM 1 , Bronchoscopy 
Ophthalmology PM 62,Glaucoma 


October, 12 sessions, part time 
October, 8 weeks, part time 
October, 8 sessions, part time 

$ 40.00 
30.00 
20.00 

October, 2 months, full time 

230.00 

Arranged, 4 weeks, part time 
Arranged, 4 weeks, part time 

150.00 

100.00 

Arranged, 6 weeks, part time 
Arranged, C weeks, part time 

75.00 

175.00 


October 15-2G, full time 

October 8-December 1, full time 
October 29-November 19, part time 

200.00 

300.00 

50.00 

September 17-October 22, part time 

75.00 

December 10-12, full time 

September 17-October 22, part time 
October 9-December 8, part time 
October 9-December 6, part time 

40.00 

100.00 

150.00 

100.00 

October IG-November 13, part time 

200.00 

September 4-Deeember 21, part time 
July 30-August 4, 1 week 

250.00 

25.00- 

September 20, 1 day 

January 9, 1 day 

October to May, full time 

10.00 

10.00 

800.00 


September 12, 15 sessions 

25.00 

August 6-10, full time 

(Both parts) 
50.00 

January 29-March 18, 8 weeks, part 

30.00 

time 

October 30-Dccember 18, 8 weeks, 

30.00 

part time 

September 10-14, 1 week, full time 

Not given 

1st; of every week, full time 

50.00 

1st of every week, full time 

50.00 

July 1-Jnnuary 1 , 1952, 0 months, 

500.00 

full time 

October, 5 weeks, full time 

500.00 

October-June, 8 months, full time 

800.00 

November, l x A weeks, full time 

Not given 

November 2 G-December 1 and Decern- 

100.00 

her 3-8 

July 9-June 30 

500.00 

October 14-19, 1 week 

1.60 

September-June, 10 months, part 

30,00 

time 

each course 

September 29-March 1 


June-Septembcr, 11 weeks, full time 

300.00 

December 3-February 2, full time 

300.00 16 

September 24-March 1, full time 

700.00 10 

November 5-Deccmber 1, full time 

200.00 10 

October 15-November 9, part time 


November 2G-30, full time 

75.00 

November 2G-Deeember 21, part time 

50.00 

January 7-Februnry 3, part time 

75.00 

September, 9 months, full time 

900.00 

Arranged, 5 sessions, part time 

50.00 

Arranged, 10 sessions, part time 

ioo.oo 

October S-2G, part time 

250.00 

October 15-Deeember 10 , part time 

30.00 
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J.A.M.A., June 9, 1951 


Postgraduate Continuation Courses for Physicians—July J, 1951 to Jan. 15, 1952 _ Continued 


Institution 


Title ot Course Schedule ot Course 

OPHTHALMOLOGY AND OTOLARYNGOLOGY—Continued 


Registration Tee 
and/or Tuition 


At: art. Sinai Hospital 


At: Columhin-Presbyterian JMedlcal Center 


Jolqt Committee on Post-Graduate Education, 1313 Bedford 
Are., Brooklyn 1 G, N. Y. M 
At: Jewish Sanitarium and Hospital for Chronic 
Diseases 


New York Polyclinic Medical School and Hospital, 345 W. 
50th St, New York 39, N. Y. 


f Ophthalmology PM SO, Slit Lamp 
Microscopy of the Living Eye 
Otorhfnology PM 30, Rhinoplasty 
and Otoplasty 

Ophthalmology PM 31, Ophthalmic 
Surgery 

Ophthalmology PM 32, Refraction 
and Extraocular Muscles 
Ophthalmology PM 33, Glaucoma 
and the Pharmacology of the 
Autonomic Nervous System 
Ophthalmology PM 34, Histopnthol- 
ogy of the Eye 

Ophthalmology PJI 35, Bacteriology 
of the Eye and External Diseases 
' Ophthalmology PM 56, Embryology 
of the Eye 

Ophthalmology PM 37, Physiologi¬ 
cal Optics 

Ophthalmology PM 38, Ophthalmo¬ 
scopy Advanced 

Ophthalmology PM 40, Techniques 
of Systematic Examination of the 
Eye and Functional Testing 
Otolaryngology PM 30, Practical 
Pathology of the Ear 
Ophthalmology PM SOB, Ophthalmo¬ 
scopy in General Practice 
Ophthalmology PM 42, Medical 
L Ophthalmology 
Otolaryngology PM 10 , Advanced 
Otolaryngology 


Ophthalmoscopy 

r Opcraffve Ophthalmology (Cadaver) 
Otolaryngology and Ophthalmology 
Otolaryngology and Ophthalmology 
Including Cadaver RENT and Re¬ 
fraction 
Refraction 

Advanced Otology 30 
Ophthalmology, Including Cadaver 
Ophthalmology and Refraction 
Motor Anomalies 
4 Operative Otology (Cadaver) 
Operative Nose and Throat (Cada¬ 
ver) 

Seimnur in Ophthalmology and Oto¬ 
laryngology 
Clinical Ophthalmology 


New York University Post-Graduate 31edlcnl School, 477 First 
Ave., New York 1 G, N. Y. 

At: Bellevue Hospital 


At: University Hospital 


At: Bellevue aDd University Hospitals 


University of Pennsylv 
Philadelphia 4, Pa. 


ania Graduate School of Medicine, 


Clinical Otolaryngology 


(Clinical Ophthalmology and Oto- 
l laryngology 


/-57G-A Ophthalmology 

5712- A Practical Office Procedures 

67I3-A Ocular Therapeutics 

5713- B Ocular Therapeutics 

5714- A Histopathology 

5714-B Histopathology 

591- A Intensive Course in Basic Sci¬ 
ences 

592- A Histopathology of the Ear, 
Nose and Throat 

693-A Basic Sciences of Otorhino¬ 
laryngology , 

59G-A Anatomy of Head, Neck ana 
Thorax for Otolary’ngologlsts 

575-A Differential Diagnosis with the 
Slit Lamp (for Specialists) 

,573-A Ophthalmic Neurology (for 
j Specialists) _ , _ 

1 674-A Surgery of the Eye (for Spe¬ 


cialists) _ 

577- A External Diseases of the Eye 
(for Specialists) 

578- A Ocular Expressions of Systemic 
Disease 80 

579- A Neuro-Ophthalmology 

5710- A Perimetry 

5711- A Ophthalmoscopy 

5713-B Ocular Therapeutics 

5724-B Histopathology 8 ; 

594-A Endaural Surgery** 

597-A Neuro-Anatomy, NeUTO-PtrtSi- 
olovv and Neuro-Otology su 


Otolaryngology 

Ophthalmology 


October 24-Decembcr 12, part time $ iQ.oo 
Any 3 months, full time 250.00 

September 26-Dccember 19, part time 90.00 
October 5’De cember 28, part time 80.00 
September 27-November 15, part time 20.00 

October S-December 20 , part time 55.00 

October 8-December 24, part time 45.00 

October 24-December 12, part time 40,00 
October 8-December 17, part time 45,00 

October 24-December 12, part time 40.00 
September J9-December 19, part time 25.00 

October 9-No vember 1C, part time 50.00 

September 27-Dcceinber 27, part time 25.00 

September 11-December 18, part time 25.00 

Any 3 consecutive months, lull 150.00 

time 


October, 8 sessions, part time 
Arranged, 4 weeks, part time 
October 1 , 9 months, full time 
October and January, 3 months, 
full time 

Arranged, 4 weeks, part time 
Arranged, 2 weeks, part time 
Arranged, 3 months, part time 

Arranged, 4 weeks, part time 
Arranged, 4 weeks, part time 
Arranged, 4 weeks, part time 

Arranged, 5 days, full time 

Arranged, 6 weeks or 3 months, 
part time 

Arranged, G weeks or 3 months, 
pan time 

Arranged, G weeks or 3 months, 
full time 

October I-June 14, full time 
July 16-20, part time 
July 23-27, part time 
January 14-18, part time 
July 23-27, part time 
January 14-18, part time 
September 10-21, part time 

September 10-21, part time 

September 24-June 13, full time 

September 24-Noveraber 2, part time 


November 5-9, part time 


November 12-16, part time „ 

October 29-November 3, full time 
November 6-9, part time 


20.00 

100.00 

1,000.00 

600.00 


100.00 

250.00 

500.00 

50.00 

300.00 

350.00 

50.00 

75.00 6 wks. 
100.00 3 mos. 
100.00 6 WkS. 
150.00 3 mos. 
150.00 6 WkS. 
250.00 3 mos. 
700.00 
50.00 
50,00 
60.00 
200.00 
100.00 
75.00 

75.00 
700.00 ' 
150.00 


75.00 


100.00 

75.00 


je r 12 - 1 G, part time 

IS, part time 
13, part time 
- 20 , part time 
y 14-18, part time 
Tx.ia nfirl time 


50.00 

50.00 

60.00 

60,00 

60.00 

100.00 

200.00 

75.00 


October to May, full time 
October to May, full time 


800.00 

800.00 


University of Texas 
A Hermann Profess- 
At: M. D. Anders 


,T Medicine, 207 
exas 

Research 


At: Shannon West Texas Memorial Hospital 

Virginia Society of Ophthalmology and Otolaryngology, 
Charlottesville, Va. 

At: Richmond, Va. 


Common Diseases of the Eyes, Ears, 
Nose and Throat 

Common Diseases of the Eyes, Ears, 
Nose and Throat 


Postgraduate Course in Ophthalmol¬ 
ogy and Otolaryngology 


September 27,10 sessions, part time 
September 27, 10 sessions, pert time 


November 27-30, full time 


25.00 
to 35.00 


References will be found on page 599. 
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Postgraduate Continuation Courses for Physichns-My 1, 1951 to Jan. 15, 1952-Continued 


Institution 

CoSSesc oi Medical Evangelists, 312 X. Boyle Ave., Los 
Angeles 33, Calif. 

Northwestern University Medical School, 303 E. Chicago 
Ave., Chicago 11, HI. 

Tulane University of Louisiana School of Medicine, 1430 
Tulane Ave., New Orleans, La. 

Harvard Medical School, Courses for Graduates, 25 Shat- 
tuck St., Boston 15, Mass. 

At: Children's Hospital 

At; Massachusetts General Hospital 

At: Children’s and Massachusetts General Hospitals 

Columbia University, C30 YV. 168th St., Sew YoTk, N. Y. 

At: Hospital for Joint Diseases 

New York Medical College, Flower and Fifth Ave. Hospitals, 
20 E. 100th St., New York 20, N. Y. 

New York Polyclinic Medical School and Hospital, 345 IV. 
fiOth St., New York, N. Y. 

New York University Post-Graduate Medical School, 477 First 
Ave., New York 10, N. Y. 

At; Bellevue and Umverslty Hospitals 


University of Pennsylvania Graduate School of Medicine, 
Philadelphia 4, Pa. 


Title of Course 


Schedule of Course 


Registration Fee 
and/or Tuition 


ORTHOPEDIC SURGERY 

Diseases of Injuries of Bones and 

July 9-30, full time 

?!00.00 

. Joints 



Basic Science Course in Orthopaedics 

January-Junc, full time 

600.00 

Basic Science as Applied to Ortho¬ 

September 1, 5 months 

300.00 

pedics 



Orthopedic Surgery 1 

July 1-Jnne CO, throughout the year, 

800.00 16 

by arrangement, full time 17 

for 32 


Orthopedic Surgery 2 
Orthopedic Surgery 3 


Orthopedic Surgery PM SO, Survey 
of the Essentials of Orthopedics 

Orthopedics in General Practice 

Orthopedics of the Foot 

‘Orthopedic Surgery for General Sur¬ 
geons 

Operative Orthopedics (Cadaver) 

Advanced Orthopedics of the Foot 

551- A Basic Sciences in Relation to 
Orthopedic Surgery 

552- A Orthopedics in General Practice 

553- A Anatomy for Orthopedic Sur¬ 
geons 

Orthopedics 

PATHOLOGY 


July 1-June 30, throughout the year, 
by arrangement, full time 18 

July 1-June 30, throughout the year, 
by arrangement, full time 17 


November, 1 week, full time 
Arranged, 8 sessions 
Arranged, 3 months, part time 

Arranged, 5 periods, part time 
Arranged, 8 periods, part time 


January 2-June 28, full time 

October 15-20, full time 
January 7-12, full time 

October to May, full time 


months 
800.00 10 
for 12 
months 
800.00 16 
for 12 
months 


September 27-December 13, part time 100.00 


60.00 

100.00 

75.00 

100.00 

100.00 


450.00 


100.00 

75.00 


800.00 


The Surgeon General’s Office, Dept, ot the Army, Washing¬ 
ton 23, D. C. 


At: Armed Forces Institute of Pathology, 7th St. and 
Independence Ave., S. IV., Washington 25, D. C. 


Cook County Graduate School oi Medicine, 427 S. Honore 
St., Chicago 12, III. 


Michael Reese Hospital Postgraduate School, 20th St. and 
Ellis Ave., Chicago 1(5, III. 

University ot Maryland School of Medicine, Lombard and 
Greene Sts., Baltimore 1, Md. 

Harvard Medical School, Courses for Graduates, 23 Shut- 
tuck St., Boston 15, Mass. 

At: Free Hospital for Women 


lVaync University College of Medicine, 1512 St. Antoine St., 
Detroit 20, Mich. 

Essex^ County Medical Society, 3S-40 Clinton St., Xcwark, 

At: Scion Hall Campus, South Orange, N. J. 

Columbia University. (530 W. lOStb St., New York, 25. T. 

At: Mt. Sinai Hospital 

f, 1 ;' AMedical College, Flower and Fifth Ave. Hospitals, 
20 E. 100th St., Xcw Tork 29, X. X. 


Nc ™,J’Sr k £olydlnic Medical School and Hospital, 245 W. 
50th St., Xew York 19, X. T. 


New York University Fost-Grndunte Medical School, 477 First 
Ave., hew York Id, X. y. 

At: University and Bellevue Hospitals 


At: University Hospital 
At: Lenox Hill Hospital 

lT Tlnsro t r!«°ri?i kl v h0,n! l-., S;ci ’ 001 0( Medicine and University 
Hospitals, Oklahoma City, Okla. 

U Wnsh« °* VC ** hla * i0Q Sch001 of Medicine, Seattle 5, 
References will be feund on page 599 , 


rlonlzing Radiation Injury 
Thermal and Chemical Injuries of 
Tissue 

J Pathology of Diseases Peculiar to 
Aviation and Submarine Medicine 
Medical Legal Aspects of Military 
„ Medicine 

rl2 Month Department Course in 
Gross and Surgical Pathology 
12 Month Course in Gross and Micro¬ 
scopic Pathology 

G Month Clinical Course in Gross 
and Surgical Pathology 
Personal Course in Surgical Pathol¬ 
ogy on Selective Subjects 
Personal Course in Surgical Pathol¬ 
ogy 

Personal Course in Pathology and 
. Laboratory Medicine 
Pathologic Diagnosis 

f Neuropathology 
(Pathology 


Pathology of Obstetrics and Gyne¬ 
cology 

Histopathology of Ear, Nose and 
Throat 

Neuropathology 

Pathology of Parasitic Diseases 
.Gynecologic Pathology 


( Surgical Pathology 
(. Gynecological Pathology 

Pathology PM 30, General ODd Spe¬ 
cial Pathology 
fPathology 
1 Clinical Pathology 

{ Surgical Pathology 
Urological Pathology 
Blood Transfusions 
Pathology 
Pathology 

Pathology for Surgeons - 


595;A Pathology of the Head and 
Neck 

‘441-A Gynecological Pathology (For 
Specialists) 

,442-A Pathology 

Pathology for Surgeons 
»o7-A Histopathology for Gynecol- 
. ogists 

Postgraduate Course in Surgical 
Pathology 

Review for Specialty Boards 
Oncology 


September 3-7, full time None 53 « 1<c 

September 24-28, full time None 13 ’ 1 ** 

October 22-26, full time None 1 ®* 1 ** 


December 3*7, full time None 13 * 14c 

By appointment, full time 900.00 

By appointment, full time 500.00 

By appointment, full time 500.00 

By appointment, 1 or 2 weeks, 15.00 

full time per hour 

By appointment, every month, 2 150.00 2 wks. 

or 4 weeks, full time 250.00 4 wks. 

September 12, 10 sessions, part time 100.00 

September, 10 weeks, part time 50.00 

Arranged, G months, full time 200.00 3 

Arranged, G month s, full time 150.00 


January 3-Mny 15, 20 sessions, 350.00 10 

part time 

December, 12 weeks, part time 25.00 

December, 12 weeks, part time 50.00 

September, 12 weeks, part time 50.00 

December, 12 weeks, part time 50.00 


Arranged, 30 sessions, part time 200.00 

Arranged, 3G sessions, part time 300.00 

September 29-January 5, part time 00.00 


Arranged, 36 weeks, part timo ■ 200.00 

Arranged, 20 hours 100.00 

Arranged, 3 months, part time 300.00 

Arranged, 3 months, part time 50.00 

Arranged, 2 weeks, part time 300.00 

Arranged, 3 months, part time 300.00 

Arranged, 12 months, part time 1,000.00 

Arranged, 1 month, part time 300.00 


November 19-December 14, part time 300.00 


September 19-January 2, part time 300.00 

September 38-December 27, part time 200.00 

October 29-Deeembcr 10, part time 50.00 
October 30-Deeember 11, part time 50.00 

October-Deeember, 30 sessions, part 50.00 

time 

Arranged, part time None 

Arranged, 12 months, full time None 38 
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Postgraduate Continuation Courses for Physicians—July 1, 1951 to Jan. 15, 1952—Continued 


Institution 


Stanford University School of Medicine, 2393 Sacramento 
St., Son Francisco, Calif. 

At: Stanford Hospital 


Cook County Graduate School of Medicine, 427 S. Honore 
St., Chicago 12, Ill. 


Children’s Memorial Hospital, 707 TV. Fullerton Are., Chi- 
cago 14, Ill. 

State University of Iowa College of Medicine, Iowa City, 
Iowa 

Harvard Medical School, Courses for Graduates, 25 Shat* 
tuck St., Boston 15, Mass. 

At: Massachusetts General Hospital 
At: Childrens Hospital 

Tufts College Medical School, Postgraduate Division, 30 
Bennet St., Boston 11, Mass. 

Essex County Medical Society. 38-10 Clinton St., Newark, 
N. J. 

At: Newark City Hospital 

Colombia University, G30 TV. 168th St., New York, N. Y. 

At: Mt. Sinai Hospital 

Joint Committee on Post-Graduate Education, 1313 Bedford 
Are., Brooklyn 16, N. 1\ 23 
At: Beth El Hospital 
At: Kings County Hospital 


New York Medical College, Flower and Fifth Ave Hospitals, 
20 E. 106th St., New York 29, N. Y, 

New York Polyclinic Medical School and Hospital, 345 TV. 
50th St., New York 19, N. Y. 

New York University Post-Graduate Medical School, 477 First 
Ave., New Y r ork 10, N. Y. 

At: University Hospital 


At: Willard Parker Hospital 
At: Bellevue and University Hospitals 
Southern Pediatric Seminar, Saluda, N. O. 


University of Oklahoma School of Medicine and University 
Hospitals, Oklahoma City, Okla. s0 
University of Pennsylvania Graduate School of Medicine, 
Philadelphia 4, Pa. 


Wayne University College of Medicine, 1512 St. Antoine St., 
Detroit 20, Mich. 

New York Medical College, Flower and Fifth Ave. Hospitals, 
20 E. 100 th St., New York 29, N. Y. 


Title of Course 

PEDIATRICS 


Schedule of Course 


Registration Fee 
and/or Tuition 


Pediatrics 

r2 Week Personal Course in Cerebral 
Palsy 

12 Month Department Course fn 
< Pediatrics 

Informal Refresher Course in Clini¬ 
cal Pediatrics 

..Personal Course In Pediatrics 
Postgraduate Course in Pediatrics 


September 10-14, part time 
July 30, 2 weeks, full time 

<laly I, full time 

Every week, 2 or 4 weeks, full time 00.00 2 wkg. 

September 2 G, 10 sessions, part time *^*80 00* S 
October 1-27 Joaoo 


§ 75.00 
150.00 

750.00 


Pedfatries Postgraduate Conference October, 2 days, full time 


5.00 8 


Pediatrics 1 
Pediatrics 2 
Pediatrics 


October 1-May 29, full time 800 . 00 ’® 

September 4-Deceinber 21 , full time 50o!o0’« 
October 22-Xorember 3, full time 75.00 


Pediatrics Arranged, 20 sessions, part time 100.00 

Pediatrics PM 30, Clinical Pediatrics' October 11-Deecmber 20, part time 8000 

Pediatrics PM 31, Allergy In Children October 12-Dccember 14, part time 40.00 


Clinical Pediatrics 
Applied Immunologic Procedures 
Children 

'Clinical Pediatries 

.Pediatric Allergy Course I 
Pediatrics 


October, 6% weeks, part time 
In October, 8 weeks, part time 

Continuously, 1, 3, G, 9 or 12 
months, full time 
October-March, part time 
Arranged, 4 weeks, part time 


30.00 

20.00 

350.00 10 


300.00 

75.00 


'631-A Clinical Pediatrics 
G12-A Clinical Pediatrics 
G14-A Review of Clinical Pediatrics 
.G18-A Pediatric Cardiology 
617-A Communicable Diseases 


October 15-December 21, part time 
October 8-Novembcr 2, full time 
September 10-15, full time 
September 17-21, full time 
January 14-18, full time 


125.00 

150.00 

G0.Q0 

75.00 

60.00 


GUO-A Pediatrics 

Southern Pediatric Seminar (Pedi¬ 
atrics and Obstetrics) 


September 24-September 20, 12 
months, full time 
Pediatrics—July 1G-28 
Obstetrics—July 30-August 4 


Postgraduate Course in General September 24-26, full time 
Pediatrics 

Pediatrics October to May, full time 


700.00 

40.00 

25.00 

50.00 for both 
15.00 

800.00 


PHARMACOLOGY 

Recent Developments in Pharmacol- September, 12 weeks, part time 25.00 

ogy and Therapeutics 

Applied Pharmacology und Thera- Arranged, 20 hours , part time 300.00 

peutlcs 


College of Medical Evangelists, 312 N. Boyle Ave., Los 
Angeles 33, Calif. 

The Surgeon General’s Office, Dept, of the Army, Washing¬ 
ton 25, D. C. 

At: Let term an Army Hospital, Son Francisco, Calif. 

At: Walter Reed Army Hospital, Anny Medical Center, 
Washington 32, D. C. 

American Congress of Physical Medicine, 30 N. Michigan 
Ave., Chicago 2, Ill. 

At: Shirley-Savoy Hotel, Denver, Colo. 

University of Minnesota, Center for Continuation Study, 
Minneapolis 14, Minn. 

Columbia University, G30 W. lGSth St., New York, X. Y. 

At; Mt. Sinai Hospital 

Joint Committee on Post-Graduate Education, 1313 Bedford 
Ave., Brooklyn 16, N. Y. 23 

At: Jewish Sanitarium and Hospital for Chronic 
Diseases 

At: Kings County Hospital 

New York Polyclinic Medical School and Hospital, 345 TV. 
5Gth St., New York, N. Y. 

New York University Post-Graduate Medical School, 477 First 
Ave., New York 16, N. Y. 


At:- Bellevue, University Hosps. and Institute of Physi¬ 
cal Medicine and Rehabilitation 


University of Pennsylvania Graduate School of Medicine, 
Philadelphia 4, Pa. 


PHYSICAL MEDICINE 

Physical Medicine October 3-Novcmber 21, part time 30.00 


Physical Medicine and Rehabllitn- November 12-35, full time 

Physical Medicine in Conjunction December 8, full time 

with General Surgery ix » x,b 


None 

None 


Physical Medicine and Rehabilitation 
Physical Medicine and Rehabilitation 
for General Physicians 

Physical Medicine PM B0, Physical 
Therapy in General Practice 


September 4-7, full time 
September 27-29, 3 days, full tim« 


October 2-January 31, part time 


Clinical Rehabilitation October, 10 tvocfcs, part time 

Physical Medicine and Rehabilitation °etober, 6 weeks, part time 
Physical Medicine Arranged, 4 necks, part time 


35.00 

20.00 


S5.00 


30.00 

20.00 

100,00 


-G21-A Physical Medicine and Rehabili¬ 
tation , .... 

G2 1-B Physical Medicine and Rehabili¬ 
tation 

622-A Physical Medicine and Rehabili¬ 


tation 

323-A Physical Medicine and Rehabili¬ 
tation 

Ifn/RMnn nnrl Pphflhlll- 


t. tation 
Physical Medicine 


September 24-June 14, 9 months, 
full time 

January 14 -Octobcr 11, 9 months, 
full time 

Arranged, 12 or 24 weeks, full time 
September 10-October 29, full time 
January 24-Febmnry 23, full time 
Oetober to May, full time 


700.00 

700,00 

200.00 32 wks. 
400.00 24 wks. 
200.00 

200,00 

800.00 


References will be found on page 599. 
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Postgraduate Continuation Courses jar Physicians-hdy 1, 1951 to J^JS, ^SJ-Contmued^ 


Institution 


University of Colorado School of Medicine, 4200 East Ninth 
Ave., Denver 7, Colorado 

CooV County Graduate School of Medicine, if! S, Honore 
St., Chicago 12, HI. 

Columbia University, 630 W. KWh St., New Toth, S. T. 

At: Mt. Sinai Hospital 


New York Medical College, Flower md Fifth Ave. Hospitals, 
20 E. 100th St., Sew York 29, k. Y. 


Mew York University Post-Graduate Medical School, 477 First 
' Ave., New York 16, S. T. 

At: University Hospital 


Title of Coarse 
PHYSIOLOGY 
Pathological Physiology 

Clinical Physiology—A Basic Course 


Physiology Pit 30, Physiology of the 
Digestive Tract 

-Physiology of the Cardio-Vaseulnr 
System and Blood 
Physiology and Respiration 
Physiology of the Nervous System 
Physiology of the Special Senses 
Physiology of the Endocrine System 
Physiology and Chemistry of the 
Gastrointestinal Tract Digestion 
-Applied Physiology 


SfJO-A Normal and Pathological 
Physiology Functional and Chemi¬ 
cal Aspects 


Registration Fee 
and/or Tuition 


Schedule of Course 

September-Dccember, part time $ 2S.00 

October 4, 10 sessions, part time 100.00 

October 17-Dccember 21, part time 40.00 

Arranged, i month, part time 75.00 

Arranged, 1 month, part time 75.0 0 

Arranged, 2 weeks, part time 50.00 

Arranged, 1 month, part time 75.00 

Arranged, 1 month, part time 75.00 

Arranged, 1 month, part time 150.00 

Arranged, 36 hours, part time 300.00 

September 10-21, full time 115.00 


physiological chemistry 


(-Intermediary Metaholism 

Wayne University College of Medicine, 1512 St. Antoine St., Catalysts 

Detroit 26, Mich. J hnnev ot Medical v 


J Survey of Medical Chemistry 
Special Topics 

(.Seminar in Physiological Chemistry 


December, 12 weeks, part time 15.00 

September, 12 weeks, part time 15.00 

September, 12 weeks, part time 15.00 

September, 12 weeks, part time 15.00 

Quarterly, 12 week.?, part time 15.00 


Illinois Masonic Hospital, 636 Wellington Are., Chicago 14, 
Hi. 

University ot Pennsylvania Graduate School of Medicine, 
Philadelphia 4, Pa. 


University of Colorado School of Medicine, 4200 E. 0th Ave., 
Denver, Colo.* 0 

Orthopaedic Hospital, Los Angeles, Calif.' 0 

Georgia Warm Springs Foundation, Warm Springs, G». 10 

Children's Medina) Center, 300 longwood Are., Boston, 
Mass." 1 

D. T. Watson School of Physiatries, Leetsdale, Pa. 10 


PLASTIC SURGERY 

Introduction to Reconstructive Surg¬ 
ery of Nasal Septum and External 
Pyramid 

Prosthetics 


POLIOMYELITIS 

Recent Advances in Infectious Dis¬ 
eases, Including Poliomyelitis 

Poliomyelitis: Team Approach to 
Total Care 

Care ot Acute and Convalescent 
Poliomyelitis 

Poliomyelitis 


Essentials in Care of Acute Polio¬ 
myelitis 


October H3, full time 150.00 

October to May, full time 800.00 

December, 2H days, full time 20.00 

October 22-25, lull time 35.00 ‘ 

1st Monday In duly, October aDd None 
January, 1 week 

August 6-10, I week, full time 50.00 

Each summer, 0 days 10.00 


College of Medical Evangelists, 312 N. Boyle Ave., Dos 
Angeles 33, C'3lif. 

Cook County Graduate School of Medicine, 427 S. Honore 
St., Chicago 12, 111. 


Tufts College Medical School, Postgraduate Division, 
Bcnnct St., Boston 11, Mass. 


PROCTOLOGY 

Proctology 


Lecture and Cadaver Course in Proc¬ 
tology 


30 Proctology 1 


Essex County Medical Society, 35-tO Clinton St., Newark, 
At: Newark City Hospital 

Joint Committee on Post-Graduate Education, 1313 Bedford 
Ave.. Brooklyn 10, X. Y.=° 

At: Jewish Hospital 


‘ V »th8L, New York isfft*' 1 ' 00 ' “ d Hospital, 345 W. 


Office Proctology 


Proctology 

'Proctology, — rv-,-.' ■. 

Operative Pm •. ,t • ;■ ■ 
Clinical Proe: *. ■. 
oiogy 

Clinical Proctology 
} Clinical and Cadaver Proctology 
CClmicnl Gastroenterology 


January 3-5farch G, uatt time 50.00 

October 10, November 16 and Jana- 75.00 
ary 9, 5 sessions, part time 

October 22-20, full time 40.00 


Arranged, 12 sessions, part time 300.00 


October, 6 weeks, part time 40.00 

October and January, G weeks, 200.00 

part time 

October and January, G weeks, 100.00 

part time 

Arranged, 6 weeks, part time 75.00 

Arranged, G weeks, part time 275.00 

Arranged, G weeks, part time 75.0a 


^ AtlnMn t ^Ga^ 0a ^^ Communicable Disease Center, 


Deferences wlif tie found on p^ge 599. 


PUBLIC HEALTH 

(Laboratory Diagnosis of Bacterial 
Diseases, General Bacteriology 
Part 1 

Laboratory Diagnosis of Paracjtie 
Diseases, Part 1 Intestinal Para- 
. sites 

(Laboratory Diagnosis of Virus Dis- 
r case? 

General Bacteriology Part 2 
Parasitic Diseases, Port 2 Blood 
Parasites 

Laboratory Diagnosis of Enteric 
Disease, Port I Introductory En- 
. term Bacteriology 


August 27-September 7, full timo None 

September 3-21, full time None 

September 3-28, l«]i time None 

September 10-21, full time None 

September 24-October 12, full time None 

September 24-2S, full time None 
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Postgraduate Continuation Courses for Physicians—July }, 1951 to Jan. 15, 1952 _ Continued 


Institution 


U. S, Public Health Service, Communicable Disease Center, 
Atlanta, Ga. 


Tulane University oi Louisiana, 1480 Tulane Are., New 
Orleans, Ln. 

Johns Hopkins University School of Hygiene and Public 
Health, G15 N. "Wolfe St., Baltimore 5, Md. 

Harvard School of Public Health, 05 Shattuek St., Boston 
10, Mass. 

University of Minnesota, School of Public Health, Minne¬ 
apolis 14, Minn. 

Albany Medical College, 47 New Scotland Arc., Albany, N. Y. 

At: Albany, Buffalo, Rochester, Poughkeepsie and 
Syracuse 

Columbia University School of Public Health, GOO W. 168th 
St., New York 32, N. Y. 


University of Pittsburgh School of Public Health, Pitts- 
burgh, Pa. 

At: Municipal Hospital 


The Surgeon General’s Office, Dept, of the Army, Washing¬ 
ton 25, D. C. 

At: Pit 2 shnons Army Hospital, Denver, Colo. 

American College of Chest Physicians, 500 N. Dearborn St,, 
Chicago, III. 

At: St. Clair Hotel, Chicago 

At: Hotel New Yorker, New York 

Cook County Graduate School of Medicine, 427 S. Honore 
St., Chicago 12, Ill. 

Michael Reese Hospital Postgraduate School, 20th St. and 
JBilis Are., Chicago 20, HI. 

University of Minnesota, Center for Continuation Study, 
Minneapolis 14, Minn. 

Columbia University, 630 W. IGSth St., New York, N. Y. 

At: Mt Sinai Hospital 

New York Medical College, Flower and Fifth Ave. Hospitals, 
20 E. 106th St., New York 20, N. Y. 

At: Municipal Sanitarium, Otisville, N. Y. 

New York University Postgraduate Medical School, 477 First 
Ave., New York 16, N, Y. 

Southwestern Society of General Physicians, Madeira, Ohio 

At: Hotel Gibson, Cincinnati, Ohio" 

University of Oregon Medical School, 3181 S. W. Sam Jock- 
son Park Road, Portland I, Ore. 


College of Medical Evangelists, 312 N. Boyle Ave., Los 
Angeles 23, Calif. 

University of Southern California, University Park, Los 
Angeles 7, Calif. „ , 

At: Los Angeles County Hospital 
The Surgeon General's Office, Dept, of the Array, Washing- 

^AtrNvaiter Reed Array Hospital, Amy Medical Center, 
Washington 12, D. O. 


Title of Course 

PUBLIC HEALTH—Continued 

'Part 2 Advanced Enteric Bacteri¬ 
ology 

Laboratory Diagnosis of Robies 
Laboratory Diagnosis of Virus Dis¬ 
eases 

Laboratory Diagnosis of Parasitic 
Diseases 

Laboratory Diagnosis of Bacterial 
Diseases 

Laboratory Diagnosis of Mycotic 
Diseases 

Laboratory Diagnosis of Tubercu¬ 
losis 41 

Clinical Chemistry Part 1, Introduc¬ 
tory and General Procedures 
Laboratory Diagnosis of Mycotic 
Diseases 

Laboratory Diagnosis of Tubercu- 
< losis 41 

Clinical Chemistry Part* 2, Quanti¬ 
tative Anatysis 

Laboratory Diagnosis of Mycotic 
Diseases Part 2, Systemic Fungi 
Laboratory Diagnosis of Malaria 
Identification of Medically Important 
Arthropods 

Typing of Corynebacterium Dipb- 
then'ae 

Phage Typing of Salmonella Typhosn 
S eroJogic Diagnosis of Rickcttslnl 
Diseases 

Virus Isolation and Identification 
Techniques 

Laboratory Diagnosis of Influenza 
Advanced Quantitative Analyses In 
Clinical Chemistry 
^Toxicology 

Master of Public Health (Tropical 
Medicine) 

Public Health 2S 

Public Health 

Public Health 


Extension Course In Public Health 

Public Health (Master of PH) 

Hospital Administration (Master of 
Science) 


Public Health Practice, Occupational 
Health, Hospital Administration 


PULMONARY DISEASE 


Pulmonary Diseases ll » 14b 


Postgraduate Course In Dfseoses of 
the Chest 

Postgraduate Course In Diseases of 
the Chest 

Personal Course in the Techninue of 
Physical Examination and Diag¬ 
nosis of the Chest 

Recent Advances in Diseases of the 
Chest 

Diseases of the Chest for General 
Physicians 

Diseases of the Chest 

Diseases of the Chest 

Pulmonary Tuberculosis 

&32-A Pulmonary Diseases in Rela¬ 
tion to Industry 

Infectious Disease of Respiratory 
Tract 

Diseases of the Chest 

RADIOLOGY 

Roentgenology 


Cardiac Roentgenology £841 


Postgraduate Radiology n,J4b 


Schedule of Course 

Registration Fee 
and/or Tuition 

October 1-12, lull time 

None 

October 1-5, full time 

None 

October 6-12, lull time 

None 

October 22 - 2 6, full time 

None 

October 22-20, full time 

None 

October 29-Xovember 2, full time 

None 

October 29-Noveinbcr 2, full time 

None 

October 29-Norember 2, full time 

None 

November 5-10, full time 

None 

November 5-10, November 19-30, 
full time 

None 

November 5-16, full time 

None 

November 19-30, full time 

None 

Arranged, 2 weeks, full time 

Nose 

Arranged, 2 weeks, full time 

None 

Arranged, 1 week, full time 

None 

Arranged, 1 week, full time 

None 

Arranged, 1 week, full time 

None 

Arranged, 2-4 weeks, full time 

None 

Arranged, 1 week, full time 

None 

Arranged, 1 week, full time 

None 

Arranged, 1 week, full time 

None 

September 13-May 21, full time 

§500.00 

September 27-May 2S, full time 

800.00 

September 24, 8 months 

800.00 

Oetober-Jnne 

90.00 5 

Continuously, 0 days, port time 

25.00 

September 23, 8 months, full time 

060.00 

September 23, 8 months, full time 

060.00 

Septerober-Jime, 9 months 

600.00 
per year 


September 24-28, lull time 

None 

September 24-29, full time 

50.00 

November 12-17, full time 

50.00 

September 19, 8 sessions, part time 

G0.00 

Fall, 1951, 10 sessions, part time 

50.00 

October 18-20, 3 days, full time 

20.00 

October 16-Deeember 11, part time 
October and November, part time 

60.00 

100.00 

Arranged, 3 weeks, full time 

To be announced, full time, 

5 days 

175.00 

60.00 

December 9, 1 day, full time 

10.00 

October 29-31, full time 

30.00 

October 2-June 3, part time 

100,00 

Arranged, 6 months, full time 

500.00 

September 10-11, full time 

Nona 


References will be found on page 599. 





| Vol. 146, No, 6 


POSTGRADUATE COURSES 


597 


Postgraduate Continuation Courses jor Physicians-]uly 1, 1951 to Jan. 15, 1952^on,mued 


Institution 


Title ot Course Schedule ot Course 

RADIOLOGY—Continued 


Registration Fee 
and/or Tuition 


Cook County Graduate School of Medicine, 427 S. Honors 
St., Chicago 12, M, 


C12 Month Course in Diagnostic Roent¬ 
genology and X-ray therapy 
S Month Course in Diagnostic Roent¬ 
genology , 

Routine Clinical Course In Diagnostic 
Roentgenology and Fluoroscopy 
- ■> Week Clinical and Didactic Course 
in Diagnostic Roentgenology and 
Fluoroscopy . m 

High and Loiv Voltage X-ray Therapy 


Clinical Interpretation of X-ray Find- 
L tags 


By appointment, full time $750.00 

By appointment, full time 500.00 

3d Monday of every month, 70.00 

2 weeks, full time 

1st Monday of each month, _ 325.00 

2 weeks, full time 

1st of every week, 1 or more 00.00 * 3 

weeks, full time 2 wks. 

September 20, 10 sessions, part time 80.00 


Harvard Medical School, Courses for Graduates, 25 Shat- 
tuek St., Boston 15, Mass. 

At: Peter Bent Brigham Hospital 

At: Massachusetts General Hospital 

At: Boston City Hospital 


General Radiology 1 
General Radiology 2 
General Radiology 3 


At: Childrens Hospital 

Wayne University College of Medicine, 1512 St. Antoine St., 
Detroit 26, Mich. 

At: Receiving Hospital 

University of Minnesota, Center lor Continuation Study, 
Minneapolis 14, Minn. 

Essex County Medical Society, 3S-40 Clinton St., Xewark, 
X. J. 

At: Seton Hall Dnlv. 

Columbia University, 030 W. lGStb St., Sew Fork, N. Y. 

At: Mt. Sinai Hospital 

At: Hospital for Joint Diseases 


Pediatric Radiology 


Medical X-Ray Conference 
Roentgenology of the Chest for 
Radiologists 


Diagnostic Roentgenology 

Radiology PM 30, Introduction to 
Xuclear Physics for Physicians 
Radiology PM SO, Roentgenographlc 
Interpretation of the Diseases of 
Bones and Joints 


Joint Committee on Post-Graduate Education, 1313 Bedford 
Avc., Brooklyn 16, X. Y. SI 
At: Jewish Sanitarium and Hospital for Chronic 
Diseases 

At: Jewish Hospital 


Xew Tork Medical College, Flower and Fifth Avc. Hospitals, 
20 E. lOGtft St., New York 23, X. Y. 


Few York Polyclinic Medical School and Hospital, 343 IV, J 
GOth St., Xew York 10, X. Y. ] 


Clinical. Radiology 

X-ray Diagnosis 
Diagnostic Roentgenology 
Radium and Roentgen Therapy 
"Roentgenological Interpretation and 
Technique 

Advanced Diagnostic Roentgenology 
j'i • : • ■ ' .■ ■ and Radi- 


Practical Course in Superficial and 
j Deep X-ray Therapy 
LAdvanced Course in Radiotherapy 


Xew York University Post-Graduate Medical School, 477 First 
Ave., Xew York 30, X. Y. 


At: Bellevue and University Hospitals 


American Roentgen Ray Society, Germantown Hospital, 
Philadelphia 44, Pa. 

At: Shorehnm Hotel, Washington, D. C. 

University of Pennsylvania Graduate School of Medicine, 
Philadelphia 4, Pa. 


'G51-A Diagnostic Radiology for Gen¬ 
eral Practitioners 

C51-B Diagnostic Radiology for Gen¬ 
eral Practitioners 
652 -A Diagnostic Radiology 
C53-A Radiology, Basic Sciences 
,035-A Hadiopbysics 


Instructional Courses 
Radiology 


July 1-June 30, throughout the 150.00 ’a 

year, 1 month, full time per month 

July 1-June 30, throughout the 150.00 10 

year, 1 month, full time per month 

July 1-June 30, throughout the 150.00 10 

year, 1 month, full time per month 

July 1-June 30, throughout the 150.00 18 

year, I month, full time per month 


Quarterly, 12 weeks, part time 15.00 

October 20-Xovembei 3, full time 35.00 

Arranged, 14 sessions, part time 300.00 

October 10-Februnry 19, part time 60.00 
October 3-December 19, part time 150.00 


October, 10 sessions, part time 20.00 

October, 10 sessions, part time 20.00 

Arranged, C weeks, part time 150.00 

Arranged, C weeks, part time 150.00 

October and January, 3 months, 300.00 

full time 

October and January, 3 months, 300.00 

full time 

October BDd January, 12 months, 1,000.00 
iul] time 

Arranged, 4 weeks, part time 100.00 

Arranged, 4 weeks, part lime 100.00 

October 5-May 23, part time 100,00 

October 3-Mny 7, part time 100.00 

September 17-December 7, part time 100.00 
September 24-.Tune 14, lull time 700.00 

October 23-Februnry 10, part time 75.00 

September, 4 days 5.00° 

October to May, full time 800.00 


College of Medical Evangelists, 312 X. Boyle Ave., Los 
Angeles 33, Calif. 

Stanford University School of Medicine, 239S Sacramento 
St., San Francisco, Calif.' 0 
At: Stantord Hospital 
At: San Francisco Hospital 

Surgeon General’s Office, Dept, of the Army, Washing¬ 
ton d. c. 

At: Brooke Army Hospital, Brooke Army Medical Con- 
ter, Fort Sam Houston, Texas 

■41;, Valter Reed Army Hospital, Army Medical Center, 
11 ashlngton 12, D, C. 


SURGERY 

Traumatic Surgery 

General Surgery 
General Surgery 

General Surgery 
General Surgery 


October 2-December 13, part time 

September 10-14, part time 
September 10-14, part time 

October 1-5, full time 
December s-7, full time 


C St k , Chicago ScbQo1 01 * Medicinc > i2r s ■ Honoi 


References will bs found on gage 539. 


'Intensive 2 Weeks Course in Surgi¬ 
cal Technique 

4 Week Course iu Surgical Technique, 
Clinical Surgery, Surgical Anatomy, 
Pre- and Post-Operative Manage¬ 
ment 

2 Week Personal Course in General 
Surgery 

1 Week Personal Course in Surgery 
oi Colon and Rectum 

2 Week- Course in Surgical Anatomy 
on the Cadaver, Clinical Surgery, 
Pre- and Post-Operative Manage¬ 
ment 


1 11 eeK i-ersonal Course in Breast 
■ and Thyroid Surgery 


July 0 , 23, Aug. C, 20, Sept. 10, 24, 
Oct. 8, 22, Xov. 5, 20 , lull time 
July 9 , Aug. 0, Sept. 10, Oct. S 
and Xov. 5, lull time 


September 24, lull time 

September 17, October 15 and Xo- 
vember 20 , lull time 
July 23, Aug. 20, Sept. 24, Oct 22 
and Xov. 19, full time 


October 1, full time 


50.00 

75.00 

75.00 

None 

None 

200.00 

300.00 

250.00 

300.00 

350.00 

150.00 
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Postgraduate Continuation Courses for Physicians—July 1 > 1951 to Jan. 15, 1952—Continued 


Institution 


Title o i Course 


Cook County Graduate School of Medicine, 4*27 S. Honore 
St., Chicago 12, Ill. 


Harvard Medical School, Courses for Graduates, 25 Shat- 
tuck St., Boston 15, Mass. 

At: Massachusetts General Hospital 


SURGERY—Continued 

10 Hour Personal Course In Gall¬ 
bladder Surgery 

2 Week Intensive Review Course 
Considering Basic Principles In 
General Surgery 

1 Week Personal Course in Esopha¬ 
geal Surgery 

Personal Course in Thoracic Surgery 
1 Week Personal Course in Thoracic 
Surgery 

Personal Course in Surgical Path¬ 
ology, Gross and Microscopic 
Surgical Anatomy on the Cadaver 
Personal Course in Clinical Surgery 
Surgical Technique with Practice 
Personal Course in Surgical Diag¬ 
nosis, Pre- and Post-Operative Man¬ 
agement 

Basic Principles Concerned ia Gen¬ 
eral Surgery 

Practical and Didactic Course in 
Proctoscopy and Sigmoidoscopy 

10 Hour Course in the Treatment of 
Varicose Veins 

10 Hour Course in the Treatment of 
Varicose Veins 

Personal Course in Esophageal Sur- 
l gory 


Experimental and Clinical Surgery 


University of Michigan Medical School, Dept, of Postgradu¬ 
ate Medicine, Ann Arbor, Mich. 

At: University Hospital 

Wayne University College of Medicine, 1512 St. Antoine St., 
Detroit 20, Mieh. 

University of Minnesota, Center for Continuation Study, 
Minneapolis 14, Minn. 

Essex County Medical Society, 38-40 Clinton St., Newark, 
N. J. 


At: Newark City Hospital 

At: Kessler Institute for Rehabilitation, West Orange, 
N. J. 


Clinical Exercises for Practitioners 
Surgery Seminar 

Practures and Traumatic Surgery 
for General Physicians 


'Surgical Technique and Principles of 
Abdominal Surgery 
Surgery of the Autonomic Nervous 
System 

J51-G Surgical Anatomy of the Chest 
Amputations 


Columbia University, 030 W. 103th St., New York, N. Y. 

At: Mt. Sinai Hospital 

Joint Committee on Post-Graduate Education, 1813 Bedford 
Ave., Brooklyn 10, N. Y. 23 
At: St. John’s Episcopal Hospital 


New York Medical College, Flower and Fifth Ave. Hospitals, 
20 E. 106th St., New York 29, N. Y. 


Surgery PM 30, Surgery of the Gas¬ 
trointestinal Tract 


Office Surgery 

{ Surgical Aspects of Peripheral Vas¬ 
cular Diseases 
Gastrointestinal Surgery 
Peritoneoscopy 
Surgical Technique 
Thoracic Surgery 


New York Polyclinic Medical School and Hospital, 345 W. 
50th St., New York 19, N. Y. 


New York University Post-Graduate Medical School, 477 First 
Ave., New York 10, N. Y- 


At: Bellevue and University Hospitals 


At: Beekman-Downtown, Bellevue, University and 
Gouveneur Hospitals 

At: Beekman-Downtown Hospital 

At: Bellevue Hospital 


'Combined Surgical Course, Including 
Cadaver Surgery and Gynecology 
Clinical Surgery 

■s Clinical and Operative (Cadaver) 
Surgery 

Traumatic Surgery, Including Gen¬ 
eral Surgery, Orthopedic Surgery 
v and Physical Medicine 


'5910-A Surgery of the Head and 
Neck 30 

G00-A Anatomy and Physiology of 
the Autonomic Nervous System and 
Their Clinical Application 

GG1-A Review of General Surgery 
(for Specialists) 

GG3-A Recent Advances in Surgery 

*•.005-A Surgery 

GGG-A Diagnosis and Treatment of 
Trauma 


GG10-A Trauma of the Genitourinary 
System 

GGll-A Pitfalls in Internal Fixation 
of Fractures (for Specialists) 



|_ , t T»S~.. SO 

.! V ■. ■ 


ol 


University of Oklahoma School of Medicine and University 
Hospitals, Oklahoma City, Okla. _ 

AC Hillcrest Hospital, Tulsa Postgraduate Course in 

Surgery 

University of Oregon Medical School, 31S1 S. W. Sam Jack- General Surgery 
son Park Road, Portland 1, Ore. 

University of Pennsylvania Graduate School of Medicine, General Surgery 
Philadelphia 4, Pa. 


General 


Schedule of Course 


Registration Fee 
and/or Tuition 


October 22, full time 
September 10 , full time 


MOO.oo 

200.00 


October 15, full time 150.00 

September 12, 10 sessions, part time 100 on 
October 8, full time 100.00 

October 8, 10 sessions, part time' 100.00 

October 4, 10 sessions, part time PS 00 

September 20, 10 sessions, part time 15000 
September S, 10 sessions, part time 200.00 
September 19, 10 sessions, part time loooo 


September 14, lo sessions, part time 100.00 


July 10, Aug. 7, 28, Sept. 25, Oct. 
23, Nov. 20 and Jan. 15, 3 sessions, 
part time 

Every Monday, 2 days, full time 


00.00 


40.00 


1st and 3d Wednesday each month, 
part time 

October 2 , 10 sessions, part time 


40.00 

150.00 


September 17-Septcmber 1G, 32 800 00 18 

months, full time 41 

October to December, part time 25.00 

Quarterly, 12 weeks, part time 15.00 

November 8 - 10 , full time 20.00 


Arranged, 17 sessions, part time, 200.00 

Monday or Friday 

Arranged, 8 sessions, part time 100.00 

Arranged, 32 sessions, part time 150.00 

Arranged, 10 sessions, part time 200,00 


October 15-November 9, full time 150.00 


October, 8 sessions, part time 20.00 

Arranged 200.00 

Arranged 200.00 

Arranged 100.00 

Arranged, 50 hours 375.00 

October 29-November 27, 3 weeks, 325.00 

full time 

October and January, 3 months, 350.00 

full time 

October and January, G weeks, 300,00 

full time 

October and January, 0 weeks, 200.00 

full time 

Arranged, 2 months, part time 200.00 


January 7-12, full time 
January 14-19, full time 


100,00 

150.00 


September 24-October 20, full time 

September 10-22, full time 
September 2l-June 14, full time 

December 3-S, full time 

September 11-October 10, part time 

November 12-17, full time 

October 8-12, full time 
January 14-18, full time 


300.00 

200.00 

700.00 

100.00 

50.00 

100.00 

100.00 

125.00 


October 3-5, full time 


15.00 


November 5-9, full time 
October to May, full time 


References will he found on page 599. 
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Postgraduate Continuation Courses for Physicians—My 1, 1951 to Jan. IS, 1952—Continued 


Institution • 

Title of Course 

Schedule of Course 


THERAPY 



Registration Tee 
and/or Tuition 


Columbia University, 630 W. 168tb St., New York, N. Y. 

At-. Ut. Sinai Hospital 

University ot Texas Postgraduate School ot Medicine, 207 
A Hermann Professional Bldg., Houston, Texas 
At- Robert B. Green Memorial Hospital 


Medicine PM <4, Recent Advances In 
Therapy 

Modem Therapeutics 


October 17-December 5, part time 
October 26, 25 sessions, part ttma 


$ 35.00 

25.00 


UROLOGY 


College ot Medical Evangelists, 312 N. Boyla Are., Los 
Angeles 33, Calit. 

■ Btanlord University School ot Medicine. 2393 Sacramento 
St., San Francisco, Calif. 44 
At: Stanford Hospital 

Cook County Graduate School ot Medicine, 427 8. Honore 
St., Chicago 12, III. 

American Urological Association, 102-110 Second Aye., Roches- 

tC At* li Hotel Windsor, Montreal, Quebec 43 
At: los Angeles, Calif. 411 

Joint Committee on Post-Graduate Education, 1313 Bedlord 
Avc., Brooklyn 16, N. Y. ,a „ _ „ 

At: State University College ot Medicine at N. Y. O. 
New York Polyclinic Medical School and Hospital, 345 W. 
50th St., New York 19, N. Y. 

New York University Post-Graduate Medical School, 4<7 First 
Ave., Sew York 16, N. Y. 

At: Bellevue and University Hospitals 


University ot Pennsylvania Graduate School oi Medicine, 
Philadelphia 4, Pa. 


General Urology 
Genito-Urinary Diseases 


Urology tor General Practitioners 
2 -Week Intensive Course In Urology 


Graduate Seminar on Urology 
Urological Postgraduate Convention 


Urology 

Urology 


6672-A Urology 
< 674-A Refresher 
. Urology 
Urology 




Course in Basic 


V. S. Public Health Service Medical Center, Hot Springs 
National Park, Ark. 


V. B. Public Health Service, Atlanta, Ga. 


Wayne University College ot Medicine, 1312 St. Antoine St., 
Detroit 26, Minn. 

At: Soclnl Hygiene Clinic 

Institute lor the Study of Venereal Disease of the Univer¬ 
sity of Pennsylvania, 3!th and Locust Sts., Philadelphia 
4, Pa. 


VENEREAL DISEASE 

Venereal Disease Postgraduate Course 

'Laboratory Diagnosis of Syphilis 

Preparation and Standardization of 
Serologic Reagents Used in the 
. Laboratory Diagnosis of Syphilis 


Conference on Venereal Disease 
'6 Months Essential Basic Training 
Course 

4 Week Intensive Review Course 
3 Week Intensive Review Course 
.10 Day Refresher Course 


January 2-Pebruary 27, part time 
November 12-16, part time 


September 10-14, part time 
September 24, full time 


January 7-12, 5 days 
November, 5 days 


October, 1 month, part time 
October 1, 8 months, /nil time 


September 24-June 14, full time 
November 12-17, full time 

October to May, lull time 


October 15-20, full time 
September 10-21 

October 22-November 2, full timo 
November 5-23, loll time 


Quarterly, 12 weeks, part timo 
Arranged, lull time 

Arranged, full time 
Arranged, full time 
Arranged, full time 


35.00 

50.00 


75.00 

225.00 


50.00 

60.00 


60.00 

600.00 


700.00 

60.00 

$ 00.00 


None 

None 

None 

None 


15.00 

Arranged 

Arranged 

Arranged 

Arranged 


1. $5,00 for all of the courses. 

2. Tentative course. 


3. Plus $10.00 laboratory tee. 

4. Physicians may apply to National Foun¬ 
dation for Infantile Paralysis for financial 
assistance to attend course. 

5. Rcddents. Non-residents $225.00 plus inci¬ 
dental fees of about $143.00 for both residents 
and non-residents. 


C, Free to residents of radiology. 

7. For members of medical society and A. 
M. A. $30.00 to non-members, 

8. Iowa State Pediatric Society members. 
Non-members $10.00. Sponsored by Iowa State 
Pediatric Society in conjunction with U-Iowa. 

9. Surgety $910.00. 

10. For 1 month, $250.00 for 3 months, S450.00 
for 6 months, $030.00 for 9 months and $850.00 
for 12 months. 


II. Attendance encouraged from Regula 
f«ve and National Guard medical office 
act ve duty with the Armed Forces; R 
and National Guard medical officers, wit 
Armed lorces, not on active duty, at r 
pense to the government, and civilians 
expense to the government, 

’p Attendance limited to Regular R 

BcirutaVn' 1 -’ Gu ” rd a v™ y 1BCdical officer 
s 1 * - Kcsmc and National Guard Air 
medical officers on active duty. 25 snares 
able ot each hospital P res 

.3 dtf«>dnnco limited to Regular R 
Navy°and*Air Force 

tm£ to e“ch"etess afaiU ' bte bRsi5 ' ltoi ’ 
24 . *-*'* * 

he to 

the opening dateof‘the'cou~“ th pf 

(a) Applications from Armv Medico: 
vets on active duty only will b 
warded to the Office of the So 
General Attention-. Personnel »h 
Larccr .Management Branch. 

<t» Army Medical Officers not on 
duty and civilian physicians Shot 


forwarded through channels to the 
Commander of the installation offering 
the course- Applications will be ap¬ 
proved on a space available basis. 

(c) Personnel from other federal agencies. 
Applications should be made through 
chntmeis as appropriately announced by 
each agency. 

15. Stated 2 week period may be followed by 
additional studies at $100 per week. Course also 
may be taken by Philadelphia area physicians 
on G consecutive Thursdays, 3 0 hours, at $350.00, 

1G. In addition to tuition fee indicated there 
Is a .$5.00 registration fee -which covers all 
courses taken within a 12 month period- 

17. Course may be taken 1 to 12 months. 
Tuition prorated accordingly. 

16. Course may be taken 3-12 months. Tui¬ 
tion prorated accordingly. 

10. Tor those who find it desirable to spend 
a shorter period ot time tban 3 year, arrange¬ 
ments may be made to take this course from 
1 to 0 months it facilities permit. Derm, and 
Syph. 2. 


20. For physicians residing outside ot Cleve 
land, $20.00 for those residing in Cleveland 
interns no charge. 

21. 1 st year. $100.00 each successive year. 

22. Special training courses in Y. T>, Menta 

M d a-° Health, Hospitals Adminis 
* « S arc At Inunistration. 

23. Of the Medical Society of tbe County o 
Kings and State University College of Mcdicim 


T’, 1 ? 1 '? 1 Society and Kansas Stat 
Board of Health also sponsoring. 

25. Menningcr Foundation, Winter Veteran 
Administration Hospital, Topeka State h," 
pital and Kansas State Board of Health am 
Kansas Medical Society sponsoring. 

spLorf JetWy Sta,e Dept - of Health nls, 


— outgiuai itesiaents. 
23. Or any 4 weeks, $125.00 each week. 

30. For Specialists. 


basis 

32 

of 

Sch< 

cine. 




..higan Department 

Michigan Medical 
College ot Medi- 

33. Co-sponsorship of Washington Stats 
Medical Ass’n. and Washington Dept, of 
Health. 

3L Sponsored by American Fsychoanalytic 
Ass n.. New York. 

35, Advanced Candidates in training only. 

30. Open only to Physicians who have been 
formally approved and accepted for training by 
the Admissions Committee of the Philadelphia 
Psychoanalytic Institute. 

37. Bingham Associates Fund, Contributing 
agencies. b 

3S. There may be available fellowship endow¬ 
ment stipends for bona-fide pathology resi- 
dents There has been in tbe past and may bo 
possible in the future. ’ 00 

A! ~° sponsored by Oklahoma State Dept, 
ot Health. 

fot 0 'ra I f n n C ,n° P w ati ? n , with National Foundation 
for Infantile Paralysis. 

41. In cooperation with Division of Tuber- 
culosis. Bureau of S’tate Services, USPHS. 

42. Xo charge for room and board. 

■* 3 ' 4 "weeks $HO.O0, 1 month $ 200.00 and * 
months $300.00. v uua “ 

44 . Under special circumstances student may 
begin on a date other tban September 17 and 
may be admitted for a period ot 6 to 
months. 

45. ^ Sponsored by Northeastern section of the 
American Urological Ass’n., Buffalo, X. Y, 

Soricty P L nS A red by 1,05 An!rc,es Hrologfcal 

Bo T ard S rSh hy USPHS nnd State 

48. Course given by Hahnemann Medical Col- 
lege, Dept, ol Cardiology, Philadelphia. 

PubIie C HeaUh. SOred by SaD FrBnClSC0 Dept ‘ 01 
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MEDICAL LITERATURE ABSTRACTS 


AMERICAN 


A.M.A. Am. J. Diseases Child., Chicago 

81:313-464 (March) 1951 

•Familial Leukemia: Report of Leukemia in Five Siblings, with Brief 
Review of Genetic Aspects of this Disease. R. C. Anderson.—p. 313. 

Adrenal Cortex Extract in Pediatrics: Possible Effect on Respiratory Sys¬ 
tem of Newborn. R. W. Provenzano, P. McGovern, R. Schultz and 
J. Hester.—p. 323. 

Prevention of Minor Skin Irritation (Miliaria) and Impetigo in Newborn. 

J. Glaser, M. L. Thompson and T. D. Benson.—p. 329. 

•Adverse Mercurial Reactions in Form of Acrodynia and Related Condi¬ 
tions. J. Warkany and D. M. Hubbard.—p, 335. 

Cleidocranial Dysostosis Syndrome: Report of Case in Negro Child 
Exhibiting Retarded Growth. R. B. Scott and L. O. Banks.—p. 394. 

Dermatomyositis with Nephritis in Negro Child. J. E. Bradley, M. E. 
Drake and H. P. Mack.—p. 403. 

Mixed Tumor of Liver: Report of Case with Review of Literature. D. H. 
Milman and D. M. Grayzel.—p. 408. 

Familial Leukemia.—A family is reported on in which five of 
eight siblings have had leukemia in early childhood. Except for 
a leukemoid reaction in another sibling, no other blood dis¬ 
orders, and only one case of cancer, are known among the 135 
near and distant relatives. A brief review is made of the litera¬ 
ture dealing with hereditary factors in leukemia. It appears that 
a genetic factor is often involved, but definite conclusions regard¬ 
ing the mode of inheritance would be premature. Workers gen¬ 
erally favor the idea of a low penetrance dominant gene, but 
such a family as the one reported on in this paper would sug¬ 
gest instead a rare recessive gene with high penetrance. It may 
well be that in leukemia, as in many other diseases, the mode 
of inheritance varies in different families, owing to differences 
in the predisposing genes themselves. There have been 39 pre¬ 
vious reports in the literature on the occurrence of multiple 
cases of leukemia within a single family but this is the first 
reported family with leukemia in more than three siblings. Vide- 
baek found that 8.1% of 209 leukemic patients had relatives 
with leukemia. 

Mercurials and Acrodynia.—Warkany and Hubbard suggest 
that exposure of hypersensitive children to mercury is the most 
important factor in the causation of infantile acrodynia. Expo¬ 
sure to mercury was demonstrated in 38 of 41 acrodynic chil¬ 
dren by the presence of the metal in their urine. In 23 of these 
children mild mercurous chloride (calomel), teething powders 
or anthelmintic tablets containing mild mercurous chloride, 
ammoniated mercury ointment and mercury bichloride used for 
rinsing diapers were ascertained to be the sources of mercury. 
Idiosyncrasy to mercury that manifests itself in acrodynia exists 
particularly in infants and small children, while older children 
and adults have a higher tolerance. There are undoubtedly other 
factors that lower tolerance, but they are unknown at present. 
Acrodynia is only one of the forms in which hypersensitivity 
to mercury can manifest itself. Acrodynia has some but not 
all the recognized manifestations of mercury poisoning. Tran¬ 
sitional states between acrodynia and various established forms 
of mercury poisoning exist. It is possible that metals, drugs and 
toxic substances other than mercury produce disease pictures 
resembling acrodynia. The effectiveness of dimercaprol (BAL) 
in the treatment of acrodynia could not be clearly demonstrated 
in the series of cases described. It is possible that in cases of 
long standing the effect is not so striking as in cases of acute 
mercury poisoning. 


The Association library lends periodicals to members of the Association 
and to individual subscribers in Continental United States and Canada 
for a period of five days. Three journals may be borrowed at a time. 
Periodicals are available from 1940 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied with 
stamps to cover postage (6 cents if one and 18 cents if three periodicals 
are requested). Periodicals published by the American Medical Associ¬ 
ation are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 

Titles marked with an asterisk (*) are abstracted. 


A. M. A. Arch. Dermaf. and Syphilology, Chicago 

63:289-408 (March) 1951 

F T lh f r lrh C , S t H Mechanism of Adhesive Tape Dermatitis. S. M Peek 
T. J. Michelfelder and L. L. Palitz.—p. 289. K ' 

interstitial Radium Therapy: Description of'short Intensive Technic 
C. F. Lehmann and J. L. Pipkin.—p. 312. iccnnic. 

Early Prognosis of Lupus Erythematosus Discoides. T. Cochrane .—d 323 

Neutrophils Resembling L. E. Cells in Artificial Blisters. J. B. Watson 
P. A. O Leary and'M. M. Hargraves.—p. 328. 

•Dermatitis and Secondary Leukoderma Due to Fabric-Lined Rubber 
Gloves: Report of Case. I. Botvinick.—p. 334 . 

Concurrent Infestation with Rare Mite and Infection with Common Der¬ 
matophyte. A. A. Fisher, A. G. Franks and M. Wolf.—p. 336. 

Rapid Permanent Staining and Mounting of Skin Scrapings and Hair 
M. A. Gordon.— p. 343 . 

Histopathology of Nodose Lesions of Lower Extremities. L. H. Winer. 
—p. 347. 

Seborrheic Keratosis and Verruca, with Special Reference to Melanotic 
Variety. S. W. Becker.—p. 358. 


Dermatitis and Leukoderma Due to Rubber Gloves.—For 
patients with so-called “housewife’s” eczema of the hands, der¬ 
matologists frequently recommend the use of cotton or fabric- 
lined rubber gloves for household chores. A recent experience 
suggests that this recommendation carries with it added risks. 
A housewife complained of an extremely pruritic dermatitis. 
It was learned that she had used bluettes® gloves in her.house- 
hold tasks. Patch tests were performed with portions of smooth 
blue rubber of the outer surface and the rubberized fabric of 
the inner surface. Results of the tests were positive. The derma¬ 
titis responded slowly to treatment. When the woman resumed 
her household tasks she wore cotton gloves under golden glo® 
(natural latex) gloves. This was followed by a flare-up. Dryness 
and superficial scaling of the hands were evident. Blotchy areas 
of erythema appeared on the face a few hours before the pa¬ 
tient’s admission to the hospital. On the second day she mani¬ 
fested a generalized pruritic, erythematous, urticarial rash and 
became extremely disturbed emotionally, to the point of re¬ 
quiring restraints. The patient was treated for varying periods 
with oral diphenhydramine hydrochloride, doxylamine (de- 
capryn®) succinate, chloral hydrate, codeine, meperidine 
(demerol®) hydrochloride, colloidal and coal tar solution baths, 
wet dressings with aluminum acetate solution in 1 to 15 
dilution, 1% salicylic acid in petrolatum and one fever treat¬ 
ment with intravenously administered typhoid vaccine. It was 
concluded that the patient had a contact dermatitis and derma¬ 
titis medicamentosa and that diphenhydramine hydrochloride 
was responsible for the emotional disturbance. Later, scattered 
areas of leukoderma developed at the sites where the dermatitis 
had been severest and at the sites of the patch tests. Six months 
later, repigmentation was noticeable. It was found that one of 
the bluettes® contained monobenzyl ether hydroquinone, which 
is the only compound used in the manufacture of rubber ar¬ 
ticles that has been reported to produce' transitory leukoderma. 


Anesthesiology, New York 

12:1-134 (Jan.) 1951. Partial Index 

Physiology of Pain: Abnormal Neuron States in Causalgia and Related 
Phenomena. R. W. Gerard.—p. 1. 

Clinical Evaluation of Some New Curare Preparations. D. W. Hcssel- 
schwerdt, E. L. Rusitia and S. C. Cullen.—p. 14. 

Use of Hyaluronidase in Regional Nerve Blocks. J. E. Eckenhoff and 
C. K. Kirby.—p. 27. T _ . 

Manually Assisted and Controlled Respiration: Its Use During Inhal¬ 
ation Anesthesia for Maintenance of Near-Normal Physiologic State— 
Review W G. Watrous, F. E. Davis and B. M. Anderson.—p. 33. 

Syncurine' in’Endotracheal Intubation. P. I. Bailey and J. F. Murphy. 

Fff7r P t of Intravenous Pentothal Sodium With or Without Inhalation of 
Oxygen on Liver Function. C. H. Walton, J. Saidamando and W. M. 

Peridural” Anesthesia in Thoracic Surgery: Review of 677 Cases. O B. 
Crawford P Ottosen, W. W. Buckingham and C. A. Brasher.—p. 73. 

Blood Transfusion Reactions from Apparently Compatible Blood. M. M. 

Bloo™ Los7During Surgical Operations. J. J. Bonica and C. S. Lyter. 
—p. 90. 
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Blood, New York 


6:101-194 (Feb.) 1951 


Chronic Hemolytic Anemia with Erythrocyte Fragility to Cold and Acid. 

S. H. Liu.—p. 101. - • ■ • 

Limitation of Hemolysis in Experimental 
to Depletion of Complement and Isoan 

tinni on Dobs Given Successive Trans.^.-.- . ■ 

Cells Tagged with Radioactive Iron. R. M. Christian, W. B. Stewar , 
C. L. Yuile and others.—p. 142. . „ .,. . 

rhotinesterase of Erythrocytes in Anemias. J. C. Sabine, p. 151. 
Comparisons Between Bone Marrow Differentials Prepared from Par- 
deles and from Random Samples of Aspirate and Determinations of 
the Diludon of Aspirate with Peripheral Blood Utilizing Radioactive 
Phnsohorus (P ; >1). R. s. Fadem and I. Berlin.—p. 160. 

Chemical Studies of Normal and Leukemic Bone Marrow. A. A. Dietz 
and B. Steinberg.—P- 115. 

Journal of Investigative Dermatology, Baltimore 
16:71-118 (Feb.) 1951 

Comparison in Treatment of Acne Vulgaris. T. Pasicczny and P. Grant. 

Local" Injections of Streptomycin with Intracaine and Epinephrine in 
Treatment of Cutaneous Tuberculosis: Report of Three Cases. P. D. 
Foster.—p. 75. _ . -- 

Procaine Penicillin in Early Yaws. F. N. Gmmaraes.-p. 77 
Improved Method for Separation of Epidermis of Laboratory Animals. 

P Flesch, A. M. Kligman and G. D. Baldridge.—p. 81. 

Effects of App\ications of Various Substances on Epidermis of Rat. 

E. O. Butcher.—p. 85. „ . 

Effect of X-Radiation on Experimentally Produced Cutaneous Sensi¬ 
tivity. S. G. Cohen, L. D. Mayer and L. H. Criep.—p. 91. 

Use of Hyaluronidase by Iontophoresis in Treatment of Generalized 
Scleroderma. R. J. Popkin.—p. 97. 

Oxidative Inactivation of Poison Ivy Allergens by Peroxidase. I. W. 
Sizer.—p. 103. 

Observations on Biotin. F. Kalz, V. A. Krai and R. R, Forsey.—p. 111. 


Michigan State Medical Society Journal, Lansing 
50:145-224 (Feb.) 1951 

Treatment of Epilepsy. F. A. Gibbs.—p. 145. 

•Late Effects of Cerebral Birth Injury. C. F. McKhann, W. D. Belnap 
and C. S. Beck.—p. 149. 

Prevention of Behavior Problems in Pediatric Practice. L. F. Hill. 
—p. 153. 

Neutogcnic Hypertension: Chemical Approaches to Its Amelioration. 

F. F. Yonkman.—p. 160. 

Aneurysms and Arteriovenous Fistulas. H. B. Shumacker Jr.—-p. 168. 
•Role of Adrenal Cortex in Certain Peritoneal. Pleural and Pericardia! 
Effusions. R. C. Moehlig and A. J. Steinbach.—p. 114. 

Late Effects of Cerebral Birth Injury.—Over half of 419 chil¬ 
dren who had mental retardation, convulsive disorders, and 
cerebral paisy, singly or in combination, had a history sugges¬ 
tive of birth injury, while in about one of six cases the difficulty 
could be traced to postnatal injury. In only one out of six did 
the findings suggest a hereditary or congenital defect as the 
cause of neurological difficulty. Excluding cases of severe idiocy, 
172 cases of probable birth injury were studied by pneumoen¬ 
cephalography, electroencephalography, and psychometric ex¬ 
amination. Premature separation of the placenta, placenta previa, 
kernicterus, prematurity, oversized infant, toxemia, and maternal 
illness are listed as probable causative and contributory factors 
in the prenatal period, whereas “heavy” anesthesia and sedation) 
prolonged labor, the use of oxytocics, breech delivery, cesarean 
section, cord defects (prolapse, tightening about the neck, or 
holding back the head), the use of high forceps, and precipitous 
delivery arc the probable causative factors at the time of birth. 
Sedation and heavy anesthesia appeared as possible causes of 
175o of birth injuries. Second in prominence was a story of 
the head being held back by the nurse or intern until the phy¬ 
sician arrived. This is a common practice. Cortical atrophy 
revealed in pneumoencephalograms is accepted as presumptive 
evidence that the brain was injured following complete forma¬ 
tion. This finding, together with changes attributable to organic 
isease in the electroencephalographic tracings, was present in 
almost ail patients with a known history of birth injury and in 
an unsuspectedly large number of other children in whom the 
istory was obscure. Decreased cerebral blood flow was present 
m cases in whom gliosis might have followed cerebral injury. 
Behavior disorders in children without retardation, spasticity, 
or convulsions appear to be possible sequelae of milder degrees 
of cerebral injury at birth. 


Role of Adrenal Cortex in Peritoneal, Pleural, and Pericardial 
Effusions.—Moehlig and Steinbach present a hypothesis to ex¬ 
plain certain peritoneal, pleurai, and pericardial effusions, which 
are found in Meigs’ syndrome of ovarian fibroma, some cases 
of severe hypothyroidism, intestinal lipodystrophy (Whipple’s 
disease), and Addison’s disease. This hypothesis assumes that 
adrenal cortical deficiency is present in all of these syndromes 
and that this in turn produces disturbances of the serosal layer 
in these diseases. Embryologic relationships suggest why the 
adrenal cortex influences the development and function of the 
mesothelium, and it is already known that the adrenal cortex 
influences the development and function of other mesodermal 
structures, namely, the epithelium of most of the urogenital 
organs, and the striated muscles, both skeletal and cardiac. As 
evidence in support of their hypothesis the authors cite the fol¬ 
lowing observations. A case of severe hypothyroidism with 
tremendous ascites and hydrothorax cleared up completely with 
the administration of adequate dosage of thyroid substance. 
Since patients with untreated myxedema show an inadequate 
adrenal cortex response to pituitary adrenocorticotropic hor¬ 
mone (ACTH), the possibility arises that there Was adrenal cor¬ 
tical insufficiency in this case and that the administration of 
desiccated thyroid restored the capacity of the adrenal to re¬ 
spond to endogenous pituitary adrenocorticotropic hormone. 
This in turn may have corrected the mesothelial disturbance. 
In Whipple’s intestinal dystrophy too there are sometimes signs 
of increased pigmentation of the skin and hypotension sugges¬ 
tive of functional impairment of the adrenal cortex. The involve¬ 
ment of the mesothelial serous layers then could be due to 
changes in the electrolyte and water metabolism. The possible 
relationship of the adrenal cortex to intestinal absorption has 
been the subject of speculation in both Whipple’s disease and 
sprue, and some patients with Addison’s disease have steator¬ 
rhea as well as ascites, hydrothorax, and pericardial effusion. 

Ne>v England Journal of Medicine, Boston 

244:239-274 (Feb. 15) 1951 

Cardiac Manifestations of Friedreich’s Ataxia. A. S. Nadas, M. M. 

Alimurung and L. A. Sieracki.—p. 239. 

•Extreme Hypergiobulinemia in Subacute Hepatic Necrosis. H. J. Zimmer¬ 
man, P. Heller gnd R. P. Hill.—p. 245. 

Diagnostic and Therapeutic Problems in Benign Mediastinal Tumors. 

G. E. Lindskog and H. W. Kausel.—p. 250. 

Hospital Outbreak of Infections with Salmonella Newington. F. A. Neva, 

R. J. Nelson and M. Finland.— p. 252. 

Medicine as Social Instrument: The Hospital and the Community. P. 

R. Hawley.—p. 256. 

Extreme Hypergiobulinemia in Hepatic Necrosis.—A man, 
aged 36, was hospitalized because of jaundice of three weeks’ 
duration. No other symptoms were present, and the past medi¬ 
cal history shed no light on the present illness. A soft, rounddd, 
slightly tender liver edge was felt 3 cm. below the right costal 
margin. Laboratory tests disclosed extreme hypergiobulinemia 
and definite hypocholesteroiemia. Electrophoretic patterns of 
the serum revealed that the elevation of globulin was due almost 
entirely to the gamma globulin level. The highest value of 
gamma globulin previously reported was approximately 4 gm. 
per 100 cc. In the reported case the gamma globulin level was 
7.31 gm. per 100 cc. For about eight weeks the symptoms 
changed little, but then there was a turn for the worse and 
death followed nine days later. The anatomic diagnosis was 
subacute hepatic uecrosis with cirrhosis. Whenever extreme 
hypergiobulinemia has been described in liver disease, it has 
been associated with subacute hepatic necrosis or postnecrotic 
cirrhosis, on a presumed infectious or toxic basis. Whereas no 
case of Laennec's cirrhosis has been observed with serum 
globulin values above 6.12 gm. per 100 cc., four patients with 
postnecrotic cirrhosis have been described, in addition to the 
case described above, as having total protein values above 11 
gm. per 100 cc., or a globulin value above 8 gm. per 100 cc., 
or both. It is suggested that marked hypergiobulinemia repre¬ 
sents a mounting production of antiliver protein antibody that 
continues to cause necrosis of the liver. Judging by the few 
cases in which it has been seen, extreme hypergiobulinemia in 
liver disease indicates an unfavorable prognosis. 
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New Orleans Medical and Surgical Journal 

103:323-364 (Feb.) 1951 

Experiences with New Anticoagulant. G. VV. Alien and E. Huli.—p. 323. 
Tick Paralysis: Implicating Ambtyomma Maculatum. R. S, Paffenbarger 
Jr.—p. 329. 

Weakness of Lower Extremities as Complication of Pregnancy. H. W. 
Neumann.—p. 332. 

Management of Recent Nasal Injuries. F. L. Bryant.—p. 336. 
Management of Coccogenic Dermatoses. J. K. Howies.—p. 343. 
Malignant Lesions of Skin. J. W. Tedder.—p. 350. 

Pathologic Changes in Hematopoietic System Following Antilympho- 
matous Drugs. P. Pizzolato.—p. 353. 


New York State Journal of Medicine, New York 

51:425-560 (Feb. 15) 1951 

Clinical Results of Treatment of Cancer of Prostate. T. F. Howley. 
—p. 481. 

Diagnosis and Treatment of Testis Tumors. A. L. Dean.—p. 485. 
Anomalies of Kidney. M. Campbell.—p. 493. 

Urachal Cysts with Report of Two Cases. H. Engster.—p. 499. 
Conservative Surgery of Hydronephrosis. V. J. O’Conor.—p. 503. 
Modem Concepts of Diathermy. J. Weiss.—p. 506. 

Role of Physical Therapy in Rehabilitation. G. M. Raus.—p. 509. 
Water as Medium for Therapeutic Exercise. R. L. Bennett.—p. 513. 
Development of Care of the Orthopedically Handicapped in New York 
City. E. M. Bick.—p. 516. 

Role of Complete Surgery in Diseases of Pelvis. C. E. Clark and T. V. 
Judge.—p. 520. 

Leiomyosarcoma of Uterus. J. W. Tandatnick and J. I. Kushner.—p. 525. 
Migraine Headache: Analysis of 124 Cases Treated by Head-Traction 
Manipulation and Thiamin Chloride. M. M. Braaf.—p. 528. 


Ohio State Medical Journal, Columbus 

47:97-192 (Feb.) 1951 

Sickle Cell Anemia Simulating Rheumatic Fever in White Race. L. P. 

Caccamo and L. A. Strutner.—p. 121. 

Arterial Embolism—Report of Case. D. C. Caudill, M. T. Hoerner and 
O. Wright.—p. 125. 

Benzodioxane Test in Hypertension: Case Report with Autopsy Findings. 
R. L. Fulton.—p. 127. 

•Observations on 360 Cases ol Primary Syphilis (Treated with Penicillin 
Alone or with Penicillin plus Mapharsen® and Bismuth). E. H. 
Jones Jr.—p. 131. 

Cerebral Angiography. F. H. Mayfield, E. S. Lotspcich Jr., J. R. 

Simpson and C. R. Hunter.—p. 134. 

Mediastinal Hemangiofibroma: Case Report. J. V. Horst and O. A. 
Beatty.—p. 138. 

Carcinoma of Cervix in Pregnancy. R. R. Maier and M. Klein.—p. 139. 

Treatment of Primary Syphilis.—Of 360 patients with primary 
syphilis reported on, 268 were treated with penicillin and 92 
with penicillin plus neoarsphenamine (mapharsen®) and bis¬ 
muth. All the patients completed a minimum of six months of 
regular monthly follow-up. The median age of incidence was 
24 years. The sex ratio was 85 male patients to 15 female 
patients. There was a febrile Herxheimer reaction in 281 
patients. Not the presence, the height, or the absence of a 
febrile Herxheimer reaction was valuable for prediction of suc¬ 
cess or failure of treatment. In general the seronegative and 
low titer seropositive (earlier) primary syphilis patients had a 
better chance of successful treatment than those with high titers 
(later). In general the height of the serologic titer at the time of 
treatment was directly proportional to the length of time re¬ 
quired to attain seronegativity, but there were many exceptions 
to this generalization, as shown in one patient with a titer of 
1: 128 who took 24 months to achieve seronegativity. Early 
diagnosis, preferably by dark field test, is indispensable for good 
results. One week of penicillin therapy totaling up to 4,800,000 
units proved to be not enough for primary syphilis. In the 
author’s experience penicillin plus neoarsphenamine and bis¬ 
muth has proven somewhat more efficacious than penicillin 
alone, the penicillin in each instance being confined to one 
week of therapy and the bismuth and neoarsphenamine, when 
added, requiring eight additional weekly treatments. 

Psychoanalytic Quarterly, Albany, N. Y. 

20:1-164 (Jan.) 1951. Partial Index 

Technical Implications of Ego Psychology. H. Hartmann, p. 31. 

Early .Development of Ego: Identification in Infancy. I. Hendrick, 
—p. 44. 

Ego Psychology and Psychotherapy. M. M. Gill.—p. 62. 

Character and Resistance. R. Sterba. —p. 72. 

Traumatic Effect of Surgical Operations in Childhood on Integrative 
Functions of Ego. M. L. Miller.—p. 77. 


J.A.M.A., June 9, 1951 
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47:65-130 (Feb.) 1951 

L °r ® a . Ck p Pai "'' h Studies on Pain Intensity in Obstetrics Including 
Causes, Reactions and Methods of Control. C. T. Javert and J D 
Hardy.—p. 68 . * 1 

Id.: II. Urologic Aspects. E. White.—p. 75. 

Id.: HI. Neurologic Aspects. C. E. Patterson.—p. 78. 

Diagnostic and Therapeutic Nerve Block. R. C. L. Robertson —n 79 
Diagnosis of Upper Abdominal Pain. M. P. Kelsey.—p. 82. ' 

Hematuria: Its Significance and Management. H. M. Spence.— d. 86 
Bilateral Cortical Necrosis of Kidneys: Report of Two Cases and Con- 
Siderations of Pathogenesis. A. Smith and E. E. Muirhead.—p, 88 
Re Z?p gg' CUl ' : Etio,ogy and Differential Diagnosis. V. Vemiooten. 

Retropubic Prostatectomy. K. B. King and F. Fuqua.—p. lai. 

Sliding Internal Fixation in Fractures of Long Bones Allowing End-to- 
End Impaction. L. W. Breck.—p. 105. 

Surgical Repair of Scarring and Ulceration of the Anterior Tibial 
Surface. C. W. Tennison,—p. 108. 


Bilateral Cortical Necrosis of Kidneys.—The occurrence of bi¬ 
lateral cortical necrosis of the kidneys is reported in a woman 
aged 29, seven months pregnant, and in an infant with diarrhea 
and circulatory failure. Both patients died, and necropsy tvas 
performed. Both cases demonstrated the greater sensitivity of 
the outer zones of the renal cortex to the lesion of cortical 
necrosis. There was focal necrosis in the zone immediately 
adjacent to the medulla in both cases, and consequently the 
juxtamedullary zone was not completely spared. In the case 
of the woman necrosis of the blood vessels was revealed only 
within the necrotic areas, and no classic thrombosis was seen. 
The glomeruli within the necrotic areas were distinctly con¬ 
gested. This distention of glomerular capillaries by red blood 
cells precluded the primary occurrence of thrombosis within 
preglomerular arteries. These observations are in keeping with 
those cited in the literature. The pathogenesis of bilateral (sym¬ 
metrical) cortical necrosis of the kidneys is controversial. The 
condition is considered to result from ischemia, but various 
concepts of the cause of the ischemia have been advanced. Cor¬ 
tical necrosis was induced in rabbits by the injection of staphylo¬ 
coccic toxin into a peripheral vein and directly into the renal 
artery. Two major morphological changes, marked glomerular 
and postglomerular congestion, suggesting stasis, and cortical 
necrosis were noted. No thromboses or arterial necrosis outside 
the necrotic areas were observed. The thesis of Dunn and Mont¬ 
gomery, which considers cessation of glomerular blood flow as 
the cause of the ischemia, appears to be supported by these 
observations. It is suggested that the toxin causing damage to 
the glomerular membrane thereby effects a rapid escape of 
plasma fluid into the tubule and that postglomerular capillary 
stasis also may play a part in the mechanism of ischemia. The 
immediate cause of the glomerular damage was not elucidated 
in the authors’ experiments. Although cortical necrosis was 
produced readily, the same technique did not yield lower neph¬ 
ron nephrosis. These observations justify caution in ascribing 
Varying intensities of the same mechanism as operating m the 
pathogenesis of the two lesions. 


Western J. Surg., Obst. & Gynecology, Portland, Ore. 

59:49-96 (Feb.) 1951 

Experiences with Natural Childbirth: Report of 200 Cases from Private 
E Practice and Public Clinics, Including Four Sets of Twins. J. E. 

Dia e °“o^nd Treatment of Radiation Sickness in Atomic Warfare. E. 
Frotein eS FaT Sd^Ca'rbolfydrate' in' Etology of Eclampti/Toxemia. S. 

"sn 

Carcinoma and Menia gomyelocele: Re* 1 '* 

P T“~ra U nd aK Reportof Case. J. L. Slater and K. P. Russel.. 

Postoperative Vocal ^ or p d ^“ U ° B " od y' J/ d RcctmagiiSl Septum: Case 

oSSi .r SmM. A. C. KM.I.-P. <«- 
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Journal of Pathology and Bacteriology, Edinburgh 

62:501-676 (Oct.) 1950. Partial Index 


•Nature of Neurofibromatosis and Related Lesions, with Special Refer¬ 
ence to Certain Lesions of Bones: Illustrating Influence of Intrinsic 
Factors in Diseases when Development of Body is Abnormal. K. Inglis. 


Distribution of Haemolysta in Pathogenic and Non-Pathogenic Staphylo¬ 
cocci. S. D. Eiek and B. Lcvy.-p. 541. 

Pulmonary Haemosiderosis of Cardiac Origin. A. C. Lendrum.—p. 555. 
Te tanus Intoxication of Brain Stem in Rabbits. E. A. Wright, R. S. 

Morgan and G. P. Wright.—p. 569. . 

Solitary Plasmocytoma of Humerus in Mesothonum Worker. G. Lumb. 

Further ^Observations on Effect of Anterior Pituitary Extract in Alloxan 
Diabetes. R. F. Ogilvie.—p. 639. 


Neurofibromatosis and Related Lesions.—A case of generalized 
neurofibromatosis is described in which a malignant growth and 
spinal curvature were present in addition to the skin lesions. 
According to the hypothesis advanced in this paper, it is not 
neurofibromatosis as such that is inherited but a predisposition 
to the disease, a predisposition that is thought to influence the 
development of a great variety of lesions at the basic intrinsic 
factor level, a less varied group of lesions at the neural intrinsic 
factor level and a still more restricted group of lesions at the 
neurofibromatosis level. Lesions representative of all three levels 
may be present in the same person, and, as these lesions may 
lead to secondary ones, it may prove difficult to discover the 
etiology. Bone lesions, like spinal curvature, congenital pseud- 
arthrosis of the tibia and small size of certain individual bones, 
are thought to be related to neurofibromatosis at the basic in¬ 
trinsic factor level. It is suggested that intrinsic factors may 
play a part in the etiology of a variety of conditions that occur 
in patients or their close relatives who, though free from neuro¬ 
fibromas, have one or more lesions belonging to the neuro¬ 
fibromatosis complex, namely, neurilemmoma, meningioma, 
fibroma, lipoma, angioma, tumors of the glioma group in the 
brain or cord, tumors of the optic nerve, glial hyperplasia, epi¬ 
lepsy, cutaneous pigmented patches, spinal curvature, congenital 
pseudarthrosis of the tibia, small size of bones, hydrocephalus 
and spina bifida. 


Lancet, London 

1:299-358 (Feb. 10) 1951 

Extrapleural Pneumothorax in Treatment of Pulmonary Tuberculosis, 
M. Murstad.—p. 299. 

•Hirschsprung's Disease. M. Bodian, C. O. Carter and B. C. H. Ward. 
—p. 302. 

•Relation of Penicillin Sensitivity in Staphylococci to Clinical Manifesta¬ 
tions of Infection. J. C. Sherris and M. E. Florey.—p. 309. 

ureteric Dysmenorxhoea, G. D. Read.—p. 312 . 

•Changes in Blood Chemistry After Surgical Operations. A. W. Wiikin- 
son, B. H. Billing, G. Nagy and C. P. Stewart.—p. 315. 

Potassium Deficiency in Pyloric Stenosis. C. F. Hawkins, T. L. Hardy 
and H. H. Sampson.—p. 3IS. 

Potassium Deficiency in Idiopathic Stcatorrhoea. M. Lubran and P. M. 
McAllen.—p. 321. 

Prolonged Abnormality of Cerebrospinal Fluid After Cisternal Strepto¬ 
mycin. D. Bcynon.—p. 322. . 

Gall-Bladder Disease in Childhood, R. N. Jones.—p. 324. 

treatment Of Acute Leukaemia with Aminopterin. J. F. Wilkinson and 
C. Gardikas.—p. 325. 

Danger of Penicillin Therapy in Gonorrhoea. A. A. M. Reekie.—p. 327. 
aemopoictic Effect of Thymidine in Pernicious Anaemia. K. Hausmann. 
—p. 329. 


Hirschsprung's Disease.—Megacolon has been divided in!o 
lirschsprungs disease proper and idiopathic megacolon. The 
second group is much the commoner, and here megaco'on results 
rom chronic constipation. Hirschsprung’s disease proper is a 
congenital malformation, only microscopically demonstrable, 
a io ogicaliy it is an agenesis of intramural ganglion cells and 
jsplasia of autonomic nerve bundles. Its functional manifesta- 
ion is lack of coordinated peristalsis in the affected segment, 
Ca IP& “ cc °n<larily to an active type of megacolon in the bowel 
proximal to this. The demonstration by barium enema of undi- 
a e or narrow bowel distal to the megacolon is diagnostic. 


tetaic a title indicates that the article is abstracte 
P 3J\d trials of new drugs are usually omitted. 


Resection of the inert distal bowel by rectosigmoidectomy is 
now considered the rational treatment of Hirschsprung's dis¬ 
ease. A total of 40 consecutive cases of Hirschsprung’s disease 
(37 in boys) are the basis of this report. A genetic study of the 
disease was made in the families of 37 of these children. The 
evidence supports a genetic determination of the disease. The 
over-all chances of a male sibling of a patient with a known 
case being affected are about 1 in 5; those of a female sibling 
being effected are small. Of 37 patients who were treated by 
rectosigmoidectomy, three died during or after operation and 
in two others the operation has been very recent. The other 32 
children are all in excellent condition. Half of them require no 
laxatives, and only three complain of occasional abdominal dis¬ 
tention. Pathologic studies uniformly revealed the expected pic¬ 
ture in the terminal undilated segment of bowel. A review of 
published reports shows that the length of the involved segment 
varies significantly. In over 90% of the reported cases there are 
pathologic changes in the rectum and part or all of the sig¬ 
moid colon. Less than 10% of patients have extremely long ab¬ 
normal segments that appear to be incompatible with life if 
untreated. 

Penicillin Sensitivity In Staphylococci.—In the past three years 
several bacteriological laboratories have reported an increasing 
incidence of penicillin-resistant strains of Staphylococcus pyo¬ 
genes, and some writers have concluded that the clinical value 
of penicillin is steadily diminishing. It seemed worth while, 
therefore, to see whether a clear-cut distinction could be estab¬ 
lished between penicillin-sensitive and penicillin-resistant strains 
of staphylococci, and, if so, whether this distinction was reflected 
in the clinical manifestations of infections caused by these organ¬ 
isms. The material for the inquiry was collected between No¬ 
vember 194S and May 1950 from practitioners and from three 
hospitals. The great majority of the patients from whom the 
material was obtained had previously received penicillin treat¬ 
ment. There was a clear bacteriological distinction between peni¬ 
cillin-sensitive and penicillin-resistant staphylococci. All sensitive 
strains were of the same order of sensitivity as the Oxford 
Staphylococcus, and all the resistant strains produced peni¬ 
cillinase. The two types of staphylococci were in the main asso¬ 
ciated with different types of lesions—the penicillin-sensitive 
strains with acute and closed or deep-seated infections, whether 
acute or chronic, the resistant strains with superficial lesions. 
The penicillin-resistant staphylococci were significantly less often 
associated with signs of inflammation or suppuration than the 
sensitive strains. In view of the different types of lesion with 
which they were associated, this result cannot be interpreted as 
indicating that the resistant strains were less virulent than the 
sensitive, but the difference in the inflammatory signs associated 
with the two types of infection may help to bring into perspec¬ 
tive the clinical importance of the reports of an increasing inci¬ 
dence of penicillin-resistant staphylococci. 

Changes in Blood After Operations.—Studies on the effects of 
surgical operations on nitrogen and electrolyte metabolisms re¬ 
vealed that immediately after operation the urinary excretion 
of nitrogen and potassium was increased, whereas that of sodium 
and chloride was decreased. This appeared to be a fundamental 
part of the body’s response to injury and to be independent of 
the type of surgical operation; it was not abolished by dietary 
measures. Studies on 30 persons, including four healthy con¬ 
trols, were made to ascertain whether corresponding changes 
took place in the blood. Changes in the composition and volume 
of the blood after radical surgical operations followed a general 
pattern, which was independent of the type of operation or the 
method of postoperative feeding. In all the patients there was 
a sudden fall in the plasma protein level, in particular the albu¬ 
min concentration. In most cases the globulin concentration 
gradually rose to values well above the preoperative levels. In¬ 
creases in amount of nonprotein (urea) nitrogen were observed 
in some patients. Hemoconcentration on the day after operation, 
followed by hemodilution, was observed in all patients. Changes 
in hematrocrit values were accompanied by corresponding 
changes in red blood cell count. An immediate reduction in total 
blood chloride, with an inconstant reduction in plasma chloride, 
was followed in most patients by a rise in total blood chloride. 
There were corresponding changes in the serum sodium. There 
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was some evidence that electrolyte ions were transferred from 
the plasma to the red blood cells. On the day after operation 
there was a significant reduction in plasma and blood volume 
and in the total amounts of proteins and sodium circulating in 
the plasma. The measurements of the “thiocyanate space,” an 
attempt to determine the volume of extracellular fluid, were not 
entirely satisfactory. The small changes in the concentrations of 
the blood constituents indicate the efficiency of differential renal 
function in assisting the production of the inflammatory exudate; 
they emphasize the true biological function of the blood as a 
vehicle. 


Medical Journal of Australia, Sydney 

1:1-68 (Jan. 6) 1951. Partial Index 

Internal Medicine: Its Development and Practice in Australia During 50 
Years. C. G. McDonald.—p. t. 

Development and Practice of Surgery in Australia During 50 Years. 
V. Hurley.—p. 5. 

General Practice: in Urban Areas. L. Cook.—p. 12. 

General Practice: In Country Areas. L. R. Matlen.—p. 16. 

Fifty Years of Medical Research in Australia. E. V. Keogh.—p. 24. 
Impact of Two World Wars on Medicine in Australia. A. S. Walker. 
—P. 32. 

1:69-104 (Jan. 13) 1951 

Medical Education in United States: With Some Reflexions on the Future 
in Australia. A. A. Abbie.—p. 69. 

♦The “Trap” Headache. J. Bostock.—p. 80. 

Headache of Nasal Origin. R. H. Bettington.—p. 82. 

Congenital Heart Malformations in Paediatric Practice. M. L. Powell. 
—p. 85. 

The “Trap” Headache.—In an attempt to discover the cause of 
his own headaches, Bostock first investigated errors of refrac¬ 
tion, but the purchase of glasses with various corrections for 
his astigmatism had only fleeting effects on the headaches. The 
septic focus theory and the gastrointoxication theory were then 
investigated, but neither tonsillectomy nor purgatives had more 
than a temporary success. Then it was suggested to him that the 
chief cause is repressed hate. Repressed hate is related to con¬ 
flict. There is a “war in the mind" between the desirable and 
the obtainable. There is an underlying frustration; the sufferer 
is in the “trap." He wishes to escape, but the exits are barred. 
The situation is “hate-full.” When this arises the headache 
appears. The author gives illustrative examples of “trap” head¬ 
aches and shows that treatment by psychotherapy is highly satis¬ 
factory. He believes that the term migraine should be redefined 
and suggests a new definition. Headache is the registration in 
consciousness of changes in potential in the regulating mechan¬ 
ism that provides a neural energy constant. Changes in this 
potential can he due to organic causes. This accounts for the 
identical nature of the headache in both organic and psycho¬ 
logical types. 


Proceedings of Royal Society of Medicine, London 

43:937-1136 (Dec.) 1950. Partial Index 

Antithyroid Substances in Treatment of Hyperthyroidism. D. M. Dunlop 
and C. F. Rolland.—p. 937. 

Mechanism and Prevention of the Rheumatic State. W. H. Bradley. 
—p. 979. 

Radiology of Infected Temporal Bone. H. Graham-Hodgson.—p. 989. 

Observations on Extent of Denervation After Thoracic and Thoraco- 
Lumbar Sympathectomy. M. Wilson.—p. 1065. 

Toxic Effect of Streptomycin on VIII Cranial Nerve. J. A. B. Thomas. 
—p. 1107. 

Electro-Encephalography in Relation to Otorhinolaryngology. J. D. Spil- 
lane.—p. 1111. 


Semaine des Hopitsmx de Paris 

27:503-534 (Feb. 14) 1951 

Contribution to Study, of Intrapuimonary Accumulation of Fat and of 
Oil Pneumopathy. J. Delarue, R. Depierre, J. Roujeau and J. Paiilas. 
—p. 503. 

♦Histologic Observations on Icterus Occurring During Treatment with 
Streptomycin. M. Janbon and L. Bertrand.—p. 510, 


Icterus and Streptomycin Therapy.—Needle biopsies of the 
liver were obtained by anterior thoracic route in seven of 20 
cases of icterus occurring during treatment with streptomycin. 
Microscopic examination of the liver tissue specimens revealed 
constant periportal infiltration, frequent centrolobular disor¬ 


ganization and a normal aspect of the intermediate liver cell 
cords except for an increase of pigment and mitosis at the border 
of the central lesions. These observations suggest that icterus 
occurring in the course of streptomycin therapy is not related 
to a toxic action of the antibiotic, but to inoculation hepatitis 
(homologous serum jaundice), the mechanism and anatomic 
lesion of which are the same as those of icterus occurring in 
the course of other methods of treatment in series. The lesions 
are also the same as those of epidemic hepatitis. Results of 
biopsy of the liver thus emphasize the infectious nature of 
homologous serum hepatitis, particularly of the hepatitis ob¬ 
served in the course of streptomycin therapy, and of epidemic 
hepatitis. Biopsy of the liver thus confirms the experimental 
findings and epidemiological observations of Havens and of 
Neefe with respect to inoculation jaundice occurring in the 
course of other methods of therapy. 

Tubercle, London 

32:25-48 (Feb.) 1951 

Role of Pneumoperitoneum in Treatment of Pulmonary Tuberculosis- 
Review of 226 Cases. E. L. Williams.—p. 26. 

Trauma and Tuberculosis. J. Sumner and E. Nassau.—p. 33 

Relation Between Tuberculosis of Skin and Primary Infection H 1 
Ustvedt and I. W. (Sstensen.—p. 36. 

Diaphragm in Pregnancy. C. 5. Stewart.—p. 40. 


Ugeskrift for Laeger, Copenhagen 

113:107-136 (Jan. 25) 1951 

‘Bronchography with Water Soluble Contrast Substance. K. SchulU-Mplier. 
—p. 107. 

Esophagography and Cancer. H. B. Mathiesen.—p. 116. 

Technique in Administration of Epidural Anesthesia in Thoracic Surgery. 
P. Oitosen.—p. 119. 

Bronchography with Wafer Soluble Contrast Substance.— 
Schultz-Mpller reports on 47 bronchography series done in the 
course of about a year with water soluble contrast substance. 
He states that while this procedure is more elaborate and time 
consuming than bronchography with iodized oil, and requires 
a larger personnel, the contrast substance disappears rapidly 
after the examination and never affects later roentgen examina¬ 
tion of the lung. It seems to be less injurious to the lung tissue 
than iodized oil. The method fails less often than bronchography 
with iodized oil and gives more certain results. 


Zentralblattfur Cbirurgie, Leipzig 

75:1689-1816 (No. 24a [Special Issue]) 1950. Partial Index 

Primary Resection of Perforated Jejunal Ulcer. E, Wachs.—p, 1690. 
Surgical Treatment of Gastric and Duodenal Ulcers in Aged Persons. 
Schmechel.—p. 1698. 

Aspects of Gastric Lipomas. K, Mangel.—p. 1708. 

■Linitis PJastica of the Stomach. H. Koipak.—p. 1712. 

Pathology of Meckel’s Diverticulum. G. Weisc.—p. 1725. 

Interposition of Colon Between Liver and Diaphragm. You-Mms Liau. 

Treatment" of Ulcerative Colitis. H. Sclimorell.-p. H35. 

Pneumococcic Peritonitis. H.-J- Dammermann.-p. J748. 

Linitis PJastica.—Koipak stresses that the pathogenesis of linitis 
alastica is not uniform, since inflammatory changes as well a. 
scirrhous carcinoma or carcinoma fibrosum may present the 
ricture of this condition. Thus a diagnosis of linitis plashca does 
act yet permit a decision as to whether the lesion is benigni or 
malignant. When Brinton coined the term linitis plastica m 18 , 
ie wanted to stress the extraordinary hypertrophy of the sub- 
nucoufconnective tissue of the stomach. The author bnefiy 
files the opinions of different authors on linitis phstica am! 
hen describes two cases in which the macroscopic aspects o 
i eastric lesion suggested this condition but m which micro- 
coDic examination revealed carcinoma fibrosum (scirrhous car- 
-inoma) in the first patient and colloid (gelatiniform) carcinoma 
■„ the second. The author believes that if the surgeon encounter 
” ti p asfica, he should proceed as if the lesion were care,no- 
, J Rooidlv prepared histologic sections are inadequate for 
i definite diagnosis. In the course of a thorough histologic study 
■pecS atteS must be given to the marginal portions of he 
;umor and to the regional lymph nodes, which on superficia 
inspection may appear normal. 
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The Eje Manifestations of Infernal Diseases (Medical OphthaimoloK)). 
By I S Tassman, M.D., Associate Professor of Ophthalmology, Graduate 
School of Medicine, University of Pennsylvania, Philadelphia, Third 
edition. Cloth. SIT Pp. 672, with 219 illustrations. C. V. Mosby Com¬ 
pany, 3207 Washington Blvd., St. Louis 3, 1951. 

This book, offers an important contribution to the medical 
literature because of its systematic exposition of the relation 
between various general diseases and ocular pathology. It is a 
valuable reference book for the internist and specialist in other 
fields, because it clarifies this relation and provides insight into 
the ophthalmoiogical aspects. To the ophthalmologist it presents 
a broad view and emphasizes a relation that is all too easy to 
minimize in such a highly specialized field. 

No new chapters have been added to the present edition, but 
an attempt has been made to bring all material up-to-date. The 
first five chapters, dealing with basic anatomical and clinical 
aspects of ophthalmology, will be of interest chiefly to those 
without previous ophthalmoiogical training. The chapters on 
congenital and hereditary eye manifestations and on infections 
and infectious diseases contain much important information for 
all readers. In the final chapters there is a systematic discussion 
of the ocular complications of a wide variety of conditions in¬ 
volving all organs and systems. This portion has particular value 
as a reference source for rare and unusual conditions, some of 
them occurring so infrequently as to be unfamiliar in their 
ophthalmoiogical aspects. 

The book is well written and well edited and contains ade¬ 
quate illustrations. It is highly recommended to anyone with 
an interest in the subject. 


Florence NisUtlngale. By Lucy Ridgely Seymer. Cloth $1.75. Pp. 154, 
with 9 illustrations. The Macmillan Company, 60 Fifth Ave., New York 
11, 1950. 

Intimate details of the life and background of this woman 
whose name has come to be synonymous with nursing are given 
in a sympathetic and enthusiastic review of her principal activi¬ 
ties. As the author points out, Florence Nightingale, who lived 
to the age of 90, witnessed a period of great social evolution, and 
she herself was an important factor in the development of some 
of the new concepts. 

After presenting data on the childhood and youth of Florence 
Nightingale, as well as her preliminary nursing training, the 
author gives a detailed report on the important part played by the 
“Heroine of the Crimea” during that two year war. There are two 
chapters devoted to this, followed by accounts of her services to 
various commissions and subcommissions studying army nursing 
and hospital problems, the founding of her nursing school, and 
her work for India. There is a chapter on the general subject of 
her writing, and the final chapter describes her last years, in 
which she was able to abandon somewhat the aloofness that gov¬ 
erned many of her earlier years. An appendix lists the principal 
events in her life; another contains notes on “minding baby,” and 
a third gives the various biographies of this pioneer nurse. 


Mamatoloele: El« Crundriss fur Studlcrende uud A 
. Wcrner w - Siebcrt, Direktor der medlzinischen K 
K "“** nha “* Moabit, Berlin. Cloth. 31 marks. Pp. 
T,! mstraiions. Urban &. Scliwarzenberg, Thierschstrasse 11, Mill) 
—• Mcmehcslr, 13, Berlin W. 15 , 1950 . 


The book is intended as a basic textbook for students and 
physicians. It serves only this purpose. The text is sketchy, with¬ 
out thoroughness in background or discussion of controversial 
materials. The illustrations are poor. There is a good section 
on definitions, which, in view of the confusion in hematological 
erminology, is most helpful. The section on methodology is also 
good and adds to the value of the book. The absence of a bibli¬ 
ography represents a grave deficiency. Unfortunately, the book 
contributes nothing new to the hematological literature. 


^ cre Published h.nc been prepared by competent authorities 
slated " 0t repri:scnl lhe °Pinions ot any official bodies unless specificaiiy 


An Introduction to the Study of Viruses. By Kenneth M. Smith, F.R.S., 
Director of Plant Virus Research Unit, Agricultural Research Council, 
Molteno Institute, Cambridge. Cloth. $2.50. Pp. 106, with 16 plates. 
Pitman Publishing Corporation, 2-6 W. 45ih St., New York 19; Sir 
Isaac Pitman & Sons, Ltd., Pitman House, 39-U Parker St. Kingsway, 
London, W.C.2, 1950. 

This book reflects the author’s attempt to discuss the viruses 
causing disease in man, animals, and plants in one volume. The 
book is divided into chapters presenting the history of virology; 
the modes of spread and arthropod relations of viruses; a brief 
description of some representative virus diseases, and the isola¬ 
tion, physical and chemical properties, electron microscopy, 
serology, and control of viral infections. 

This small volume is fascinating reading. The author certainly 
has the faculty of condensing an enormous richness of material 
into a few pages and presenting it in such a way that medical, 
veterinary, and plant virologists can equally profit from its read¬ 
ing. The plates contain excellent black-and-white illustrations, 
mostly microphotographs by Markham and Smith. The last 
pages of the book consist of a well-selected bibliography. 


The Conquest of Malaria. By Dr. Jaijne JaramiUo-Arango. Cloth. 2ls. 
Pp. 125, with 36 plates. William Heinemann, Ltd., 99 Great Russell St., 
London, W.C.l, 1950. 

In this small volume, the author attempts to recall the his¬ 
torical struggle against malaria and to record the names of 
pioneers who have added most important, fundamental contri¬ 
butions to the knowledge and treatment of the disease. It is 
divided into three parts; the mosquito-malaria theory, a critical 
review of the basic facts in the history of cinchona, and pro¬ 
gress in the knowledge and treatment of malaria. About three- 
quarters of the book is devoted to the first two parts, which 
are treated in a comprehensive manner. Antimalarial drugs 
other than cinchona derivatives are dealt with very sketchily in 
part 3. Chlorguanide hydrochloride (“paludrine”), which re¬ 
ceives major attention in the last part of the book, could be 
more adequately discussed, and the vast amount of research 
carried out in the United States during World War II receives 
most superficial discussion. Practically no mention is made of 
the importance of insecticides and DDT, which will probably 
prove of greater value than all therapeutic measures in the 
ultimate conquest of malaria. 

The book is readable but cannot be recommended as a well- 
balanced monograph on the history of antimalarial therapy. 

Florence Nightingale 1820-1910. By Cecil Woodham-Smith. Cloth. $4.50. 
Fp. 382, with illustrations. McGraw-Hill Book Company, Inc., 330 W, 
42d St., New York 18; Aldwych House, Aldwych, London, W.C.2, 1951. 

Cecil Woodham-Smith has developed an unsual story of Flor¬ 
ence Nightingale, which goes far beyond any previous biography 
because of her access to letters and documents never before used 
in the Nightingale story. The early chapters covering the period 
of Florence Nightingale’s life up to the time of her training as 
a nurse are really a study in psychiatry. During this period, the 
conflicts of an ambitious young lady with a family who wanted 
her to be a social butterfly led her to the verge of a psychosis, 
which is well described by Mrs. Woodham-Smith. 

The description of Florence Nightingale’s baptism of fire 
during her training period and the Crimean War reports in 
detail physical and administrative conditions that were intol¬ 
erable. The detailed analysis of the problems at hand and Miss 
Nightingale’s reaction to them makes one feel that one is living 
with her as part of her inadequate staff. 

Shortly after her return to England, Miss Nightingale suffered 
a physical exhaustion which caused her to be bedridden for most 
of the rest of her long life. Yet, in spite of this, she accomplished 
many remarkable things that had never been accomplished by 
anyone in the best of health. The political manipulation carried 
on in the government in England, particularly in the War De¬ 
partment and in the Indian Office, was sufficient to break many 
powerful politicians; yet, working from her bed, Miss Night- 
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ingale analyzed the situation so as to direct her work toward 
reasonably successful conclusions and was able to command the 
respect of all who worked with her. Her many interests are as¬ 
tonishing and are well set forth in this biography. Not only did 
she raise nursing to the level of a profession, but she established 
visiting nursing, improved hospital construction and adminis¬ 
tration, was deeply concerned with environmental sanitation, re¬ 
arranged the administration of the entire medical service of the 
army, and made many contributions to the broad field of social 
welfare, particularly among the underprivileged classes of Eng¬ 
land. As so often is the case, her real recognition did not come 
until she was too old to understand, in spite of the fact that 
during her entire period of activity she received the continuing 
appreciation of the soldiers whom she served during the war. 

■Any physician involved in administrative medicine or con¬ 
cerned with the problems of government as they relate to 
medicine should read Mrs. Woodham-Smith’s “Florence Night¬ 
ingale 1820-1910.” Any physician in an administrative position 
who feels that he has problems will discover that the problems 
that he has are insignificant when compared with the adminis¬ 
trative problems that Miss Nightingale had throughout the 
greater portion of her life. 

Taschenbuch der inueren Medizin. Von Prof. Dr. Walter Seitz, Direklor 
dcr Med. l/niv. Poliklinik Mtinchen. Cloth. IS marks. Pp. 344, with 15 
illustrations. Wissenschaftliche Verlagsgesellschaft m. b. H., Tiibinger 
Strasse 53, Stuttgart-1, 1950. 

This little pocketbook measures 5 by 7 inches and is described 
on the jacket as designed to present the entire knowledge of 
internal medicine in epitomized form. The contents, in 18 sec¬ 
tions, cover diseases of the lungs, pleura, blood vessels, heart, 
blood-forming organs, upper and lower digestive tract, liver, 
biliary system, -pancreas, kidneys, lower urinary organs, loco¬ 
motor system, endocrine system, and also diseases due to animal 
parasites, disorders of metabolism, infectious diseases and the 
commoner poisons. In addition, there is a table of notifiable in¬ 
fectious diseases, which in the United States, however, varies 
from state to state, and the incubation period of the infectious 
diseases is listed in another table. 

The descriptions of the various diseases usually follow a fixed 
order covering their origin, symptomatology, diagnosis, treat¬ 
ment, and prognosis. The attempt to include the entire field of 
internal medicine in so cramped a space means considerable 
compression, though the author usually manages to present the 
important data in clear language. It is true that there are occa¬ 
sional errors and omissions: the malaria of drug addicts, rat bite 
fever, and ornithosis are not mentioned, nor is heroin and mari¬ 
huana addiction. These lacunae do not detract from the high in¬ 
formative level of most of the material presented. 

The book is well printed on good paper, but the type, though 
clear, is small. The cloth binding is substantial and attractive. 
There are a few well-designed diagrammatic illustrations and a 
good index. No bibliographic references are included. The scope 
of internal medicine has so widened in the past half century that 
it is a difficult feat to cover the field completely in such small 
compass, but a book of this type is doubtless of some value for 
quick reference or for a rapid review of the subject. 

(Hood Clotting and Allied Problems; Transactions of the Third Confer¬ 
ence, January 23-24, 1950, New York, N. Y. Edited by Joseph E. FJynn. 
Cloth. S3. Pp. 224, with 52 illustrations. Josiah Macy, Jr. Foundation, 565 
Park Ave., New York 21, 1950. 

This book contains the verbatim report of the formal and in¬ 
formal discussions of many aspects of blood clotting by the fol¬ 
lowing experts: L. B. Jaques, A. U. Blaustein, I. S. Wright, 
L. M. Tocantins, C. E. Brambel, F. D. Mann, A. J. Quick, 
J. E. Flynn, K. M. Brinkhous, J. A. Ferguson, N. W. Barker, 
J. T. Edsall, J. H. Olwin, R. S. Overman, W. H. Seegers, B. 
Alexander, I. G. Allen, H. J. Tagnon, G. E. Burke, J. D. -Ferry, 
L. A. Wood, and others. 

The discussions are centered specifically around the newer 
anticoagulants, “danilone” (phenylindanedione [PID]), ethyl bis- 
coumacetate (tromexan® ethyl acetate), and paritol® (a sul- 
fated mannuronic acid); the use of vitamin K in anticoagulant 
therapy; the mode of action of bishydroxycoumarin (dicuma- 
rol®); problems of prothrombin assay, and accessory factors 
. needed for coagulation. 


J.A.M.A., June 9, 1951 


This book contains the latest advances in the field of coagula¬ 
tion, presented and discussed by those who have made these 
advances. For those interested in blood clotting, this book is 
highly recommended and even required. For the student and 
practitioner, it is too technical and academic to be very useful 


progressive resistance Exercise: Technic and Medical Application. Bv 
Thomas L. DeLorme, B.S., M.D., Assistant in Physical Medicine Massa¬ 
chusetts General Hospital, Boston, and Arthur L. Watkins, A.B, M D 
Assistant Clinical Professor of Medicine, Harvard Medical School Boston 
Foreword by Joseph S. Barr, M.D. Cloth. $5. Pp. 245, with illustrations' 
Appleton-Century-Crofts, Inc., 35 W. 32nd St., New York 1 , 1951 . 


Interest in progressive resistance exercise has developed 
rapidly since Dr. Thomas DeLorme initiated studies concern¬ 
ing this type of exercise at the Gardiner Army General Hospital 
in Chicago during World War H. Drs. DeLorme and Watkins 
have now prepared an excellent general textbook describing 
in careful detail the technic and medical application of this par¬ 
ticular type of exercise. As mentioned in Dr. Barr’s foreword, 
the system of exercises described “has a sound physiologic basis 
and muscles subjected to this type of exercise can be shown to 
have increased power both to the satisfaction of the patienf and 
the physician.” 

The book is divided into ten sections: (1) introduclion, (2) 
physiology by Frances A. Hellebrandt, (3) principles, (4) 
technics, (5) fractures, (6) knees by Francis E. West, (7) hips, 
(8) neurological conditions, (9) medical conditions, and (10) 
adolescents by J. Roswell Gallagher. 

A common error is to attempt to restore muscular power by 
endurance-building exercises. Power is best restored when one 
offers heavy resistance to muscular effort. The authors have de¬ 
vised elaborate apparatus and detailed technics for progressive 
resistance exercises and then have discussed carefully the indi¬ 
cations for the restoration of muscular power by means of these 
progressive resistance exercises. As pointed out by Dr. Barr, the 
technics described have been tested by practical clinical use. The 
volume should be useful to physicians interested in physical 
medicine, orthopedists, and other physicians who are concerned 
with problems of muscular rehabilitation, as well as to the thera¬ 
pists who assist such physicians. 


Die Tuberkutose: Hire Erkennung und Bchandlung. Von C. Arold, 
e! al. Herausgegeben von Prof. Dr. Hellmuth Deist und Prof. Dr. 
Hermann Krauss. Cloth. 68 marks. Pp. 754, with 297 illustrations. 
Ferdinand Enke, Hasenbergsteige 3, Stuttgart, IV.. 1951. 

This textbook has been compiled in the best tradition of the 
comprehensive German “Handbuch.” It deals thoroughly with 
all aspects of the diagnosis and treatment of tuberculosis. The 
thirteen chapters include pathology, microbiology, chest, ortho¬ 
pedic, childhood, abdominal, urogenital, skin, eye, ear, and upper 
respiratory tract tuberculosis, with a special section on the sur¬ 
gical treatment of the pulmonary localizations of this disease. 
In spite of the differences in the approach of the various co¬ 
authors to the subject, tuberculosis is considered throughout the 
entire book as a generalized disease with local manifestations. 
On the whole, the concepts of Schroder, Sauerbacb, and Brauer 
are being followed and enlarged. There is a real richness of 
material and references, especially from Germany. One misses, 
for example. Western methods of laboratory diagnosis and pre¬ 
vention of tuberculosis. Most of the illustrations are very good, 
especially the histologic sections. The book has been carefully 
edited and printed. 

as a guide for physicians, it covers in outline form the 
rommonlv accepted procedures of diagnosis and treatment of 

r , hypoglycemic reactions, and diabetic coma. 

The section dealing with the calculation of diabetic diets is par 

give his diabetic patients effective treatment. 
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fluorine in public water supplies 

To the Editor: _ There is much talk about the fluorination of 

public water systems. I would like to know about the toxicol¬ 
ogy of such water solutions of fluorine. 1. At what concentra¬ 
tion will mottling of the teeth probably occur? 2. At what con¬ 
centration will general systemic symptoms occur, and what 
would the symptoms be? 3. IVhat concentration of fluorine in 
drinking water is necessary to produce death in a human? 

H. Curtis Wood, M.D., Philadelphia. 

Answer.— 1. Mottling of the teeth will probably occur when 
the concentration of sodium fluoride is 2 to 5 parts per million 
(2 to 5 mg. per liter). Smith and Smith (Technical Bulletin, Ari¬ 
zona Agriculture Experimental Station, No. 43, 1932) found that 
mottling did not occur when the water contained less than 2 ppm. 
Later, Smith, Lantz and Smith (1. Am. Dent. A. 22:817, 1935) 
found the threshold concentration may be as low as 1 part per 
million. Lansbury (Af. Clin. North America 28:1428, 1944) 
states: “The optimum intake of fluorine is probably about 1 mil¬ 
ligram per day or a water supply containing 0.9 parts per million. 
The amount of fluorine in water sufficient to cause fluorosis 
(mottled enamel) is 1.7 or more parts per million.” 

2. Lansbury also states: “Exposed workers may ingest as much 
as 25 mg. a day which in a year or so results in chronic fluorine 
poisoning. Chronic fluorine poisoning is characterized primarily 
by mottling of the enamel of the teeth, osteosclerosis and other 
miscellaneous findings. 

“It is rather generally agreed that toxic symptoms appear with 
the ingestion of a single dose of from 14 gram to 1 gram of 
sodium fluoride, the toxic dose depending on the conditions ex¬ 
isting in the individual at the time of ingestion. The symptoms 
include vomiting, abdominal pains and diarrhea.” 

3. The fatal dose of sodium fluoride appears to be about 
3 to 4 Gm. This again depends on the conditions existing at the 
time of ingestion. Tbienes, (Clinical Toxicology, Philadelphia, 
Lea & Febiger, 1940, p. 167) states that 0.25 Gm. has caused 
nausea and 4 Gm. has caused death. Greene (U. S. Nav. M. Bull. 
43:551, 1944) states that the fatal dose is between 5 and 10 Gm. 
This agrees with Lidbeck, Hill and Beeman (J. A. M. A. 121:826 
[March 13] 1943), who state: “The symptoms of acute fluorine 
intoxication include vomiting, abdominal pain, diarrhea, painful 
spasms and paresis, excessive salivation, perspiration and dysp¬ 
nea. Death is usually attributable to respiratory paralysis.” 


INFECTIOUS HEPATITIS IN A SURGEON 

To the Editor: — l recently returned from the Korean war with 
severe infectious hepatitis, for which 1 am now being treated. 
As a surgeon, 1 wonder what the possibilities are of trans¬ 
mitting this disease to any patient on whom l may operate 
in the future by such an accident as pricking my finger with 
a suture needle during an operation. Is it known how long 
this virus remains in the body after clinical recovery? How 
long should l wait before l begin operating again? 

Harold F. Hamit, M.D., Fort Sam Houston, Texas. 

Answer. —It is difficult to provide an exact answer to this 
very pertinent question. The period during which viremia per¬ 
sists in epidemic hepatitis is unknown, but the preponderance 
of evidence seems to indicate that it does not extend into the 
convalescent period. The experience of Murphy {Gastroenterol¬ 
ogy 5:449 [Dec.] 1945) shows the 1H virus is almost certainly 
present in the blood during the preicteric phase, and it may 
possibly persist for a short time thereafter. Beyond this point, 
proof of viremia is lacking. 


o answers here published have been prepared by competent nuthorith 
Cy -r ,P ot * “bV'cvcr, represent the opinions of any official bodies unit 
pectticatly stated in the reply. Anonymous communications and queries i 
„, 1 ea , cannot be answered. Every letter must contain the writci 

name and address, but these will be omitted on request. 


An authority on the epidemiology of hepatitis has said: “In 
respect to the question of duration of viremia with virus IH 
infection, there are no adequate data concerning this point. The 
few volunteers whose sera were tested late in jaundice and 
several weeks afterwards proved not to have infectious sera. 
However, in another group with persistent mild findings for 
some months, vague phenomena suggesting mild hepatitis oc¬ 
curred in volunteers inoculated with sera, stool and liver biopsy 
material collected at intervals after the acute attack (J. Clin. 
Investigation 26:329 [March] 1947). From a practical viewpoint, 
as there is no way of setting a time limit in reference to this 
question, I would be inclined to advise the patient to ignore this 
question. One really has no data to say that he would be any 
less likely to be infectious six months from now than shortly 
after recovery from the acute attack.” 

A second authority, to whom this question was referred, re¬ 
plied as follows: “I do not know of any reliable information on 
the duration of viremia in infectious hepatitis. Virus has been 
recovered from the feces as long as two months after an acute 
attack, and there is reason to believe that in certain individuals 
it may be present for longer periods. I feel confident that in 
some individuals it may be present in the blood for considerable 
periods, but this is not documented with any degree of certainty.” 

In view of the very large number of persons who have had 
the disease and who have not been restricted in their activities 
because of it, it would not seem that any limitation should be 
imposed. 

The following references are suggested: Neefe, J. R.: M. 
Clin. North America 30:1407 (Nov.) 1946. Neefe, J. R., and 
Stokes, J. Jr.: J. A. M. A. 128:1063 (Aug. 11) 1945. Neefe, 
J. R., Gellis, S. S., and Stokes, J. Jr.: Am. J. Med. 1:3 (July) 1946. 

CLICKING JN THE EARS 

To the Editor: — IVliat causes continuous "clicking" in a pa¬ 
tient’s ears? The condition has been present for five years and 
has increased in intensity and is audible to anyone who listens. 
The clicking simulates clacking castanets and occurs with 
definite regularity. Inspection of the drums fails to reveal 
motility. There is no appreciable hearing loss. The eustachian 
tubes are patent to catheterization and inflation without ap¬ 
parent diminution of the clicking sounds. 

E. S. Hallinger, M.D., Camden, N. J. 

Answer. —Adventitious sounds from the ear can come from 
rhythmic opening of the eustachian tube with an audible sound, 
from the blood vessels in the form of a bruit or from spasmodic 
contractions of the intratympanic muscles, that is, the stapedius 
or tensor tympani. Normally, these muscles contract only re- 
flexly to loud sounds as a protective mechanism against over¬ 
stimulation of the inner ear. In some persons, involuntary 
rhythmic contractions of these muscles occur analogous to the 
tic of the muscles around the eye or elsewhere. There is no local 
treatment. The use of a mild sedative might be of some help, 
and reassurance that this is nothing serious is helpful. 

ASTHMA IN A COTTON MILL WORKER 

To the Editor: — A 55 year old man has spent 30 years work¬ 
ing in a cotton mill. He has suffered from bronchial asthma 
for 25 years and for the past three years from bronchiectasis. 
His general health is fairly good. He weighs 190 pounds 
(86 Kg.). At limes his asthmatic condition becomes almost in¬ 
tolerable. / would like information regarding treatment. 

J. L. Powc, M.D., Hartsville, S. C. 

Answer. —It does not immediately follow that the conditions 
described result from exposure in a cotton mill. The conditions 
mentioned are common, apart from employment. It is well 
recognized that a pulmonary state termed “byssinosis” or "mill 
fever” occurs among cotton workers; it is variously regarded as 
either allergic or resulting from a specific infection. Byssinosis 
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in cotton mills is little known in the United States; it is com- 
- moner in England. In the uncertainty of the occupational origin 
of the asthma, it may be well to conduct suitable tests seeking 
specific causes. The detection of the precise cause, whether cot- 
ton, house dust, animal dander or cosmetics, may prove the sali¬ 
ent step toward management. Otherwise the treatment for the 
acute episodes should be symptomatic and as for any other spas¬ 
modic asthma. Until recently treatment for bronchiectasis, with 
or without asthma, has been unpromising. More recently good 
and prolonged results have been achieved through the use of 
antibiotics as aerosols. Penicillin so applied irregularly has 
proved valuable. Streptomycin in conjunction with penicillin 
may be preferable. Regardless of the cause, treatment should 
conform to that required for any other bronchial asthma and 
any idiopathic bronchiectasis. 

ANNUAL X-RAY EXAMINATIONS 

To the Editor: — A man in his late forties suffered from pseudo 
ulcer symptoms and hyperacidity in his younger years. In the 
last 10 years gastric analyses indicated a slight hyperacidity. 
Because of recurring complaints and gastric cancer in his 
father, he has been advised to have yearly x-ray examina¬ 
tions; about 14 such tests have been done. There are no 
changes of the skin or hair. Is it advisable to continue this 
procedure in order to detect any probable malignancy at an 
early stage? M D > / m lw i s . 

Answer. —Walters, Gray and Priestley (Carcinoma and Oth¬ 
er Malignant Lesions of the Stomach, Philadelphia, W. B. 
Saunders Company, 1942) in reviewing 2,772 operative cases of 
carcinoma of the stomach, noted a positive family history of 
malignancy in 20 per cent of the cases. Others have also reported 
data suggesting that heredity plays a role in carcinoma of the 
stomach. It is reasonable, therefore, to keep a dyspeptic, in 
whom a strong family history of carcinoma is elicited, under 
closer surveillance than average. Such persons should be reason¬ 
ably protected by yearly examination, unless a significant change 
of symptoms occurs, in which case more frequent examinations 
may be necessary. 

If the factors of exposure to roentgen rays, both with respect 
to the roentgenoscopic and the roentgenographic examinations, 
are kept to a minimum, or within well defined physical limits, an 
adequate examination of the stomach can be done at yearly in¬ 
tervals or oftener with perfect safety. If these exposure factors 
are exceeded, there is definite hazard in the excessive irradiation 
to which the patient is exposed, whether a single or repeated 
examinations are done. 


J.A.M.A., June 9, 1951 


normones can be used, but here care must be used not to over- 
dose and produce masculinization. In isolated instances if the 
condition could be controlled in no other way, one could use 
small doses of diethylstilbestrol, 0.1 or 0.2 mg. daily for short 
periods of perhaps a week unless pain developed from one of 
the nodules. 


PROGRESSIVE MUSCULAR DYSTROPHY 
To the EorroR:—In a family of five children, the-oldest boy 
now 7J began to get weak in the legs at the age of 5 and 
finally became weak all over. He now is helpless in a wheel 
chair. Twins, a boy and a girl, age 5 years, have to catch 
things to get up when sitting down. The diagnosis is muscular 
dystrophy or myasthenia gravis. Physicians can offer no 
encouragement as to recovery. What is the cause of dm 
disease? j p p owdl> M D Dalharti Texas 

Answer.— The diagnosis here is obviously progressive mus¬ 
cular dystrophy, not myasthenia gravis. Unfortunately there is 
no known treatment of value for this condition, and it is the 
natural history of this condition to grow gradually worse. The 
only recommendation that can be offered is that this family 
have no more children, as this is definitely a hereditary disease. 

CYCLOPROPANE SHOCK 

To the Editor:—/)! The Journal of March 3, 1951 (page 
688), the answer to the inquiry on "Cyclopropane Shod" 
fails to mention a procedure that has been found to prerent 
or at least minimize this "shock.” It was taught by Waters 
and is mentioned by Dripps in the reference given in the 
answer. In the last five to 15 minutes of anesthesia the 
patient is allowed to inhale a gaseous mixture brought in¬ 
creasingly closer to room air in oxygen content and tem¬ 
perature. This is accomplished by use of a semiclosed car¬ 
bon dioxide absorption technique with a large volume flow 
of gas. It is most conveniently done with nitrous oxide and 
oxygen. Starting with a flow of 2 liters per minute each of 
nitrous oxide and oxygen, one gradually increases the flow 
of nitrous oxide to 8 liters per minute of nitrous oxide by 
the end of the operation. The flow of oxygen is maintained 
at 2 liters per minute. This procedure gradually lowers the 
concentration of oxygen in the inspired mixture to that in 
room air, allows for a slow elimination of the carbon dioxide 
excess built up during anesthesia with a closed carbon di¬ 
oxide absorption system and decreases the temperature of 
the inhaled gases toward that of room air. 

J. Eugene Ruben, M.D., 

2008 Walnut Street, Philadelphia 3. 


HOT FLASHES AND ENDOMETRIOSIS 

To the Editor: — A 45 year old patient had a left ovarian cyst 
removed; her right ovary, also cystic, had been removed 10 
years previously. She had multiple endometriomas of the 
bowel, one of which was subjected to biopsy. She is now 
having hot flashes. Could small doses of diethylstilbestrol be 
given to control these with safety, or would the drug in any 
amount stimulate the remaining endometriomas? The pathol¬ 
ogist's report read "functioning" endometrioma. If diethyl¬ 
stilbestrol can be used, in what dosage? If it is not safe to 
use, what may be substituted? m.D., Massachusetts. 

Answer. —There is some disagreement on this subject. For¬ 
merly it was thought that any estrogen would stimulate endo¬ 
metriosis and make it progress. More recent studies indicate that 
in patients who have endometriosis and also have their ovaries 
or parts of them, large doses of diethylstilbestrol prevent ovu¬ 
lation, and it is thought by some to make the lesions regress. 
In patients without ovaries, endometriosis is stimulated exactly 
as is the endometrium, and certainly large doses, or medication 
given over a long period of time, will make the endometrium 
function wherever it is located. Most patients in past years 
were treated with drugs other than estrogens and in most cases 
were fairly comfortable. Thyroid in small doses is helpful as 
are any of the mild sedatives, especially used at night or during 
periods of undue stress. Of most importance is psychotherapy 
and rearrangement of the patient’s habits to avoid friction of one 
sort or another and to relieve emotional upsets. Male sex 


ERIODIC ATTACKS OF DIFFUSE ABDOMINAL 
AIN AND DIARRHEA 

o the Editor:— In the Feb. 24, 1951 issue of The Journal 
(page 605) aid is sought in explaining recurrent attacks of 
abdominal pain at weekly intervals for two years. The reply 
gives a number of probable causes and methods of diagnosis 
but fails to mention the possibility of periodic abdommalgui. 
Your columns have been a fertile source of reports of other 
unusual periodic conditions which 1 have added to my collec¬ 
tion-yet in not one of the replies to queries has the possibility 
of periodic disease been mentioned. Studies of these condi¬ 
tions have been published twice in The Journal (136.2/9 
Van M] 194S, 141 -.175 [ Sept. 17] 1949). Some of the more 
interesting queries with replies may be listed: Obscure Fever 
i a Child (141:958 [Nov. 26] 1949), Recurrent Herpes of 
Penis (139:1303 [April 30] 1949), Pain in Penis and Perineum 
Oil-nO [May 13] 1950), Polyarthritis (139:192 [Ian. 15] 
1948) The query on Familial Periodic Pain (139:1123 [April 
, 6119 l 9 ) led to the study of a family in which 23 members 
had life long recurrent attacks of arthralgia the report of 
which soon will appear in The Journal. Evidently recurrent 
disorders of various kinds occur often in general practice as 
diagnostic and therapeutic problems. 

Hobart A. Reimatm, M.D., 

%SJL M £iXca,e S , 0, 

Philadelphia. 
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The American Medical Association was founded 104 
years ago, to improve medical education and elevate the 
standards of medical care. Throughout its history these 
have remained its major objectives. Except for a few war 
years, the Association has held an annual session, and 
the 100th meeting is now taking place in Atlantic City. 
The medical welfare of the people of our country is en¬ 
trusted largely to the medical profession. Current health 
conditions and medical progress will be reported at this 
meeting and, by way of the press, radio and other media, 
will be transmitted to the nation. 

It is a great privilege to address my colleagues here 
assembled, and to speak to the physicians throughout the 
country and to the American people, concerning the 
American Medical Association, its aims and objectives. 

THE WORLD LOOKS TO AMERICA FOR LEADERSHIP 

As history counts the years, the United States is a 
youthful country and American medicine also is young. 
Our country and the medical profession and the medical 
institutions which serve it have reached early maturity. 
Today, as never before, the world looks to us for gui¬ 
dance and leadership. We are the most favored among 
nations because the light of liberty burns brightly here. 
Individual freedom, opportunity and incentive are the 
cherished birthright of our people. Likewise, we of 
American medicine are most favored among doctors. 
We live and work in an atmosphere of individual liberty, 
and we have the priceless stimulus of academic and 
scientific freedom. We are strong because we possess the 
dignity of free men. 

ONLY FREE MEN CAN PRESERVE OUR MEDICAL 
ACHIEVEMENTS 

Only if we perpetuate this heritage can we continue to 
provide the ever improving quality of medical care which 
is the right of the American people. During the past 2Vz 
years we have been compelled to fight to maintain this 
essential freedom. The critical struggle to remain a free 
profession was not of our asking, but was forced upon 
us by those who have lost faith in traditional American 
concepts, and by those who hold the welfare of the 
American people to be less important than their own 
political advantage. 


We undertook to acquaint the people with the facts. 
They have recognized the hazard to the quality of their 
medical care and the danger to their freedom inherent in 
socialized medicine. They have spoken out clearly and 
emphatically against it. We are grateful for the percep¬ 
tion and the unequivocal expression of the American 

people. SERV1CE T0 HUMAN j XY is medicine’s 

PRIME OBJECTIVE 

The “Principles of Ethics of the American Medical 
Association” opens with this statement: “The prime ob¬ 
ject of the medical profession is to render service to 
humanity; reward or financial gain is a subordinate con¬ 
sideration.” 

To every doctor of medicine, let me say that this is a 
time for searching self-examination and earnest rededi¬ 
cation to the high principles of our profession. We hold 
in trust the medical welfare of the nation, and to that 
trust we owe not only the conscientious application of 
our skills but tireless devotion. 

To me, this hour marks the high point of my career. 
It is the beginning of a year of service to the health and 
medical welfare of our country and to my profession. It 
is a great honor to become President of the American 
Medical Association, but I assume that office without 
false pride. The responsibility not only to American 
medicine but to the American people is great. I accept 
it with humility—born of its importance—but face the 
coming year with confidence based on an intimate knowl¬ 
edge of my profession, and a steadfast belief in its ability 
and determination to render progressively greater service 
to our people. 

THE THREAT OF CATASTROPHE-ON TWO FRONTS 

These are troubled times. The dark clouds of war hang 
menacingly over us. We must be prepared for catastro¬ 
phe, should it come. If it does, the responsibilities of 
medicine will increase many fold. The Association has 
been working closely with the Department of Defense 
and other agencies of government in planning for such 
eventuality. 

Simultaneously, we face the possible loss of freedom 
through the destruction of our constitutional guarantees 
of liberty and through avarice or moral disintegration in 
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high places. As citizens, regardless of our occupations, 
we must recognize that the right of self-determination— 
the right to be master of one’s own destiny—has disap¬ 
peared in many countries. It is threatened in others, 
including our own. The independence of the individual, 
his freedom of speech and his right to follow the trade 
or profession of his choice are basic issues. Only those 
who now enjoy such advantages can preserve them. 

THE AMERICAN PEOPLE WILL RESPOND 
I have a deep and abiding faith in the intelligence and 
integrity of the American people. They will respond as 
they did when their medical welfare and their medical 
freedom were threatened. We accepted the challenge of 
the would-be socializers not only because of the threat to 
our own professional freedom but on behalf of the wel¬ 
fare and freedom that is the right of all Americans. The 
members of the American Medical Association are more 
vigilantly alert than ever to their duties as citizens and 
will oppose socialistic schemes which would jeopardize 
the freedom of any segment of our society. 

Primarily, we are physicians and our first obligation 
is to protect and preserve the health and medical welfare 
of the American people. A number of factors influence 
these important aspects of life, but medical care is one of 
the foremost. It is, therefore, appropriate at this time for 
American medicine to render a report of its stewardship. 

AMERICAN MEDICINE ASSUMES WORLD LEADERSHIP 
American medicine has gone steadily forward. Some 
of the once great medical systems of the Old World have 
faltered and declined under stultifying government con¬ 
trol while American medicine has forged into a position 
of world leadership. 

The greatness of any nation can be measured, in part, 
by the health of its people. The United States is great 
and has developed the foremost medical care in the 
world. You are all beneficiaries, but you are contributors 
to this system as well. 

American medicine could not have attained its present 
position without the assistance and cooperation of our 
educational institutions, our scientists, our colleagues in 
public health, our hospitals, nurses, dentists, labor and 
management, and all the American people, working 
with initiative and independence toward the same goal. 
Together we have made great progress in the fight against 
death and disease, until today we are the healthiest large 
nation in the world. 

TWENTY ADDED YEARS OF LIFE 
Since the turn of the century, almost 20 years have 
been added to the life span of the American people. The 
general death rate during the same period has been cut 
almost in half. This represents the saving of more than 
one million American lives every year. Our population 
has doubled since 1900, but the population 65 years of 
age and older has quadrupled. This results from saving 
the lives of infants, children, and young adults. 

An American mother now has better than 999 chances 
out of 1,000 to come through childbirth safely. This is 
the best record in our history and, on a comparable basis, 
the best in the world. In the 10 years between 1940 and 
1950, infant mortality was cut 38%. At the present rate 
of progress the record of the United States should be 
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shortly, if not already, the best in the world. A baby born 
today has more than 20% greater chance of reaching 
maturity and almost 45% greater chance of achieving 
the age of 50 than had a baby born in 1900. At the same 
time, he faces only about half the hazard of becoming an 
orphan before reaching maturity. 

THE CHOICE IS ACHIEVEMENT VERSUS 
SOCIALISTIC EXPERIMENT 

I believe the mothers of America will consider that 
these achievements far outweigh the empty promises of 
those who urge a system of government-controlled medi¬ 
cal care. We cannot afford to sacrifice this record upon 
the altar of socialistic experiment. 1 

A recent survey conducted by the World Medical 
Association among the professions of 40 countries, dis¬ 
closed that the United States was the country preferred 
for postgraduate study and specialty training. This coun¬ 
try has the finest medical schools, the most modern and 
efficient hospitals, the best trained and most competent 
medical profession and by far the highest standard of 
medical care the world has ever known. 

I should like to underscore the next statement. The 
American people are entitled to this assurance: No health 
crisis or medical emergency exists in this country. We 
are proud of the part the American Medical Association 
has played in this record of progress. 


A. M. A. GROWS AS A GREAT PUBLIC SERVICE 
ORGANIZATION 

As our country has grown and changed from a rural 
to a mixed industrial and agricultural economy, the 
problems of medical care have multiplied. The American 
Medical Association has grown and developed corre¬ 
spondingly during the same period. Few Americans 
know of the extensive activities of the Association de¬ 
voted to their welfare. Few realize the degree to which 
it is a great public service organization. The nine-story 
headquarters building in Chicago houses more than 800 
employees, working full time on projects which are 
directly or indirectly in the public interest. 

Early in the present century, medical education in this 
country was in a deplorable condition. “Diploma mills” 
and second and third rate schools flourished. The Ameri¬ 
can Medical Association, in cooperation with others, 
established sound educational standards and began regu¬ 
lar inspection of medical schools. Today, all the medical 
schools in this country are of high quality and are turn¬ 
ing out splendid physicians. This is one of the mam 
reasons why medical science has progressed so rapidly in 
the'United States during the past 30 years. 


A MEDICAL F. B. I. PROTECTS THE PEOPLE 

-or the past 50 years, the Association has worked 
hjoh standards in the manufacture of drugs and appli¬ 
es 0 ppg American Medical Association itself tests 
idreds of drugs and appliances every year. Its seal 
approval upon such products assures the profession 
l the laity, alike, of high quality. t , 

[he Association operates what might be described as 
ledical F B I., which investigates and exposes quactc 
■tors and’fake remedies. Every year many worthless 
dicines and treatments appear upon the scene. Ihe 
lerican Medical Association cooperates with law- 
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enforcing agencies throughout the country in securing 
withdrawal of such remedies and in exposing quack 
practitioners. 

A. M. A. FUNDS FOR MEDICAL RESEARCH 
AND EDUCATION 

On the other hand, the Association consistently en¬ 
courages and assists worth while research. Every year 
the Association spends several hundred thousand dollars 
to aid research. It was a pioneer in health education, and 
spends additional hundreds of thousands of dollars an¬ 
nually giving factual health information to the American 
people through newspapers, pamphlets, radio, television, 
and motion pictures. 

The American Medical Association has promoted the 
development of sound voluntary health insurance to ease 
the financial burden of serious illness. As a result of this 
effort, in conjunction with hospital groups, insurance 
companies, labor, industry and others, there has been 
tremendous growth of this type of coverage. Today, more 
than 72 million people have some type of voluntary pro¬ 
tection against the financial shock of illness. We shall 
continue our efforts to expand and improve prepaid 
medical care, and confidently look forward to the enroll¬ 
ment of the vast majority of our people in voluntary 
plans within the next few years. 

PRIVATE ENTERPRISE IS SOLVING THE ECONOMIC 
PROBLEM OF ILLNESS 

I can make this fiat declaration: The problem of insur¬ 
ance against the economic hazards of illness is well on 
its way to orderly solution within the existing framework 
of private enterprise. 

One of the most important tasks of the Association is 
to keep its members informed of the latest developments 
in medical science. To this end, it holds two large meet¬ 
ings each year. The physicians learn by hearing papers 
presented by leaders of the profession, viewing films and 
television portrayals of surgical and diagnostic pro¬ 
cedures and by wandering through miles of medical ex¬ 
hibits. One physician recently described such a meeting 
as “a complete postgraduate education under one roof.” 

To inform the physician who cannot attend these 
meetings and to eliminate delay in presenting new dis¬ 
coveries made between meetings, the Association regu¬ 
larly publishes ten scientific journals and several books. 
The weekly Journal of the American Medical Asso¬ 
ciation is the most widely read and most highly esteemed 
of all medical periodicals. 

What do these activities mean to you, the public? 
These services of the American Medical Association 
keep your doctor up to date through his years of practice 
so that he may render the best medical care to you and 
to your family. 

A. M. A. WORKS IN ALL FIELDS OF HEALTH 

The Association is concerned with the health problems 
of all segments of society. It studies industrial hazards, 
cooperates with labor and management to eliminate 
them, and holds an annual conference on industrial 
health. It does similar work in the field of rural health, 
where it works with those organizations interested in 
rural problems. It has helped design plans for placing 
doctors in rural areas where they were needed. 


The Association is currently studying means of im¬ 
proving services for those in the lower income brackets. 
It is one of the co-sponsors of the Commission on 
Chronic Illness, which studies diseases of long duration, 
particularly those of the aged. One council is devoted en¬ 
tirely to the problems of civil defense and the armed 
forces. Another bureau compiles and analyzes medical 
statistics. It recently completed the only national study 
of blood banks which has ever been made. The nation is 
now in a position to know the requirements for blood 
and the sources of supply. 

AVAILABILITY OF GOOD MEDICAL CARE CON¬ 
STANTLY INCREASING 

In medical problems that are best solved at the local 
level, the Association serves in a coordinating and ad¬ 
visory capacity to state and county societies. It urges 
programs such as that to make medical care available 
at any hour by the establishment of night and emergency 
call systems in all communities. 

Another project is the nationwide development of 
grievance committees, to hear and act upon complaints 
which patients may have concerning any aspect of medi¬ 
cal service. Thirty-six states now have such committees. 

There are many other public service projects of the 
American Medical Association, but this brief discussion 
perhaps will demonstrate the substantial contribution 
which organized medicine has made and is making to 
America’s health. Problems still exist, and no one is 
more aware of them than the medical profession. Certain 
rural areas and some government services need more 
physicians, but there is no real shortage of physicians. 
The United States has more doctors than any country 
and except for Israel, where an abnormal situation exists, 
a higher ratio to the population than any nation. 

COOPERATION SOLVING PROBLEM OF DOCTOR 
DISTRIBUTION 

Medical care is less available in certain areas than in 
others. However, the American Medical Association and 
the state and county societies are assisting such com¬ 
munities to obtain more doctors. They endeavor to bring 
together the doctors seeking places to practice and the 
localities in need of physicians. 

The problem is one of distribution rather than short¬ 
age. Significant improvement has taken place and is con¬ 
tinuing, as a result of the cooperation of the branches of 
medical organization with the local communities in need. 

Looking toward the future, the American Medical 
Association favors training of more physicians. Our med¬ 
ical schools have expanded their enrollments. At this 
time, there are more students preparing for careers in 
medicine than at any time in our history, and by 1960 
we will be producing at least 30% more physicians than 
we did in 1950. This tremendous growth will be accom¬ 
plished without sacrifice in the quality of education. To 
fail to maintain our present high standards would be 
ruinous to the future of medical care. 

A. M. A. STIMULATES PRIVATE SUPPORT FOR 
MEDICAL SCHOOLS 

Some of our medical schools, however, are in financial 
distress. This is a matter of deep concern to the American 
Medical Association. In appreciation of this situation, 
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the Association has donated a half million dollars in 
an effort to stimulate realistic private support for medi¬ 
cal education. Other societies have contributed lesser 
amounts. On May 16 last, the Foundation created by the 
Association was merged with the National Fund for 
Medical Education headed by Mr. Herbert Hoover. I 
urge every physician to contribute promptly and gen¬ 
erously. 

In addition, we advocate one-time federal grants for 
necessary remodelling and construction. The Association 
believes that medical education can be financed ade¬ 
quately by these means and without danger of federal 
control. We recognize the great service to medical ad¬ 
vancement rendered by our full-time basic science and 
clinical teachers, and seek to improve their opportunities. 

AMERICAN MEDICINE DEDICATED TO HIGH PURPOSES 

In a changing world, nothing is static and new prob¬ 
lems will arise. Physicians do not issue careless state¬ 
ments concerning the health of an individual or a nation. 
I make no irresponsible, utopian promises, but I assure 
you that we are attacking the problems confronting us 
with the same determination that has characterized our 
battle against disease. 

I am proud to serve as President of the American 
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Medical Association. It is a truly American institution 
democratic in organization and dedicated to high pur¬ 
poses. It has one hundred forty odd thousand members 
—the vast majority of American physicians engaged in 
the care of the sick. The greatness of American medicine 
is inseparable from the over-all greatness of America. 
It has sprung from the same freedom which has made 
possible the attainment of high standards in all fields of 
endeavor. 

PHYSICIANS, AS CITIZENS, PLEDGE FIGHT FOR 
AMERICAN FREEDOMS 

Democracy and democratic institutions are on trial. 
It is an historical fact that men must control themselves 
and their destinies or be controlled by others. The phi¬ 
losophy of statism is foreign to the American concept 
of life. 

American medicine eagerly assumes its responsibility 
to provide medical care of ever higher standard for the 
American people and to bring that care progressively 
within easier reach of those who require it. At the same 
time, the physicians of this country pledge themselves to 
dynamic activity as citizens to preserve the freedom 
which.is requisite to the fulfilment of their medical obli¬ 
gations to the American people. 


TREATMENT OF RHUS DERMATITIS 


' Colonel Robert J. Boagland, Captain Paul W. Myers, United States Air Force, 

and 

Captain Henry C. Cosand, Medical Corps, United States Army 


Numerous treatments for Rhus dermatitis are men¬ 
tioned in textbooks of dermatology, and a writer on the 
subject is likely to be surprised by interest shown by the 
lay press and by many laymen volunteering cures in¬ 
volving various herbs or chemicals. The many remedies 
advocated by physicians and the laity testify both to un¬ 
scientific thinking and to difficulties involved in con¬ 
trolled investigations. 

Treatment of 70 patients with ivy dermatitis with 
tripelennamine (pyribenzamine®) hydrochloride cream 
and calamine lotion, in the summer of 1949, led to the 
conclusions that further trials with tripelennamine locally 
were desirable and that a local anesthetic such as di- 
bucaine (nupercainal®) would be preferable to calamine 
lotion for comparison with agents believed to have cura¬ 
tive effects. 1 In addition, investigation of other recom¬ 
mended remedies might result in finding a treatment that 
could be shown to accelerate recovery from Rhus derma¬ 
titis. 


From the United States Army Hospital, United States Military Academy. 
West Point, N. Y. 

The dibucaine ointment (nupercainal®) and tripelennamine (pyribenz¬ 
amine) cream used were furnished by Ciba Pharmaceutical Products, Inc., 
Summit, N. Y. Tannic acid solution, 5 per cent, containing chiorothen, 
2 per cent, and phenol, 0.4 per cent (rhulitoi® containing chiorothen) was 
supplied by tederle Laboratories Division, American Cyanantid Company, 
Pearl River, N. Y., and a compound of hydrogen peroxide, acetaniiid not 
over 0.017 per cent, acetic acid, benzethonium chloride 0.75 per cent 
and propylparahydroxybenzoate 0.02 per cent (neoxyn®) was furnished by 
. William H. Rorer, Inc.. Philadelphia, Penn. . . „ „ 

I. Hoagiand, R., and Myers, P.- Treatment of Rhus Dermatitis, V. s. 
Armed Forces M. 7- (May) 1950. 


Investigation and evaluation of a proposed treatment 
for ivy dermatitis is made unusually difficult by individual 
variations in types of lesions resulting from exposure. 
For example, some patients have chiefly papular lesions; 
others have blebs, vesicles and oozing lesions; still others 
have a cellulitis type of reaction. A few patients complain 
of intolerable pruritus, but some have little or no itching. 
The final extent of involvement and ultimate severity of 
the disease cannot be estimated accurately when the pa¬ 
tient is first seen, because new lesions often continue to 
appear for several days after exposure. Furthermore, 
trauma produced by scratching during sleep and sec¬ 
ondary infections may unpredictably delay recovery. For 
these reasons, comparisons of different modes of treat¬ 
ment in different patients are either valueless or mislead¬ 
ing Comparisons of new treatments with treatments 
used on previous occasions by the same patient are in¬ 
valid because the degree of dermatitis in previous attacks 
is not known to the investigator, the susceptibility of pa¬ 
tients is variable, and patients’ memories are unreliable. 
Successive use of different medications on the same lesion 
cannot lead to valid conclusions because the first medica¬ 
ment is usually applied while the disease is in ascendancy, 
whereas later treatments merely coincide with spontane¬ 
ous recovery. Finally, unless patients are carefully ob¬ 
served one cannot be certain whether the remedies pre¬ 
scribed are being properly used and, of greatest impor¬ 
tance, whether subjective improvement is reflected in 

rapid healing. 
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A review of the literature reveals inconsistent state¬ 
ments, unproved opinions, and uncritical conclusions re¬ 
garding the prophylaxis, treatment and duration of Rhus 
dermatitis. For example, Alderson, 2 Bivings 3 and Caul- 
feild 4 recommended the use, orally and intramuscularly, 
of extracts of Rhus toxicodendron in treatment, but they 
used no control cases, whereas Howell, 5 using control pa¬ 
tients, showed that there was no significant difference in 
the rate of healing between groups receiving and not 
receiving injections. He concluded that the fundamental 
basis for treatment with intramuscular injections of 
poison ivy extract was unsound and that this treatment 
was contraindicated. Sharlit and Newman 6 gave 74 pa¬ 
tients injections of an extract of poison ivy and gave 
eight control subjects injections of absolute alcohol. They 
concluded that their extract was curative in cases of Rhus 
dermatitis, but their criterion of effective therapy was 
cessation of symptoms and of further spread of inflam¬ 
matory reactions, not acceleration of recovery in com¬ 
parison with that in controls. 

Our observations, over five years, indicate that dif¬ 
ferences in statements regarding the usual duration of 
Rhus dermatitis are explained by differences in offending 
plants and in intensity and durations of exposure, indi¬ 
vidual differences in hypersensitivity and reaction and in 
the extent and locations of lesions. The importance of in¬ 
tensity and duration of exposure was dramatically dem¬ 
onstrated by Molitch and Poliakoff, 7 who stated that 
patients inoculated with poison ivy extract remained 
free of the disease despite playing in an environment 
containing poison ivy, but incurred severe dermatitis 
when they held plants for 30 seconds. 

Witherspoon 8 advocated the use of a cream contain¬ 
ing 1 per cent menthol or phenol and 10 per cent sodium 
perborate but used no controls. Of 70 patients, 90 per 
cent were clinically cured in five to seven days, but in 
none was the disease severe enough to warrant hospital¬ 
ization. Results of treatment of hospitalized patients with 
severe involvement were not stated, although such pa¬ 
tients received similar treatment. Blumenthal and Rosen¬ 
berg 3 reported relief from pruritus in 12 of 14 patients 
given 50 mg. of diphenhydramine hydrochloride orally 
every four to six hours, but they did not describe the 
severity of the disease. Tweedall and O’Connor 10 gave 
100 mg. of tripelennamine hydrochloride orally one hour 
before applying an extract of Rhus toxicodendron to five 
persons who had strongly positive patch tests for this 
substance, and 50 mg. at the time of application as well 
as every four hours for 24 hours. They observed only 
moderate relief from burning and itching and no pre¬ 
vention of dermatitis. Furthermore, in 1946 we used 
diphenhydramine orally for Rhus dermatitis, in doses 
identical to those used by Blumenthal and Rosenberg, 
without subjective or objective improvement. Philip 11 
treated 11 patients having Rhus dermatitis with diphen¬ 
hydramine cream and reported disappearance of weeping 
and itching within 36 hours in eight patients; however, 
three patients had symptoms for eight days. Only two 
controls were reported. Sulzberger, Baer and Levin 12 
used tripelennamine ointment locally for various skin 
disorders, but not for Rhus dermatitis, and reported that 
it produced an eczematous allergic reaction in two of 
90 patients. Strauss 13 confirmed this observation and 


showed that tripelennamine, not the vehicle for the drug, 
produced an acute, oozing, edematous dermatitis. Four 
of 70 patients studied by us in 1949 also experienced 
irritation from tripelennamine. Ethyl chloride spray was 
used on 101 patients by Robinson, 14 who reported good 
results but used no controls. 

TECHNIC OF STUDY 

Whenever practicable, areas of Rhus dermatitis of about 
equal duration and intensity, on the same patient, were chosen 
for treatment with different medicaments and were examined 
daily. When areas of equal intensity could not be found, a patch 
of dermatitis was divided with an indelible line into equally in¬ 
volved areas. The halves of the area were treated differently. 
The following remedies were used: 2 per cent tripelennamine 
cream, dibucaine ointment and a 5 per cent tannic acid solution 
plus chlorobutanol 1 per cent, phenol 0.4 per cent, camphor 
ammonium alum and isopropyl alcohol 39.5 per cent (rhulitol®) 
with chlorothen citrate (tagathen®), a compound of acetic acid, 
hydrogen peroxide, benzethonium chloride 0.75 per cent, pro- 
pylparahydroxybenzoate 0.02 per cent, water and aromatics 
(neoxyn®), 2 per cent zinc sulfate solution and ethyl chloride 
spray. A total of 92 patients, with 217 involved areas, were 
treated. The table gives the details of treatment. 


Details of Treatment of 217 Areas Affected by 
JVws Dermatitis 



Number 

Degree of Severity 


of 


of Dermutitis 


Areas 

f -- 

-A- 


Medications Used 

Treated 

Mild 

Medium 

Severe 

Tripelennamine cream. 

.. 47 

24 

13 

10 

Dibucaine ointment. 

37 

21 

u 


Tannic acid with chlorothen... 

52 

21 

22 


Propylparabydroxybenzonte .. 

•13 

14 

22 

7 

Zinc sulfate solution.... 

32 

15 

11 

a 

Ktbyl chloride spray. 

0 

5 

1 

0 

RESULTS 





Twenty-sevea patients with paired lesions of about 
equal severity were treated with tripelennamine cream 
and dibucaine ointment. In 15 instances the results were 
about the same. In 10 instances tripelennamine cream, 
and 'in two instances'dibucaine ointment, appeared to 
accelerate healing slightly. In this group, as well as in 
all of the cases outlined below, the use of no medication 
was followed by dramatically swift recovery. 
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RHUS DERMATITIS—HOAGLAND ET AL. 


J.A.M.A., June 16, 1951 


Twenty-five patients received tripelennamine cream 
and tannic acid, 5 per cent, with chlorothen, on paired 
lesions. In 21 instances the results were about the same, 
and of the remaining four two appeared to respond better 
to tripelennamine, whereas the other two appeared to 
respond better to tannic acid. 

Twelve patients received tannic acid with chlorothen 
and a 2 per cent zinc sulfate solution on paired lesions. 
Half of these had approximately equal effects from each; 
tannic acid appeared to be superior to zinc sulfate in four 
instances, and the opposite result was obtained in 2 
instances. 

Propylparahydroxybenzoate and 2 per cent zinc 
sulfate solution were used on eight patients with equally 
involved areas; there was no discernible difference in 
results. 

Tripelennamine cream and propylparahydroxyben¬ 
zoate were used in 2 paired cases with no apparent dif¬ 
ference in results. 

Tannic acid with chlorothen appeared to be slightly 
superior to propylparahydroxybenzoate in all of five pa¬ 
tients who received these medicaments on paired lesions. 

Five patients receiving tannic acid with chlorothen and 
dibucaine ointment appeared to derive about equal bene¬ 
fit from both treatments. 

Only two patients received propylparahydroxyben¬ 
zoate and dibucaine ointment on equally involved areas; 
one appeared to benefit more from the former and one 
from the latter treatment. 

Six patients had lesions treated with ethyl chloride 
spray, while similarly involved areas were treated with 
dibucaine ointment. No patients derived benefit from the 
spray, and three spray-treated areas were irritated and 
healed slowly. 

Evaluation of the effect of these medicines on itching 
was difficult. In general, it could be said that all were 
antipruritic and that propylparahydroxybenzoate, ethyl 
chloride, and zinc sulfate were the least effectual. Tripel¬ 
ennamine cream, dibucaine ointment and tannic acid 
compound with chlorothen were approximately equally 
effective as antipruritics. 

COMMENT 

Rhus toxicodendron dermatitis resembles a burn in 
that the skin is exposed to a noxious agent, and, as a 
result, a relatively unalterable sequence of changes mani¬ 
festing reaction and repair is set in motion. No locally ap¬ 
plied medications used by us—including tripelennamine 
cream, anesthetic creams, zinc sulfate solution, tannic 
acid solution with chlorothen, propylparahydroxyben¬ 
zoate and ethyl chloride spray—dramatically accelerated 
healing. Patients often speak of remedies acting promptly 
to effect recovery, “drying up the rash almost overnight.” 
We could not demonstrate such effects. The antihista¬ 
mine medications appeared to speed healing slightly in 
some instances, but in over half of the cases their ef¬ 
fect was no better than that of agents that had no anti¬ 
histamine action. 

Itching and burning pain are the two chief subjective 
complaints. They are, however, not uniformly present. 
When these symptoms occurred, they were usually allevi¬ 
ated, at least partially, by any one of the medications 


used, except ethyl chloride spray, which was practically 
worthless; a 2 per cent zinc sulfate solution was of little 
value. A 5 per cent tannic acid compound with an anti¬ 
histamine (rhulitol® with tagathen®), 2 per cent tripel¬ 
ennamine cream, dibucaine ointment, and the hydrogen 
peroxide, benzethonium, acetic acid compound, propyl¬ 
parahydroxybenzoate, were most effectual in lessening 
symptoms. 

Application of moist warm compresses accelerated re¬ 
covery when used on cellulitis-like lesions characterized 
by swelling, local heat and redness. Patients with severe 
dermatitis may have such inflammatory lesions without 
secondary infection. The latter are effectively treated 
with systemic use of penicillin or aureomycin, and aureo- 
mycin ointment applied locally, not available at the time 
of this investigation, merits trial. 

SUMMARY AND CONCLUSIONS 

1. Ninety-two patients with 217 areas of Rhus derma¬ 
titis were treated with: 2 per cent tripelennamine pyri- 
benzamine hydrochloride cream, dibucaine ointment, a 
5 per cent tannic acid solution (Rhulitol®) with chloro¬ 
then (tagathen®), a compound of acetic acid, hydrogen 
peroxide, benzethonium chloride and propylparahy¬ 
droxybenzoate, 2 per cent zinc sulfate solution and ethyl 
chloride spray. 

2. Accurate evaluation of proposed treatments for 
Rhus dermatitis is difficult, because many variables are 
involved—for example, individual susceptibility and re¬ 
action; extent and duration of exposure to plants; 
secondary trauma, and duration of dermatitis before 
treatment. 

3. Comparisons between different medications or dif¬ 
ferent individuals are invalid. Only if approximately 
equally affected and equally old areas of dermatitis on 
the same patient are treated differently and simultane¬ 
ously can reliable comparisons and conclusions be made. 
Ninety-two patients had paired areas of dermatitis, equiv¬ 
alent in duration and intensity of dermatitis, treated con¬ 
currently with two medications. 

4. The speed of recovery from Rhus dermatitis is not 
dramatically influenced by any agent applied to the skin’s 
surface, but it may be accelerated (at least in cellulitis¬ 
like lesions) by application of warm moist compresses, 
and, in some patients, to a slight degree by locally ap¬ 
plied antihistamines. 

5. Treatments recommended in Rhus dermatitis are 
creams or solutions containing local anesthetics, perhaps 
wtih antihistamines, and warm, moist compresses for 
cellulitis-like or oozing lesions. 


ie Physician’s Features.—No matter how hard he [the patient] 
res at your countenance, he should never be able to read his 
e in it It should be cheerful as long as there is hope, and 
:, ne in'its gravity when nothing is left but resignation. The 
•e of a physician, like that of a diplomatist, should be tmpene- 
"bi e Nature is a benevolent old hypocrite; she cheats the sick 
d the dying with illusions better than any anodynes. If there 
• cogent reasons why a patient should be undeceived, do it de- 
erately and advisedly, but do not betray your apprehensions 
oughyour tell-tale features.— Oliver Wendell Holmes, Medi- 
1 Essays, Boston, Houghton, Mifflin & Company 1883, 
387. 
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dramatic respiratory symptoms induced by sudden 

WITHDRAWAL OF ACTH 


Robert W. Keeton, M.D., William R. Best, M.D., Ford K. Hick, M.D., M. M. Montgomery, M.D. 

and 

Max Samter, M.D., Chicago 


Untoward side effects are major obstacles to the pro¬ 
longed administration of pituitary adrenocorticotropic 
hormone (ACTH). Although most of these effects are 
due to excessive release of corticoids, there is increasing 
evidence that prolonged administration of the hormone 
has a profound effect on both the anterior pituitary and 
the adrenal cortex. In most instances, functional defi¬ 
ciency of the glands remains on a subclinical level. It 
seems therefore, justifiable to report two cases, both of 
respiratory impairment, in which withdrawal of the drug 
caused severe clinical manifestations. 

REPORT OF CASES 

Case 1 .— The first patient, E. F., a 48 year old white male, 
has had a progressive, severe pulmonary fibrosis of unknown 
etiology for four years. In 1949, six months prior to admin- 
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increased during- the next two days. He was not cyanotic. His 
pulse rate was 124, his respirations were 36 per minute and 
his temperature was 100.2 F. Treatment with the drug was 
resumed, and again he recovered within 48 hours. After recov¬ 
ery there was a gradual decrease in minute volume, accom¬ 
panied by an increase in vital capacity and maximum volun¬ 
tary ventilating capacity beyond the level established prior to 
the administration of the placebo. Since then the dosage of 
the drug has been gradually reduced, and he is at present re¬ 
ceiving 30 mg. in divided doses. 

Case 2_The second patient, E. U., a 58 year old man, has 

had chronic bronchitis with secondary emphysema for 10 years. 
Dyspnea has become progressively more severe during the past 
eight years. Prior to the administration of pituitary adreno¬ 
corticotropic hormone, minimal efforts, such as shaving or 
walking a few yards, produced marked shortness of breath. He 
was admitted to the Research and Educational Hospitals, and, 
after a suitable control period, was given 40 to 60 mg. of the 



Oays in hospital 

Fig. 1.—Hospital course of patient E. F., who has pulmonary fibrosis. 
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Fig. 2.—Hospital course of patient E. U., who has emphysema. 


istration of the hormone, he developed cor pulmonale with 
mild cardiac decompensation. Prior to administration of the 
drug he was dyspneic, had frequent coughing spells, complained 
of marked nasal congestion and was unable to engage in minimal 
activities. Twenty mg. of pituitary adrenocorticotropic hormone 
administered three times daily, resulted in objective improvement 
within 48 hours—his nasal passages cleared; his breathing im¬ 
proved noticeably; his cough stopped; he experienced a pro¬ 
nounced feeling of well-being and was soon able to resume 
moderate activities. 

The hormone was discontinued after two months of therapy, 
and within 36 hours dyspnea and episodes of coughing returned. 
The patient became depressed, and then hysterical. His condi¬ 
tion deteriorated so rapidly that hormone therapy was resumed, 
with rapid improvement in his physical and mental status. 

In order to study the mechanism of this reaction, he was 
hospitalized one month later at the Research and Educational 
Hospitals. He was continued on 20 mg. of the drug, three times 
daily, for 11 days. The urinary excretion of 17-ketosteroids 
suggested an adequate adrenocortical response (fig. 1). On the 
twelfth day, placebo injections were substituted for the hormone 
without the patient’s knowledge. Forty-eight hours later a marked 
mental depression became evident, a slight cough was present 
and breathing became more difficult. Dyspnea and coughing 


drug, first in the hospital, then at home, over a 45 day period. 
Improvement was slight, in spite of the increased excretion of 
17-ketosteroids in the urine (fig. 2). Improvement did not 
seem to warrant further administration of the hormone. Sev¬ 
enty-two hours after sudden and complete withdrawal of the 
drug, he became weaker and very dyspneic. His condition 
became rapidly worse and from the fourth to the eighth day he 
required continuous oxygen. At this time he was readmitted to 
the hospital in a critical condition. He was very weak, severely 
dyspneic, coughed frequently and his face had an ashen color. 
His temperature was 101.4 F., his pulse rate was 126 per minute 
and his respirations were 36 per minute. His blood pressure 
was 152/110. A chest roentgenogram showed no change. 
Electrolyte studies on admission were normal. Streptomycin 
and aureomycin were started immediately, without apparent 
effect. Twenty-four hours after the patient’s admission to the 
hospital, the drug was resumed without his knowledge, and 
within another 24 hours his clinical condition improved notice¬ 
ably. Three days later he felt about the same as he had prior 
to withdrawal of the hormone. 17-Ketosteroids determinations, 
though not obtained during the drug-free interval, did not rise 


From Ihe Department of Medicine, University of Illinois Coliege of 
Medicine. 

Read before the twenty-third Annual Meeting of the Central Society for 
Clinical Research, Chicago, November 3, 1950. 
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in proportion to clinical improvement during the second course 
of therapy. The drug was very gradually withdrawn over an 
18 day period without incident. 

COMMENTS 

The histories of these two patients raise two major 
questions: First, what is the mechanism responsible for 
the dramatic collapse of the patient on withdrawal of 
pituitary adrenocorticotropic hormone? Second, what 
factors are responsible for the almost immediate and 
rapid improvement after resumption of therapy? 

Treatment with corticotropin produces a hypofunc- 
tion of the pituitary gland with decreased secretion of 
endogenous pituitary adrenocorticotropic hormone. 
When corticotropin is suddenly withdrawn, this defi¬ 
ciency of the endogenous hormone results in a secondary 
hypoadrenalism. On the other hand, if pituitary adreno¬ 
corticotropic hormone is gradually withdrawn, the glands 
adapt themselves to their pretreatment capacity. Thom 
has called attention to the so-called adrenal atrophy dur¬ 
ing and following cortisone therapy. His statement— 
presented during an informal discussion at the First 
Conference on the Adrenal Cortex, of the Josiah Macy, 
Jr., Foundation—reads: 

You treat for two weeks with 100 mg. of Cortisone. You 
then stop treatment. For two to five days you will fail to get 
an adequate adrenal cortical response to the ACTH test. In 
other words, the adrenal has atrophied and it won’t be brought 
back very easily by the ACTH during that period. I don’t know 
just how long the period lasts. We have had cases that we 
are trying to follow. You can see after you stop the Cortisone 
treatment that you are going to have the widest possible swing, 
because within two or three days you are going to go from 
essentially a Cushing’s down almost into an Addison’s range 
of adrenal secretion. You just hope that nothing happens to 
the patient during the week after you stop your Cortisone 
therapy. 


J.A.M.A., June 16, 1951 

One must realize, however, that Thom’s statement is 
based essentially on treatment with cortisone, not with 
pituitary adrenocorticotropic hormone. 

In our patients, the rapid recovery after resumption 
of pituitary adrenocorticotropic hormone therapy leads 
us to believe that we are dealing with a pituitary rather 
than an adrenal cortex deficiency. Patients with bron¬ 
chial asthma respond spectacularly to the hormone but 
frequently relapse on its withdrawal. One might reason 
that the pulmonary tissue is particularly vulnerable to 
sudden deficiencies of glucocorticoids; on the other hand, 
defenses against infections are profoundly modified dur¬ 
ing and after the administration of pituitary adreno¬ 
corticotropic hormone. It seems that interference with 
these defenses might be responsible for some of the fea¬ 
tures in the serious reactions which we have observed. 
This problem needs further investigation. We are pre¬ 
senting this clinical report because we feel that the possi¬ 
bility of producing serious clinical withdrawal symptoms 
after prolonged treatment with the hormone should be 
brought to the attention of clinicians using it. 

SUMMARY 

Two patients with respiratory impairment showed 
dramatic respiratory symptoms induced by sudden with¬ 
drawal of pituitary adrenocorticotropic hormone. Both 
responded to readministration of the hormone. Subse¬ 
quent gradual withdrawal of the hormone was accom¬ 
plished without incident in one patient. The other patient 
is still receiving the hormone in therapy. The clinical his¬ 
tories which we have presented suggest that withdrawal 
of the drug in patients with pulmonary disease should 
be carried out with great caution. 

1853 W. Polk Street. 


HEMORRHAGIC PERICARDITIS IN ACUTE MYOCARDIAL INFARCTION TREATED 

WITH BISHYDROXYCOUMARIN 


Robert Goldstein, M.D. 
and 

Louis Wolff, M.D., Boston 


The reports of the Committee for the Evaluation of 
Anticoagulants in the Treatment of Coronary Throm¬ 
bosis with Myocardial Infarction, American Heart 
Association, and several other reports 1 have indicated 
the efficacy of anticoagulant therapy in acute myocardial 
infarction. The drug of choice at the present time is 
bishydroxycoumarin (dicumarol®). Its toxicity has been 
studied in animals, 2 and the hemorrhagic complications 
that occur clinically have been reported. It is the purpose 
of this communication to call attention to an unusual 
and serious hemorrhagic complication heretofore un¬ 
reported and to emphasize the clinical signs that make 
possible early recognition of this complication. 


Aided by a Grant from the United States PubUc Health Service. 
Presented before a Meeting of the New England Cardiovascular Society, 
March 6, 1950. T 

From the Medical Research Department, Yamins Research Laboratory, 
Beth Israel Hospital and the Department of Medicine, Harvard Medical 
School. 


REPORT of cases 

Case I —This was the first admission to the hospital of a 42 
ear old white man, who entered with severe substernal pain 
f one hour’s duration. He had had no previous history of 
xertional dyspnea, chest pain, peripheral edema, diabetes or 
ypertension. On the morning of admission, while driving hi 
ar he suddenly experienced severe squeezing pain over the 
recordium and sternum, which radiated into the left shoulder 
nd down the left arm. This was accompanied with profuse 
iveating, weakness and nausea. The pain persisted until the 

lazin 'Sealed an apprehensive 

were pain in the chest. There was no engorgement of the neck 
eins- slight cyanosis was evident. The heart was not en^rged 
« rhythm was regular, the heart sounds were distant and the 
rst apical sound was split. There were no murmurs, thrills or 
fiction rub The blood pressure was 95/65 in both arms. There 
ere fine moist rales at base of each lung The liver and spleen 

'ere not palpable, and there was no per.phera edema The wh t 

. , „if rnnnt was 11,000 per cubic millimeter. The corrected 
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method, 3 normal 0.08 to 0.35 mm. per minute). The urine was 
normal. The electrocardiogram showed changes characteristic 
of an acute posterior myocardial infarct. 

The initial treatment consisted of bed rest and use of oxygen 
and morphine. Bishydroxycoumarin, 300 mg., was administered 
on the first day immediately after the determination of the pro¬ 
thrombin time. The drug was administered daily thereafter in 
doses calculated to maintain the prothrombin time between 30 
and 35 seconds (5 to 10 per cent prothrombic activity according 
to the Rosenfield and Tuft method) * (tablel). 

During the first six hospital days the temperature ranged be¬ 
tween 101 and 102 F. and then gradually fell, reaching normal 
on the eleventh day (fig. 1). Basal rales and slight cyanosis per¬ 
sisted despite continuous administration of oxygen. On the third 
hospital day a pericardial friction rub was first noted. The rub 
was heard at all examinations over the entire precordial area, 
from the third to the twelfth hospital day; after this period it 
was no longer audible. On the. fourth hospital day moderate 
icterus was noted and the liver was palpated 2 fingerbreadths 
below the right costal margin. The urine gave a positive test 

for bi!e - , t 

At the end of the first week, the patient was free of pain; the 
lungs were clear and cyanosis was absent. By the ninth hospital 
day jaundice was no longer detectable.and the urine was free of 
bile. The blood pressure during this period was 100-110/60-70. 

The temperature rose to 101 F. on the thirteenth hospital 
day. The following day, the prothrombin time was 45 seconds, 
and bishydroxycoumarin was not given. On the morning of the 
fifteenth day, rales at base of each lung and slight cyanosis were 
again noted and the prothrombin time, was 40 seconds. A few 
hours later, anterior chest pain recurred and lasted approxi¬ 
mately one-half hour; relief was then obtained with meperidine 
hydrochloride. Shortly after the onset of pain, there was a fall 
in the blood pressure to 90/80. This le.vel was maintained until 
early morning of the sixteenth hospital day, when there was 
more profound vascular collapse. It was noted that all super¬ 
ficial veins were distended. The prothrombin' time was 67 sec¬ 
onds, although bishydroxycoumarin had not been given the 
previous two days. There were no overt hemorrhagic manifesta¬ 
tions. The patient was given 100 mg. of menadione sodium bi¬ 
sulfite and 200 cc. of stored plasma intravenously during the 
course of the next few hours, after which the prothrombin time 
was 31 seconds. The patient failed to respond to therapy and 
died at 7 p. m. on the sixteenth hospital day. 

Postmortem Examination. —The pericardium was found to be 
firmly adherent over the greater part of the left ventricle, except 
toward the base and over the septum anteriorly. It was also 


Table 1. — Maintenance of Prothrombin Time Between 
SO and SS Seconds 


In the adherent areas, the pericardium stripped with difficulty, 
leaving a partially organized blood clot on the epicardium. 

The left ventricular myocardium, except for the anterior por¬ 
tion toward the base, appeared to be involved in a recent infarc¬ 
tion characterized by blue-black discoloration and thinning of 
the myocardium. The cut surfaces revealed necrosis and gelati¬ 
nous degeneration. Both papillary muscles were involved. The 
posterior portion of the right ventricle, the apex and the entire 



length of the septum posteriorly were also involved in this 
process. The papillary muscles in the right ventricle appeared 
normal. No perforations, tears or ruptures of the myocardium 
or coronary vessels were found after careful examination, and 
leakage of the injection mass into the myocardium was not 
observed. 

Injection and dissection of the coronary arteries according to 
the Schlesinger technique 5 revealed atheromatous plaques and 
slight narrowing along the entire length of the main left anterior 
descending artery. The left circumflex artery was essentially 
normal. Atheromatous plaques in the main right coronary 
artery caused moderate narrowing of the vessel up to an occlu¬ 
sion 5 cm. from the mouth of the vessel. The occlusion was 
caused by an organized adherent thrombus 0.9 cm. in length, 
surrounded by an atheromatous abscess. Just distal to the occlu¬ 
sion there was a tail-like, nonadherent, nonoccluding thrombus, 
the base of which was partially organized and attached to the 
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adherent over the posterior surface of the right ventricle, extend¬ 
ing to the apex, over the auricles and to its reflexion at the 
great vessels. Sue hundred cubic centimeters of bloody fluid were 
' J , rae “ 1 , j n ^ le f ree pericardial space. The hematocrit value of 
this fluid was 45 per cent. The addition of either 1 or 10 units 
or thrombin to 1 milliliter of the pericardial fluid caused no clot 
ormation, thus indicating the absence of fibrinogen. No pro- 
tnrombic activity could be demonstrated in the pericardial fluid 
by the Rosenfield and Tuft modification of Quick's one stage 
method. 3 After the bloody fluid was removed, there re¬ 
mained a thick, heavy, fibrinous, partially organized exudate. 
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previously described thrombus. A!! vessels distal to this point 
were injected by the mass from the left coronary artery. Micro¬ 
scopic sections revealed both a healing and a fresh infarct in 
the areas of gross change noted above; the latter appeared to 
be of about 24 hours’ duration. 

On gross examination, the liver appeared slightly firmer than 
normal and there was congestion of the central veins. Micro¬ 
scopic examination revealed early acute centra! necrosis. Gross 
and microscopic examination of the kidneys and other organs 
revealed no abnormalities. 

Case 2.—A 66 year old white woman was admitted to the 
hospital after an episode of chest pain. There was a 25 year 
history of moderately severe bronchial asthma and at least a 10 
year history of hypertension; she had had albuminuria six years 
prior to the attack. Forty-eight hours before admission, sub¬ 
sterna] and left chest pain occurred suddenly. The pain was 
cutting in character and nonradiating. It lasted approximately 
two hours and was associated with sweating and vomiting. It was 
relieved by morphine and thereafter did not recur. 

On admission, examination revealed an obese white woman 
who was moderately dyspneic and slightly cyanotic. Respira¬ 
tions were wheezing. The blood pressure was 180/100. The 
heart was moderately enlarged to the left. The rhythm was 
regular, with an occasional premature beat. The heart sounds 
were masked by the wheezing respiration. The anteroposterior 
diameter of the thorax was increased. There were loud ronchi 
and wheezes throughout both lung fields. The liver was felt 2 
fingerbreadths below the right costal margin but was not tender. 
There was no icterus or edema. The white blood cell count was 


Table 2. —Prothrombic Response to Therapy 


Hospital 

Day 

1 .... 

0 

3.:'.'. 

1.. .. 

5.. .. 
0 .... 

7 .. .. 

8 .. .. 
0 .... 


Prothrombin Prothrombic 

Bishvdroxy- 

Menadione 

Sodium 

Time, 

Activity, 

commirin 

Bisulfite 

Seconds 

Per Cent 

Dose, Mir. 

Dose, Mg. 



3(10 


20 

55.6 

0 


43 

4.4 

0 

,, 

m 

2.0 

0 

4.8 

21 

40.0 

50 


*10 

3.2 

0 

4.8 

02 

3.7 

0 

.. 

50 

4.0 

0 


G2 

3.3 

0 



43,400 (polymorphonuclear cells 79 per cent, band forms 6 per 
cent, lymphocytes 6 per cent and monocytes 8 per cent) and 
remained elevated during the entire period of hospitalization. 
There were no abnormal cells in the peripheral blood smear. 
The urine contained albumin (4 -f~) and 8 to 10 white blood 
cells per high power field in an uncatheterized specimen. The 
specific gravity ranged from 1.010 to 1.020. The electrocardio¬ 
gram was characteristic of posterior myocardial infarction and 
complete auriculoventricular block. 

Therapy consisted of bed rest and administration of oxygen, 
codeine, penicillin, potassium iodide and small doses of epi¬ 
nephrine (adrenalin®) in oil. Bishydroxycoumarin, 300 mg., was 
administered on the evening of admission. Within 36 hours of 
this single dose, the plasma prothrombic activity had fallen to 
4 per cent as determined by the Rosenfield and Tuft technique 4 
and, except for a single determination of 40 per cent on the 
fifth hospital day, remained below 5 per cent for the duration 
of hospitalization, despite the administration of only one addi¬ 
tional dose of 50 mg. of bishydroxycoumarin on the fifth hos¬ 
pital day (table 2). Whether the finding of 40 per cent pro¬ 
thrombic activity on the fifth hospital day was a laboratory 
error, a response to the small dose of menadione sodium bi¬ 
sulfite (4.8 mg.) given on the previous day, or a representation 
of the wide fluctuations in prothrombic activity not infrequently 
observed, cannot be stated. 

The temperature fell from a level of 101 F. to normal within 
24 hours and remained there. The puise rate ranged between 
45 and 60, as the complete auriculoventricular block persisted. 
There was evidence of moderate renal insufficiency, with ncm- 
protein nitrogen values ranging from 50 to 60 mg. per 100 cc., 
and was 54 mg. seven hours before the patient s death. 

The asthma was easily controlled, and only small doses of 
epinephrine in oil were necessary (0.3 cc. of a 1: 500 suspension) 
on the first, second and fifth hospital days. The heart sounds. 
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which on the first day were obscured by the respiratory wheezes 
were of poor quality. At no time was a pericardial friction rub 
heard. On the eighth hospital day the patient became lethareic 
and there was a marked decrease in urinary output. These sym D 
toms persisted despite intravenous administration of fluids On 
the eleventh hospital day the patient complained of severe peri¬ 
umbilical pain, but there were no abnormal abdominal signs 
The white blood cell count, which had gradually fallen from a 
level of 43,400 on admission to 13,000 on the tenth hospital 
day, rose to 33,800. Peripheral vascular collapse occurred shortly 
after the onset of pain. Within a few hours the blood pressure 
previously maintained at a level of 130/80, was unobtainable! 
The patient failed to respond to therapy and died on the eleventh 
hospital day. 

Postmortem Examination .—The pericardial cavity was al¬ 
most completely obliterated by numerous dense fibrous adhe¬ 
sions. The pericardium was separated with great difficulty, and 
in several areas over the anterior surface the epicardial and 
parietal layer's were so densely adherent that they were removed 
together from the myocardium. In a few areas posteriorly, where 
free pericardial space still persisted, there was an accumulation 
of 50 to 75 cc. of bloody fluid, and when this was removed a 
partially organized blood clot on the epicardium was noted. 
Careful examination revealed no evidence of rupture, tear or 
perforation of the myocardium or coronary vessels. 

The heart weighed 470 Gm. On gross examination there was 
evidence of an extensive myocardial infarct involving the pos¬ 
terior wall of the left ventricle, the posterior portion oi the 
interventricular septum and the posterior papillary muscle. 
Microscopic examination revealed massive infarction involving 
the posterior wall of the left and right ventricles, the interven¬ 
tricular septum, the posterior papillary muscle and the left 
atrium. The right ventricular extension of the infarct was recent 
and appeared to be less than 24 hours old. In this area of recent 
infarction several small veins contained fibrin thrombi. The 
epicardium was covered by a heavy layer of fibrin, which in 
some areas was overlaid with masses of red blood cells. The 
inner portion of the epicardium showed organization of the 
fibrinous exudate. With the exception of the uterus, no other 
area of hemorrhage was observed. The uterine cavity contained 
2 to 3 cc. of bloody fluid. The endometrium was hemorrhagic. 
The serosa! surface of the uterus was normal. 

The pancreas appeared normal on gross examination, but the 
microscopic sections revealed evidence of acute and chronic pan¬ 
creatitis and acute focal necrosis. 

The kidneys were somewhat smaller than average. The right 
kidney weighed 110 Gm. and the left 130 Gm. There was some 
thinning of the cortex. Microscopic examination revealed that 
the renal substance was essentially preserved. There were mod¬ 
erate sclerosis of the interlobular vessel and some focal areas 
of scarring and tubular atrophy. 

The remainder of the examination revealed no significant 

abnormalities. 


The third patient with myocardial infarction and 
mpiicating pericarditis herein reported was admitted 
the Beth Israel Hospital for the first time shortly after 
,. fi rs t patient died. Bishydroxycoumarin therapy was 
Tituted upon admission. The clinical features so closely 
;embled those of the first case that the diagnosis of 
morrhagic pericarditis appeared likely, although hnal 
aof is lacking, since the patient recovered and a peri- 
rdial tap was not done. 

v„ __ A 48 year old white man was hospitalized for re¬ 
rent chest pain of four days’ duration. There was no history 
rheumatic fever, hypertension or diabetes. For four years 
or to admission he had noted mild anterior chest pam on 
derate exertion. Four days prior to admission he experienced 
n between the shoulder blades; it had come on suddenly and 
Seated by deep inspiration. Later that day, severe epi- 
, .p.jor chest pain developed and was associated 

", Si.'n Ml. <™> 

or to admission, the temperature was 103 F. The heart sounds 
re poor the patient was cyanotic, and signs consistent with 
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consolidation at the base of the left lung were noted. An electro¬ 
cardiogram showed changes characteristic of an extensive 
anterior myocardial infarct (fig. -)• 

Examination on his admission to the hospital two days later 
revealed an acutely ill man with slight cyanosis; the respiratory 
rate was 25, temperature 103 F., pulse rate 100, and regular, 
and blood pressure 100/80. There was no engorgement of the 
neck veins. The heart was enlarged to the anterior axillary line, 
and a loud to and fro friction rub masked the heart sounds. 
There was bronchial breathing at the base of the left lung and 
diminished breath sounds and moist rales at the base of the right 
lung The abdominal examination was noncontributory, and 
there was no peripheral edema. The white blood cell count was 
16 000 per cubic millimeter. The sedimentation rate was 2.2 
mm per minute (Rourke-Ernstene method 3 ). The urine was 
normal. The nonprotein nitrogen was 40 mg. per 100 cc. Therapy 
consisted of bed rest, liquid diet, fluids up to 2,500 cc., meperi¬ 
dine hydrochloride, as necessary, for pain, oxygen and bishy- 
hydroxycoumarin. The prothrombic activity was maintained 
generally between 10 to 20 per cent of normal as estimated by 
the Rosenfield and Tuft technique 4 (prothrombin time between 
20 and 30 seconds) (table 3). 

During the first 12 hospital days, the patient showed clinical 
improvement. The temperature fell slowly, reaching normal by 
the seventh day, and the pulse rate during this period fell from 
100 to 70. The chest pain necessitated frequent medication at 
first but was not troublesome after 72 hours. The cyanosis dis¬ 
appeared within 48 hours, and the use of oxygen was discon¬ 
tinued on the fourth hospital day. The blood pressure was 
maintained at 100-110/70-80. The friction rub disappeared after 
the first 24 hours but returned on the fifth day and persisted 
with varying intensity during and following the first period of 
clinical improvement. 

On the afternoon of the thirteenth hospital day, there was 
a recurrence of anterior chest pain with cyanosis, weakness and 
profuse sweating. There was no change in the blood pressure, 
but there was a rise in the heart rate and the friction rub was 



\ lc “ s f 3). Electrocardiogram taken after the patient’s admission 
, * *" os P" la ", showing changes characteristic of anterior myocardial 


oudcr than was previously noted. It was felt that the recurrence 
and persistence of the friction rub might be secondary to oozing 
a blood from the inflamed pericardial surfaces and that the 
sudden deterioration in the patient’s condition conceivably was 
ue to profuse bleeding into the pericardial sac. The use of 
ishydroxycoumarin was discontinued, and 72 mg. of menadione 
sodium bisulfite was given intravenously on the thirteenth and 
ourteenth days (table 3). On the fifteenth day the temperature 
7 ? SC p° ^ P u * se tate to U0 and the respiration rate to 
. Repeated electrocardiograms showed no evidence of fresh 


infarction. A chest film revealed an increase in heart size when 
compared with a film taken shortly after admission. These find¬ 
ings were consistent with, but not clearly diagnostic of, peri¬ 
cardial effusion. However, inasmuch as there was no evidence 
of cardiac tamponade, pericardial tap was not done. The patient 
improved dramatically coincident with return of prothrombic 
activity toward normal on the seventeenth hospital day. By the 
nineteenth hospital day the temperature and pulse had returned 

Table 3.— Prothrombic. Activity at 10 to 20 Per Cent of Normal 



Prothrombin Prothrombic 
Time, Activity, 

Bishydroxy- 

coumarin 

Menadione 

Sodium 

Bisulfite 

Day 

Seconds 

Per Cent 

Dose, Mg. 

Dose, Mg. 

I. 

o 

. M 

50 

300 


3. 


25 

0 


4. 

. 20 

GO 

200 



. 2 S 

13 

0 



. 24.1 

20.5 

100 



. 17.5 

100 

100 


3. 

. 24 

19 

100 


9. 

. 30 

5.5 

0 


10. 

. 25 

16.5 

100 


11. 

. *21 

44 

200 


12. 

. 20 

15 

50 


13. 

. 2S 

12.5 

50 

72 

14. 

. 2C.8 

13.5 

0 

72 


. 23.2 

22 

0 


1(3. 

. 23 

22 

0 


17. 

. 18.S 

G9 

0 

.. 


to normal and the friction rub had disappeared. Thereafter the 
clinical course was uneventful. The patient was discharged on 
the forty-second hospital day. 

COMMENT 

A review of the literature reveals that all reported cases 
of hemopericardium complicating myocardial infarction 
were due to rupture of the myocardium or of a coronary 
vessel. A review of the autopsy records at the Beth Israel 
Hospital of 160 cases of acute myocardial infarction 
without bishydroxycoumarin therapy similarly showed 
the occurrence of hemopericardium only when myo¬ 
cardial rupture was present. Although petechiae and in¬ 
jection of the epicardium were not infrequently noted 
and in 19 cases slightly blood-tinged pericardial fluid 
was found, frank gross hemorrhage into the pericardial 
cavity without rupture was noted only in the bishydroxy- 
coumarin-treated patients. The conclusion appears war¬ 
ranted that in these cases bishydroxycoumarin was at 
least partly responsible for the hemopericardium. 

Bishydroxycoumarin has two recognized physiological 
effects; 1. It interferes with the formation of prothrombin 
by the liver, resulting in a decreased concentration of 
prothrombin in the blood 0 and thereby causing a de¬ 
crease in the production of the serum prothrombin con¬ 
version accelerator reported by Alexander and his asso¬ 
ciates 7 and a prolongation of the clotting time, as 
measured in siliconized equipment. 8 2. In moderate to 
large doses it causes dilation of capillaries, small arteries 
and veins. 0 Except in the event of massive doses, which 
cause death within a few hours without any previous 
demonstrable effect upon prothrombin activity or the 


6. Richards and Cortell. 22 Bingham and others.-" Link, K. P-: The 
Anticoagulant from Spoiled Sweet Clover Hay, in Harvey Lectures, 1943 - 
■M, Lancaster, Pa.. Science Press Printing Company, 1944, voi. 39, p. 162. 

7. Alexander, B.; de Vries, A., and Goldstein, R.: A Factor in Serum 
Which Accelerates the Conversion of Prothrombin to Thrombin: II. Its 
Evolution with Special Reference to the Influence of Conditions Which 
Aflect Blood Coagulation, Blood 4 : 739 (June) 1949. 

8. Margulies, H., and Barker, N. W.: The Coagulation Time of Blood 
m Silicone Tubes in Patients Receiving Dicumarol, Am. J. M. Sc. 218: 
52 (July) 1949. 

9. Rose and others. 2 * Richards and Cortell. 22 Bingham and others. 24 
Dale, D. U., 3nd Jaques, L. B.: The Prevention of Experimental Throm¬ 
bosis by Dicumarin. Canad. M. A. J. 46: 546 (June) 1942. 
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previously described thrombus. All vessels distal to this point 
were injected by the mass from the left coronary artery. Micro¬ 
scopic sections revealed both a healing and a fresh infarct in 
the areas of gross change noted above; the latter appeared to 
be of about 24 hours’ duration. 

On gross examination, the liver appeared slightly firmer than 
normal and there was congestion of the central veins. Micro¬ 
scopic examination revealed early acute central necrosis. Gross 
and microscopic examination of the kidneys and other organs 
revealed no abnormalities. 

Case 2.—A 66 year old white woman was admitted to the 
hospital after an episode of chest pain. There was a 25 year 
history of moderately severe bronchial asthma and at least a 10 
year history of hypertension; she had had albuminuria six years 
prior to the attack. Forty-eight hours before admission, sub- 
sternal and left chest pain occurred suddenly. The pain was 
cutting in character and nonradiating. It lasted approximately 
two hours and was associated with sweating and vomiting. It was 
relieved by morphine and thereafter did not recur. 

On admission, examination revealed an obese white woman 
who was moderately dyspneic and slightly cyanotic. Respira¬ 
tions were wheezing. The blood pressure was 180/100. The 
heart was moderately enlarged to the left. The rhythm was 
regular, with an occasional premature beat. The heart sounds 
were masked by the wheezing respiration. The anteroposterior 
diameter of the thorax was increased. There were loud ronchi 
and wheezes throughout both lung fields. The liver was felt 2 
fingerbreadths below the right costal margin but was not tender. 
There was no icterus or edema. The white blood cell count was 

Table 2 .—Prothrombic Response to Therapy 

Memnlione 

Prothrombin Prothrombic BWhydioxy- Sodium 


Hospital Time, Activity, cmnmuin Bisulfite 

Day Seconds Per Cent Dose, Mr. Dose, Mr. 

1 . .... 300 

2 . 20 55.0 0 

3 . 43 4.4 0 

4 . 134 2.0 0 4.8 

5 . 21 40.0 50 

6 . 70 3.2 0 4.8 

7 . 02 3.7 0 

8 . 50 4.0 0 

' 9. 02 3.3 0 


43,400 (polymorphonuclear cells 79 per cent, band forms 6 per 
cent, lymphocytes 6 per cent and monocytes 8 per cent) and 
remained elevated during the entire period of hospitalization. 
There were no abnormal cells in the peripheral blood smear. 
The urine contained albumin (4 +) and 8 to 10 white blood 
cells per high power field in an uncatheterized specimen. The 
specific gravity ranged from 1.010 to 1.020. The electrocardio¬ 
gram was characteristic of posterior myocardial infarction and 
complete auriculoventricular block. 

Therapy consisted of bed rest and administration of oxygen, 
codeine, penicillin, potassium iodide and small doses of epi¬ 
nephrine (adrenalin®) in oil. Bishydroxycoumarin, 300 mg., was 
administered on the evening of admission. Within 36 hours of 
this single dose, the plasma prothrombic activity had fallen to 
4 per cent as determined by the Rosenfield and Tuft technique 4 
and, except for a single determination of 40 per cent on the 
fifth hospital day, remained below 5 per cent for the duration 
of hospitalization, despite the administration of only one addi¬ 
tional dose of 50 mg. of bishydroxycoumarin on the fifth hos¬ 
pital day (table 2). Whether the finding of 40 per cent pro¬ 
thrombic activity on the fifth hospital day was a laboratory 
error, a response to the small dose of menadione sodium bi¬ 
sulfite (4.8 mg.) given on the previous day, or a representation 
of the wide fluctuations in prothrombic activity not infrequently 
observed, cannot be stated. 

The temperature fell from a level of 101 F. to normal within 
24 hours and remained there. The pulse rate ranged between 
45 and 60, as the complete auriculoventricular block persisted. 
There was evidence of moderate renal insufficiency, with non¬ 
protein nitrogen values ranging from 50 to 60 mg. per 100 cc., 
and was 54 mg. seven hours before the patient’s death. 

The asthma was easily controlled, and only small doses of 
epinephrine in oil were necessary (0.3 cc. of a 1: 500 suspension) 
on the first, second and fifth hospital days. The heart sounds. 
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which on the first day were obscured by the respiratory wheezes 
were of poor quality. At no time was a pericardial friction rub 
heard. On the eighth hospital day the patient became lethargic 
and there was a marked decrease in urinary output. These symp¬ 
toms persisted despite intravenous administration of fluids On 
the eleventh hospital day the patient complained of severe peri- 
umbilical pain, but there were no abnormal abdominal signs 
The white blood cell count, which had gradually fallen from a 
level of 43,400 on admission to 13,000 on the tenth hospital 
day, rose to 33,800. Peripheral vascular collapse occurred shortly 
after the onset of pain. Within a few hours the blood pressure 
previously maintained at a level of 130/80, was unobtainable! 
The patient failed to respond to therapy and died on the eleventh 
hospital day. 

Postmortem Examination .—The pericardial cavity was al¬ 
most completely obliterated by numerous dense fibrous adhe¬ 
sions. The pericardium was separated with great difficulty, and 
in several areas over the anterior surface the epicardial and 
parietal layers were so densely adherent that they were removed 
together from the myocardium. In a few areas posteriorly, where 
free pericardial space still persisted, there was an accumulation 
of 50 to 75 cc. of bloody fluid, and when this was removed a 
partially organized blood clot on the epicardium was noted. 
Careful examination revealed no evidence of rupture, tear or 
perforation of the myocardium or coronary vessels. 

The heart weighed 470 Gm. On gross examination there was 
evidence of an extensive myocardial infarct involving the pos¬ 
terior wall of the left ventricle, the posterior portion of the 
interventricular septum and the posterior papillary muscle. 
Microscopic examination revealed massive infarction involving 
the posterior wall of the left and right ventricles, the interven¬ 
tricular septum, the posterior papillary muscle and the left 
atrium. The right ventricular extension of the infarct was recent 
and appeared to be less than 24 hours old. In this area of recent 
infarction several small veins contained fibrin thrombi. The 
epicardium was covered by a heavy layer of fibrin, which in 
some areas was overlaid with masses of red blood cells. The 
inner portion of the epicardium showed organization of the 
fibrinous exudate. With the exception of the uterus, no other 
area of hemorrhage was observed. The uterine cavity contained 
2 to 3 cc. of bloody fluid. The endometrium was hemorrhagic. 
The serosal surface of the uterus was normal. 

The pancreas appeared normal on gross examination, but the 
microscopic sections revealed evidence of acute and chronic pan¬ 
creatitis and acute focal necrosis. 

The kidneys were somewhat smaller than average. The right 
kidney weighed 110 Gm. and the left 130 Gm. There was some 
thinning of the cortex. Microscopic examination revealed that 
the renal substance was essentially preserved. There were mod¬ 
erate sclerosis of the interlobular vessel and some focal areas 
of scarring and tubular atrophy. 

The remainder of the examination revealed no significant 

abnormalities. 


he third patient with myocardial infarction and 
plicating pericarditis herein reported was admitted 
te Beth Israel Hospital for the first time shortly after 
first patient died. Bishydroxycoumarin therapy was 
tuted upon admission. The clinical features so close y 
mbled those of the first case that the diagnosis of 
orrhagic pericarditis appeared likely, although final 
)f is lacking, since the patient recovered and a pert- 
lial tap was not done. 

a_ a 48 year old white man was hospitalized for re- 

nt chest pain of four days’ duration. There was no history 
' t : c fever, hypertension or diabetes. For four yea 

To dmiSon he had noted mild anterior chest pam on 
to aomissiu admission he experienced 

between h insp i ration . Later that day, severe epi- 

? ggra , nterior chest pain developed and was associated 
" feefinTof'weakness ^in both arms and legs. Three days 
^admission 'the temperature was 103 F. The heart sounds 
was cyanotic, and signs consistent with 
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consolidation at the base of the left lung were noted. An electro¬ 
cardiogram showed changes characteristic of an extensive 

anterior myocardial infarct (fig* 2). . . 

Examination on his admission to the hospttal two days later 
revealed an acutely ill man with slight cyanosis; the respiratory 
rate was 25, temperature 103 F., pulse rate 100, and regular, 
and blood pressure 100/80. There was no engorgement of the 
neck veins The heart was enlarged to the anterior axillary line, 
and a loud to and fro friction rub masked the heart sounds. 
There was bronchial breathing at the base of the left lung and 
diminished breath sounds and moist rates at the base of the right 
lung The abdominal examination was noncontributory, and 
there was no peripheral edema. The white biood cell count was 
16 000 per cubic millimeter. The sedimentation rate was 2.2 
mm per minute (Rourke-Ernstene method a ). The urine was 
normal The nonprotein nitrogen was 40 mg. per 100 cc. Therapy 
consisted of bed rest, liquid diet, fluids up to 2,500 cc., meperi¬ 
dine hydrochloride, as necessary, for pain, oxygen and bishy- 
hydroxycoumarin. The prothrombic activity was maintained 
generally between 10 to 20 per cent of normal as estimated by 
the Rosenfield and Tuft technique * (prothrombin time between 
20 and 30 seconds) (table 3). 

During the first 12 hospital days, the patient showed clinical 
improvement. The temperature fell slowly, reaching normal by 
the seventh day, and the pulse rate during this period fell from 
100 to 70. The chest pain necessitated frequent medication at 
first but was not troublesome after 72 hours. The cyanosis dis¬ 
appeared within 48 hours, and the use of oxygen was discon¬ 
tinued on the fourth hospital day. The blood pressure was 
maintained at 100-110/70-80. The friction rub disappeared after 
the first 24 hours but returned on the fifth day and persisted 
with varying intensity during and following the first period of 
clinical improvement. 

On the afternoon of the thirteenth hospital day, there was 
a recurrence of anterior chest pain with cyanosis, weakness and 
profuse sweating. There was no change in the blood pressure, 
but there was a rise in the heart rate and the friction rub was 



oudcr than was previously noted. It was felt that the recurrence 
an persistence of the friction rub might be secondary to oozing 
o Wood from the inflamed pericardial surfaces and that the 
su en deterioration in the patient’s condition conceivably was 
uic to profuse bleeding into the pericardial sac. The use of 
ls y roxycoumarin was discontinued, and 72 mg. of menadione 
sodium bisulfite was given intravenously on the thirteenth and 
ourteenth days (table 3). On the fifteenth day the temperature 
rose to It?. 1 F., the pulse rate to 110 and the respiration rate to 
- . Repeated electrocardiograms showed no evidence of fresh 


infarction. A chest film revealed an increase in heart size when 
compared with a film taken shortly after admission. These find¬ 
ings were consistent with, but not clearly diagnostic of, peri¬ 
cardial effusion. However, inasmuch as there was no evidence 
of cardiac tamponade, pericardial tap was not done. The patient 
improved dramatically coincident with return of prothrombic 
activity toward normal on the seventeenth hospital day. By the 
nineteenth hospital day the temperature and pulse had returned 


Table 3. — Prothrombic. Activity at 10 to 20 Per Cent of Normal 



Prothrombin Prothrombic 
Time, Activity, 

Bishydroxy¬ 

coumarin 

Menadione 

Sodium 

Bisulfite 

Day 

Seconds 

Per Cent 

Dose, Mg. 

Dose, Mg. 

1 . 

‘1 

2i 

50*’ 

300 


3. 

. 23 

25 

0 


4 . 

. 20 

GO 

200 



. 28 

13 

0 



. 24.1 

20.5 

100 


7. 

. 17.5 

100 

100 


8 . 

. 24 

19 

100 


0. 

. 30 

5.5 

0 


10. 

. 25 

10.5 

100 


11 . 

. 21 

44 

100 


v> . 

. 28 

15 

50 


13 . 

. 28 

12.5 

50 

72 

14 . 

. 2G.8 

13.5 

0 

72 

13 . 

. 23.2 

22 

0 


10 . 

. 23 

22 

0 

.. 

17 . 

. 18.8 

60 

0 



to normal and the friction rub had disappeared. Thereafter the 
clinical course was uneventful. The patient was discharged on 
the forty-second hospital day. 

COMMENT 

A review of the literature reveals that all reported cases 
of hemopericardium complicating myocardial infarction 
were due to rupture of the myocardium or of a coronary 
vessel. A review of the autopsy records at the Beth Israel 
Hospital of 160 cases of acute myocardial infarction 
without bishydroxycoumarin therapy similarly showed 
the occurrence of hemopericardium only when myo¬ 
cardial rupture was present. Although petechiae and in¬ 
jection of the epicardium were not infrequently noted 
and in 19 cases slightly blood-tinged pericardial fluid 
was found, frank gross hemorrhage into the pericardial 
cavity without rupture was noted only in the bishydroxy- 
coumarin-treated patients. The conclusion appears war¬ 
ranted that in these cases bishydroxycoumarin was at 
least partly responsible for the hemopericardium. 

Bishydroxycoumarin has two recognized physiological 
effects; 1. It interferes with the formation of prothrombin 
by the liver, resulting in a decreased concentration of 
prothrombin in the blood 0 and thereby causing a de¬ 
crease in the production of the serum prothrombin con¬ 
version accelerator reported by Alexander and his asso¬ 
ciates 7 and a prolongation of the clotting time, as 
measured in siliconized equipment. 8 2. In moderate to 
large doses it causes dilation of capillaries, small arteries 
and veins. 9 Except in the event of massive doses, which 
cause death within a few hours without any previous 
demonstrable effect upon prothrombin activity or the 
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appearance of hemorrhagic phenomena, 2c,d all the toxic 
signs and symptoms and the parenchymatous changes 
that have been reported are secondary to hemorrhage 
resulting from the hypoprothrombinemia and vasodilata¬ 
tion. In animal experiments 10 and in cases of bishydroxy- 
coumarin poisoning, 11 when the prothrombin is markedly 
reduced, extensive hemorrhage has been observed in 
every tissue and body cavity, including the pericardial 
space. Pericardial hemorrhage, however, has been noted 
only in the experiments reported by Quick, 12 and in the 
case reported by Duff and Shull. 13 In this connection the 
studies of Blumgart and others 2e on the effect of bishy- 
droxycoumarin on experimentally produced myocardial 
infarction in dogs is noteworthy. In these animals with 
myocardial infarction and surgically traumatized peri¬ 
cardium, marked hypoprothrombinemia was produced 
by the administration of this drug. Although other hem¬ 
orrhagic phenomena occurred, there were no instances 
of bleeding into the pericardial sac. Quick 12 found that 
in rabbits, when the prothrombin time was less than 19 
seconds (normal prothrombin time is 6 seconds), the 
animal’s blood could prevent cardiac bleeding from a 
heart puncture. When the prothrombin time was 24 sec¬ 
onds or more, fatal hemopericardium invariably oc¬ 
curred. In the case of bishydroxycoumarin poisoning, 
with extensive hemorrhagic phenomena, reported by Duff 
and Shull, lld 40 cc. of serosanguineous fluid was present 
in the pericardial sac; there were petechiae in the right 
ventricle and right atrium, and a diffuse hematoma was 
present in the atrial wall. 

The reported complications of anticoagulant therapy 
in myocardial infarction when the prothrombin is kept 
at the “optimum” level have been limited to relatively 
mild hemorrhagic phenomena: epistaxis, hemoptysis, 
guaiac-positive stools, hematuria, purpura, hematomas 
and hemarthrosis. 11 It is noteworthy that no instances of 
hemopericardium in bishydroxycoumarin-treated pa¬ 
tients with acute infarction have been reported. It is 
probable, however, that hemopericardium has been 
observed in such cases but that its significance has not 
been appreciated. In the presence of fibrinous peri¬ 
carditis, a common complication of acute myocardial 
infarction, the constantly moving, vascular, granulating 
serous surface would appear to provide conditions that 
predispose to bleeding when severe hypoprothrom¬ 
binemia and vasodilatation are produced by bishydroxy¬ 
coumarin. However, the extensive adhesive pericarditis 


10. Rose and others. 1 ” Bollman and Preston.- 1 ' Richards and Cortell. !c 
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found in cases 1 and 2 suggests that the organization of 
the fibrin deposited from blood oozing into the peri¬ 
cardial space may result in widespread pericardial adhe¬ 
sions. This would tend to inhibit extensive hemorrhage 
and tamponade in most cases and may account for the 
infrequency of extensive hemopericardium. 

The literature referred to 15 clearly indicates that the 
clotting defect produced by bishydroxycoumarin may 
itself result in pericardial hemorrhage even in the absence 
of antecedent pericarditis. Nevertheless, it should be 
noted that vascular collapse, icterus, congestive heart 
failure and renal insufficiency were present in our cases. 
Since these conditions predispose to hemorrhage, the pos¬ 
sibility that they enhanced the tendency toward bleeding 
cannot be excluded. This consideration must not be over¬ 
looked when one is deciding whether or not a patient 
with acute myocardial infarction is to receive bishydroxy¬ 
coumarin and what the dosage schedule is to be. 

The unusual persistence of a pericardial friction rub 
in the proved case of hemorrhagic pericarditis (case 1) 
and in the one suspected case (case 3) suggests that a 
continual oozing of a small amount of blood from the 
involved pericardial surfaces may have occurred for days. 
This opinion is confirmed by the postmortem findings in 
the first case. The sudden change in the clinical course, 
as characterized by chest pain, fever, tachycardia, cya¬ 
nosis, vascular collapse and venous distention in the pres¬ 
ence of a persistent pericardial friction rub, suggests 
profuse hemorrhage into the pericardial space. This pos¬ 
sibility was not suspected in the first case, and cardiac 
tamponade proved to be the immediate cause of death. 
The similar clinical course in the third case suggested 
pericardial hemorrhage, and the withdrawal of bis¬ 
hydroxycoumarin and the administration of menadione 
sodium bisulfite were followed by recovery. In the second 
case a friction rub was not heard and hemorrhagic peri¬ 
carditis was not suspected. The occurrence of abdominal 
pain and shock were probably due either to the extension 
of the infarction or to the pancreatitis. The hemoperi- 
cardium was not extensive enough to cause any cardiac 
embarrassment. The free pericardial space was almost 
obliterated. 

When a pericardial friction rub is not audible, it may 
be impossible to make a diagnosis of pericardial hemor¬ 
rhage, unless pericardial effusion, which is rare m un¬ 
complicated acute myocardial infarction, can be demon- 

strntc^ i 

In case 1 the pronounced rise of the prothrombin 

time after the use of bishydroxycoumarin had been dis¬ 
continued occurred when the patient was in shock and 
may have been due to the impairment of liver function, 
secondary to congestion and shock. 13 The unusual re¬ 
sponse to a small dose of bishydroxycoumarin in the 
second case was probably related to impaired renal func¬ 
tion It has been shown experimentally that a decrease 
in renal function results in enhancement and prolong¬ 
ation of the hypoprothrombic effect of bishydroxy- 

should be noted that the prothrombin times and 

' 511 . .1 • J_untnin 


coumarin. 


prothrombic activities in the third case h ® pe ^ e d 

the recommended therapeutic ranges when the suspected 
bleeding occurred. In a previous communication by Alex 
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ander, de Vries and one of us (R. G.) 17 the methods of 
prothrombin determination and their clinical significance 
have been critically evaluated. It was pointed out that 
wide fluctuations of prothrombin concentration may 
occur (cases 2 and 3) in patients receiving bishydroxy- 
coumarin. 

The discontinuance of bishydroxycoumarin therapy 
and the intravenous administration of large amounts of 
vitamin K have been shown to have little effect upon the 
prothrombin level for at least 10 to 12 hours 18 and may 
not result in normal levels for several days. (More re¬ 
cently, vitamin K, oxide has been demonstrated to be 
much more effective than other preparations in bishy- 
droxycoumarin-produced hypoprothrombinemia. 15 Al¬ 
though such treatment may suffice when there is only 
slight oozing into the pericardial sac, when more profuse 
bleeding occurs transfusion of blood or plasma is indi¬ 
cated to correct the deficiency in prothrombin. Trans¬ 
fusions have a temporary effect and should be repeated 
until the normal mechanism for the production of pro¬ 
thrombin, stimulated by the administration of vitamin 
K, can maintain satisfactory levels of prothrombin. The 
course of treatment can best be guided by frequent de¬ 
terminations of the prothrombin time. If cardiac tam¬ 
ponade develops, a pericardial tap should be done. It is 
important that the prothrombic activity of the blood be 
kept close to normal levels after such a procedure in 
order to avoid bleeding secondary to the procedure. 

SUMMARY AND CONCLUSIONS 

Hemopericardium has been observed during the 
course of bishydroxycoumarin therapy for acute myo¬ 
cardial infarction. Two cases of proved and one of sus¬ 
pected hemopericardium are reported. 20 Cardiac tam¬ 
ponade was the immediate cause of death in one of the 
patients. 

The diagnosis of hemorrhagic pericarditis should be 
suspected in the presence of (I) a prolonged and per¬ 
sistent or recurrent friction rub, (2) recurrence of car- 
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diac pain, (3) vascular collapse accompanied with dis¬ 
tended neck veins and (4) demonstration of pericardial 
effusion. The continuation of bishydroxycoumarin ther¬ 
apy in case of myocardial infarction with persistent 
pericardial friction rub may be hazardous. 

Bishydroxycoumarin, by causing severe depression of 
prothrombic activity and vascular dilatation, predisposes 
one to hemorrhage, of which a potent source is found in 
the constantly moving granulating serous surfaces of the 
inflamed pericardium. Furthermore, multiple factors that 
interfere with hemostasis are commonly present in acute 
myocardial infarction, and these must be evaluated be¬ 
fore bishydroxycoumarin is administered or the dosage 
schedule is decided on. The necessity for rigid control of 
bishydroxycoumarin therapy is emphasized. 

Hemorrhage into the pericardium in bishydroxy- 
coumarin-treated patients with acute myocardial infarc¬ 
tion is an emergency, and every physician using the drug 
should be aware of the possibility of this serious compli¬ 
cation. 

The treatment of bishydroxycoumarin poisoning 
should include withdrawal of bishydroxycoumarin and 
should include the intravenous injection of vitamin K 
(preferably vitamin K, oxide) and the repeated trans¬ 
fusion of blood or plasma until the prothrombin time 
reaches normal levels and remains there. If cardiac tam¬ 
ponade develops, a pericardial tap should be done. 
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HISTOPLASMOSIS, TUBERCULOSIS AND COCCIDIOIDOMYCOSIS 


IF. G. Beadenkopf, M.D. 
and 

Clayton G. Loosli, M.D., Chicago 


The present concepts of histoplasmosis have resulted, 
in large part, from a more critical examination of disease 
processes that were formerly considered to be almost 
exclusively of tuberculous origin. Prior to 1945 the infre¬ 
quent reports of cases of histoplasmosis suggested little 
association with tuberculosis aside from the pathological 
impression that each appeared, usually, as a chronic 
granulomatous infection. By 1945, however, evidence 
had accumulated for the existence of pulmonary calcifi¬ 
cations demonstrated roentgenologically in a large num- 
® i persons, insensitive to tuberculin, who lived in 
miq e western and contiguous states. 1 Furthermore, to 
a emphasis to the problem of such calcifications in 
t is area, an analysis of draft board chest roentgeno¬ 
grams, reported in 1943 showed that the Middle West 


was the region of highest prevalence of this condition in 
the United States. 2 Such a geographic distribution did 
not correspond at all well with tuberculosis mortality. 3 
Following the observations of Tager and Liebow/ and at 
the suggestion of Smith, 3 Christie and Peterson 6 and 
Palmer T were readily able to show that most patients 
with pulmonary calcification of this puzzling origin were 
not only sensitive to the antigen histoplasmin but also 
had spent most of their lives in middle western states. 


t bef , 0t t a meeting of the Mississippi Valley Conference on 
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The postulate was thus implied that histoplasmosis was 
not a disease that was limited to a rare and fatal form 
but that it might be widespread and include, in addition 
to its fatal form, a range of mild pulmonary infections 
that would frequently result in lung calcifications. A 
parallelism with tuberculosis was thus established. 

The infection that is defined as histoplasmosis is 
caused by the fungus Histoplasma capsulatum. The or¬ 
ganism was proved a cultivable fungus by DeMonbreun 
in 1934. 8 A specific antigen was extracted from broth 
filtrates of cultures, in 1941, by two groups of investi¬ 
gators, 9 and the material became employed as a skin¬ 
testing antigen in a manner similar to that in which tuber¬ 
culin is used. This antigen, histoplasmin, has proved in¬ 
valuable in delineating the Lower Mississippi Basin as 
the endemic area for histoplasmosis and in suggesting 
other endemic areas outside the United States. Histo¬ 
plasmin has also been of value in distinguishing between 
tuberculous and histoplasmotic infections in patients 
with pulmonary calcification or infiltrates. 

EPIDEMIOLOGY 

The area endemic for the disease in the United States 
has been studied by many interested groups during the 
past five years. Although the mode of infection is still 
far from clear, there are important epidemiological as¬ 
pects of histoplasmosis that are known today, aspects 
which will probably mark out the direction of future, 
more conclusive work. 
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As a result of histoplasmin skin-testing surveys, 10 a 
degree of infection is indicated to exist among the resi¬ 
dents of the Mississippi Valley that frequently exceeds 
50 per cent. In fact, in certain counties of Illinois, young 
adult women and men have shown rates of sensitivity 
above 95 per cent. 11 The Mississippi Basin regionaliza¬ 
tion of histoplasmosis is distinctly unlike the geographic 
distribution of tuberculosis, as illustrated by mortality 
rates 3 or tuberculin sensitivity rates. 12 Such a type of 
regionalization as that which exists for histoplasmosis 
corresponds exceedingly well, however, with the geo¬ 
graphic distribution of pulmonary calcifications, 13 as 
previously indicated. 

A high rate of infection has been attained within this 
endemic area usually by the time of adolescence. Infants 
have shown negligible rates of sensitivity, but during the 
first decade of life substantial rates have been found of 
approximately 40 to 60 per cent, 14 depending on the local 
area. Women have been found, in general, to have slightly 
lower rates of infection than do men. 15 Negroes have 
been found to have approximately the same infection 
rate 1211 or a rate slightly lower 10c than that for whites. 
This racial similarity of the histoplasmin rates is sig¬ 
nificantly unlike the great racial difference in tuberculin 
sensitivity rates and suggests that economic factors are 
not so important in the acquisition of a H. capsulatum 
infection. Also, unlike tuberculosis, the histoplasmosis 
infection rate for urban residents is not higher than that 
for rural dwellers. Indeed, an indication of higher rural 
rates has been reported for Ohio. 101 ' 

The practical point of whether histoplasmosis is com¬ 
municable from person to person is not settled. However, 
the indications at present are that this disease is not gen¬ 
erally so transmitted. Family studies of Kansas City resi¬ 
dents showed only slight indication that, if one child of 
a family were infected, his siblings would be more likely 
than not to be infected. 10 Such evidence against inter¬ 
personal infection stands in sharp contrast to the results , 
of comparable studies of tuberculosis by Opie, McPhed- 
ran and their associates. 17 Evidence that families are not 
usually attacked as units by the H. capsulatum fungus 
indicates also that the dissemination of histoplasmosis 
has little in common with the mode of spread of several 
other classes of disease that usually attack family units 
or small groups: sputum-disseminated diseases other 
than tuberculosis, the milk-borne, meat-borne and the 
usual pet-borne and rodent-borne diseases. During recent, 
months a fatality from histoplasmosis was reported m 
Decatur, Ill., 13 that occurred in a 5 month old identical 
twin girl. Though kept in the same crib with the ill sister 
during the first two weeks of a four week illness, the 
surviving twin girl had no detectable illness, did not react 
to histoplasmin and is well today. However this episode 
cannot be considered convincing, by virtue of the absence 
of any open lesion on the body surface of the sick baby 
and little or no pulmonary involvement. 

Additional indications against interpersonal infection 
by the H. capsulatum fungus exist in the geographic dis¬ 
tribution of infected populations. If family units formed 
foci for infection, as they have been shown to do for 
tuberculosis, 17 there would be expected a more spotty 
and less regionalized endemic area. For tuberculosis a 
spotty geographic distribution does exist, though 


more 
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it may be attributed, in part, to more intensive case 
reporting. 3 However, for histoplasmosis the distribution 
is strikingly regionalized, in a manner similar to the 
regionalization of coccidioidomycosis in the San Joaquin 
Valley of California. 5 For this reason histoplasmosis 
might be expected to be spread, like coccidioidomycosis. 
Indeed, we have recently suggested 11 a possible method 
of natural infection by H. capsulatum that, in brief, con¬ 
sists of: (a) dissemination of the soil-fungus mixture by 
floods in the Mississippi Valley, and ( b ) after drying, a 
further dissemination of the dried mixture by winds, 
resulting in air-borne infection. 

Evidence from observations of both animal and human 
infections with the fungus is being accumulated to show 
that, within certain limits, which are discussed below, a 
positive histoplasmin skin test means a past or present 
histoplasmotic infection. In this way, the test resembles 
the tuberculin skin test used at diagnostic strengths. 13 
There is resemblance, also, in the fact that critical 
illnesses resulting from several causes, old age—and, par¬ 
ticularly, both factors in combination — depress sensi¬ 
tivity to both histoplasmin and tuberculin.- 0 The histo¬ 
plasmin skin test has certain limitations in specificity in 
the presence of infection by two other fungi, Coccidioides 
and Blastomyces, 31 apparently due to cross sensitivity 
with these fungi. 23 Both histoplasmin and tuberculin skin 
tests appear relatively independent and specific, how¬ 
ever, each in the presence of infection by the other organ¬ 
ism. Chinese students at the University of Chicago who 
reacted to tuberculin almost 100 per cent showed a neg¬ 
ligible reaction rate to histoplasmin. 120 Residents of cer¬ 
tain Illinois counties who reacted to histoplasmin almost 
100 per cent likewise showed a negligible reaction rate 
to tuberculin. 11 Some association between tuberculin and 
histoplasmin tests has been found among student nurses 
in certain cities of the United States, but this association 
is slight and, even if due to cross sensitivity, would sel¬ 
dom confuse diagnostic procedures. 33 

SYMPTOMATOLOGY 

It may be possible in the future to predict with ac¬ 
curacy the probabilities of various disease processes and 
symptom patterns that can be expected after an infective 
dose of H. capsulatum. If interpersonal exchange of the 
disease continues to be unlikely or rare, such a prediction 
in the form of a spectrum of the disease should be as 
attainable as that excellent picture of coccidioidomycosis 
symptomatology that was worked out by Smith and his 
associates 31 during the recent war. 

An attempt today to construct a disease spectrum for 
histoplasmosis must be extremely tentative and offered 
only with the understanding that changes of generous 
proportions will not only be required later, but perhaps 
even at present will be insisted on by others in the field. 
Clinical reports are appearing in increasing frequency 
today describing a wide variety of infections that, alto¬ 
gether, make any general description of the disease un¬ 
certain. Furthermore, the whole gamut of illness severity, 
from a symptomless infection to a rapidly fatal general¬ 
ized infection, seems to characterize histoplasmosis. 

The first and mildest portion of a spectrum, the symp¬ 
tomless infection, grossly defined as it is in a medical 
history as “no previous significant illness,” appears to 
occur in the majority of persons after infection by the 


fungus. Attempts to detect illness have generally been un¬ 
successful even among students who have been observed 
to develop histoplasmin sensitivity, i. e., to convert from 
a nonreactor to a reactor within a period of months. 35 
Some assistance in identifying the disease process in this 
type of infection has been obtained with information 
from serial complement fixation determinations, which 
employ the mycelian phase antigen, 30 the yeast phase 
antigen 31 and the collodion agglutination test. 38 Sugges¬ 
tions of activity, obtained serologically, have intensified 
cultural search and search for specific organ lesions and 
functional abnormalities. However, the principal means 
of identifying the asymptomatic infection has been until 
now the positive skin test reaction, and it has represented 
the only sign of disease in the majority of infected per¬ 
sons. 

The second portion of the spectrum appears to be the 
frequently encountered pulmonary infection. The cal¬ 
cified lesion that appears in chest roentgenograms has 
been demonstrated usually in over one fourth of adults 
infected with H. capsulatum. 39 Many of this group has 
no illness apparent to them and symptomatically could 
be placed in the first portion of the disease spectrum. 
However, there is an increasing number of reports de¬ 
scribing varipus types of chronic pulmonary infiltrates, 
with and without cavitation, that are either proved to be 
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culin Sensitivity in Relation to Pulmonary Calcifications Among University 
of Wisconsin Students,* Ann. Int. Med. 28: 1087, 1948. 
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histoplasmosis or that display strong suggestion of the 
diseases. 30 Like tuberculosis, the infiltrates are found to 
occur, frequently, without symptoms. In some of the 
cases reported, the complement fixation test has proved 
to be of considerable value in distinguishing the causes 
of these pulmonary infiltrates that roentgenologically 
could be considered due to either tuberculosis or histo¬ 
plasmosis. Sputum cultures that show the fungus have 
supplied final proof. 

Pulmonary infiltrates encountered in student nurses 
who react to histoplasmin and in those who react to tuber¬ 
culin were compared by Edwards, Lewis and Palmer. 301 
There was a tendency described among the histoplasmin 
reactors, which has also been found by others 31 to have 
a nodular type of infiltrate located in almost any area of 
the lung fields, in contrast to the tendency of the tuber¬ 
culin reactors to have softer infiltrates, located more to¬ 
ward the apexes. Mediastinal lymphadenopathy was 
found to accompany the infiltrates of the histoplasmin 
reactors more frequently than it did the infiltrates of the 
tuberculin reactors. 

Recent reports have shown the H. capsulatum fungus 
to be responsible for acute pulmonary infiltrates that 
occurred in association with both generalized and chest 
symptoms. 3011 ’ 11 Such reports suggest histoplasmosis as the 
cause of some of the atypical pneumonia type of illnesses. 

Many of the pulmonary infiltrates, both acute and 
chronic, which have been demonstrated and considered 
to be histoplasmosis, can be expected to develop calcified 
bodies in the lung fields. Some cases have been followed 
for several years, and the development of calcification 
has been demonstrated. 3 - On the other hand, some por¬ 
tion of the pulmonary infections probably clears up 
entirely, as indicated roentgenologically, and the patients 
retain only skin sensitivity as evidence of their infections. 


30. (a) Bunnell, I. L., and Furcolow, M. L.: A Report on 10 Proved 
Cases of Histoplasmosis, Pub. Health Rep. 63: 299, 1948. ( b ) Johnson, 
H. E., and Batson, R.: Benign Pulmonary Histoplasmosis: A Case 
Report with a Brief Review of the Literature, Dis. of Chest. 14:517, 
1948. (c) Friedman, V.; Brown, J. E„ Jr., and Turner, E. V.: A Case of 
Proven Systemic Histoplasmosis with Apparent Recovery, Ohio State M. J. 
46 : 44, 1950. (d) Furcolow, M. L.: Further Observations on Histoplas¬ 
mosis, Pub. Health Rep. 65 : 965, 1950. (e) Loosli, C. G., and others: 
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The third portion of the spectrum of symptoms is the 
infection not involving the lungs primarily. Reports have 
described nonfatal infections in a variety of locations- 
the skin, mouth, tongue, 33 larynx, 300 penis 33 and several 
structures in the eye, 31 to mention some of the locations. 
An estimate of the proportion represented by this varied 
group in the general disease spectrum is not possible, and 
it may prove inaccurate to estimate the number as less 
than that of pulmonary infections. 

Closely associated with the nonpulmonary type of in¬ 
fections are the nonfatal generalized infections that have 
been reported. 35 This type, by virtue of the generalized 
infection, also resembles the final portion of the spec¬ 
trum, the fatal generalized infection, in that it frequently 
shows involvement of the lymph nodes, liver and spleen, 
as manifested by enlargement of these organs. The 
severity of these general infections has varied from an 
asymptomatic infection to a critical illness. Pulmonary 
infiltrates have frequently accompanied the general in¬ 
fections. As Saslaw and Campbell have pointed out , :3b 
serial serological examinations could be of considerable 
assistance in identifying the general infection and may 
prove of value in promoting the identification of some 
cases of “fever of unknown origin.” 

The final, fourth portion of the disease spectrum, 
probably infecting the smallest number of persons, is the 
fatal generalized infection. This form includes most of 
the rarely detected cases of histoplasmosis recorded prior 
to 1945. 30 Some of these infections are exceedingly rapid 
in their course, especially in infants, with death occurring 
as rapidly as within several weeks after the onset of symp¬ 
toms. 37 In adults, however, the duration of illness extends 
usually for periods of months to several years. One phase 
of the fatal form consists of the H. capsulatum infection 
that runs concomitantly with a second, usually earlier 
diagnosed, disease. Tuberculosis, 300 lymphoma 30 and 
other diseases have been found in combination with 
histoplasmosis. 

A parallelism between histoplasmosis and coccidioido¬ 
mycosis has been pointed out by others. 38 Some clinical 
dissimilarities between the diseases persist at this time, 
however: (a) the rarity or absence of erythema nodosum 
and bone lesions with histoplasmosis, in contrast to their 
occurrence with coccidioidomycosis, and ( b) the pres¬ 
ence of gastrointestinal ulcerations with histoplasmosis in 
contrast to their absence in coccidioidomycosis. 30 


SUMMARY 

n this discussion the similarities and dissimilarities in 
epidemiology and disease characteristics of histo- 
smosis tuberculosis and coccidioidomycosis have 
n given. In general, these diseases present many simi- 
ties Each affects many persons, without detectable 
is or symptoms beyond skin sensitivity development; 
h is prone to attack the lungs, producing either acute 
’hronic infiltrates that are known to be frequently m- 
inguishable roentgenologically, and each has a rda- 
■lv uncommon form consisting of a fatal disseminated 
-ction No comparative data concerning the course 
[ fatality rates of the three types of infection are avail- 
». Although there are certain fundamental difference 

“he epidemiology of histoplasmosis, tuberculosis and 

cidioidomycosis, the above similarities are of such 
jortance that all three diseases should be considered 
iny tuberculosis control program. 
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The purpose of this paper is to present facts of clinical 
importance in the prescription and fitting of the suction 
socket above knee artificial leg. The suction socket has 
been shown to be advantageous as a fittting method for 
most above knee amputees. The actual fitting and align¬ 
ment of a section socket leg involves special problems of 
functional anatomy and gait. 1 Excellent historical, sta¬ 
tistical and technical reviews are available on the suction 
socket method of fitting, and these aspects of the prob¬ 
lem will not be discussed in this paper. 5 Four subjects of 
clinical importance will be discussed: (1) the time re¬ 
quired for the fitting of the suction socket, (2) the types 
of stumps in which difficult fit may be expected, (3) the 
type of surgical technique in amputation which produces 
a stump most favorable for fitting the suction socket and 
(4) the postoperative care and preparation for the fitting 
of a suction socket. 

TIME REQUIRED FOR FITTING OF THE 
SUCTION SOCKET 

The fitting of a suction socket above knee prosthesis 
is time consuming because the suction socket requires 
a more accurate fit than the conventional type of pros¬ 
thesis. Suction is maintained by an accurate fit. Weight 
bearing on the ischial seat is comfortable only if this seat 
is accurately placed. Since the bony and muscular anat¬ 
omy is quite variable from one stump to another, there 
is no single standard socket pattern suitable for all 
amputees. 

In contrast to the atrophy and shrinkage of muscle 
encountered with the use of the belt type of leg, the 
muscles usually become hypertrophied and firm with the 
use of the suction socket leg. This necessitates enlarging 
of the socket, since, if the socket is not enlarged, a 
severe edema of the end of the stump will occur. Some 
sockets have been enlarged from 10 to 20 times during 
the first year or two of wear. This is particularly com¬ 
mon in stumps in which the musculature is very flabby 

at the time of initial fitting. 

© 

Because of the added fitting time and the necessary 
returns to the limb shop for enlargement of the socket, 
the suction socket should not be recommended for any 
patient who cannot spare this additional time. This 
should be thoroughly explained to any patient who lives 
at a distance from the limb dealer or whose business 
commitments might interfere with frequent returns for 
fittings. Patients who are uncooperative or who are irre¬ 
sponsible should likewise be discouraged from choosing 
the suction socket. 

TYPES OF STUMPS WHICH ARE DIFFICULT TO FIT 

Almost any type of stump can be fitted, provided the 
amputee is cooperative and willing to return for the 
necessary fittings. In some difficult stumps it has taken 
a year or more to finally achieve a satisfactory fit. Those 
who have rejected the suction socket, on the other hand, 
have almost never done so on the basis of fitting diffi¬ 


culties alone. Rejection of the suction socket is almost 
always a combination of the factors of difficulty in fitting, 
plus the fact that the patient is unable to return at fre¬ 
quent intervals for revisions of the shape of the socket. 
Therefore, if any of the stump conditions mentioned 
below are present, the amputee should be specifically 
warned that his fitting will be slower than usual and that 
he may expect to return many times for revisions of the 
shape of the socket. 

Flabby stumps are both difficult to fit and require fre¬ 
quent enlargement of the socket during the initial period 
of fit. A flabby stump may be due either to atrophic mus¬ 
cle or excessive subcutaneous fat or both. This type of 
stump allows marked rotation of the soft tissues even 
when the muscles are tensed. The stump should be tested 
by grasping it firmly with both hands and rotating the 
soft tissues to the left and right, first with the stump mus¬ 
cles relaxed, and then with the stump tensed. A rotation 



Fig. t.—Test for firmness of the stump and degree of soft tissue rota¬ 
tion. A, a flabby stump, showing marked degree of soft tissue rotation. 
This occurs even though the muscles are tensed. B, a firm stump, showing 
litUe rotation. 

which allows the skin to move more than 2 or 3 inches 
(5 or 7.6 cm.) in either direction indicates that some 
difficulty in fitting may be expected. If the rotation can be 
carried out through approximately 90 degrees, a very 
marked amount of stump growth will undoubtedly follow 
the use of the suction socket, and the patient should be 
warned that he will have to return many times for en¬ 
largement of the socket. 
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histoplasmosis or that display strong suggestion of the 
diseases. 30 Like tuberculosis, the infiltrates are found to 
occur, frequently, without symptoms. In some of the 
cases reported, the complement fixation test has proved 
to be of considerable value in distinguishing the causes 
of these pulmonary infiltrates that roentgenologically 
could be considered due to either tuberculosis or histo¬ 
plasmosis. Sputum cultures that show the fungus have 
supplied final proof. 

Pulmonary infiltrates encountered in student nurses 
who react to histoplasmin and in those who react to tuber¬ 
culin were compared by Edwards, Lewis and Palmer . sof 
There was a tendency described among the histoplasmin 
reactors, which has also been found by others 31 to have 
a nodular type of infiltrate located in almost any area of 
the lung fields, in contrast to the tendency of the tuber¬ 
culin reactors to have softer infiltrates, located more to¬ 
ward the apexes. Mediastinal lymphadenopathy was 
found to accompany the infiltrates of the histoplasmin 
reactors more frequently than it did the infiltrates of the 
tuberculin reactors. 

Recent reports have shown the H. capsulatum fungus 
to be responsible for acute pulmonary infiltrates that 
occurred in association with both generalized and chest 
symptoms. 30 * 1 ’ 1 ' Such reports suggest histoplasmosis as the 
cause of some of the atypical pneumonia type of illnesses. 

Many of the pulmonary infiltrates, both acute and 
chronic, which have been demonstrated and considered 
to be histoplasmosis, can be expected to develop calcified 
bodies in the lung fields. Some cases have been followed 
for several years, and the development of calcification 
has been demonstrated. 33 On the other hand, some por¬ 
tion of the pulmonary infections probably clears up 
entirely, as indicated roentgenologically, and the patients 
retain only skin sensitivity as evidence of their infections. 
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The third portion of the spectrum of symptoms is the 
infection not involving the lungs primarily. Reports have 
described nonfatal infections in a variety of locations- 
the skin, mouth, tongue, 33 larynx, 3011 penis 33 and several 
structures in the eye, 34 to mention some of the locations 
An estimate of the proportion represented by this varied 
group in the general disease spectrum is not possible, and 
it may prove inaccurate to estimate the number as less 
than that of pulmonary infections. 

Closely associated with the nonpulmonary type of in¬ 
fections are the nonfatal generalized infections that have 
been reported. 33 This type, by virtue of the generalized 
infection, also resembles the final portion of the spec¬ 
trum, the fatal generalized infection, in that it frequently 
shows involvement of the lymph nodes, liver and spleen, 
as manifested by enlargement of these organs. The 
severity of these general infections has varied from an 
asymptomatic infection to a critical illness. Pulmonary 
infiltrates have frequently accompanied the general in¬ 
fections. As Saslaw and Campbell have pointed out,-? b 
serial serological examinations could be of considerable 
assistance in identifying the general infection and may 
prove of value in promoting the identification of some 
cases of “fever of unknown origin.” 

The final, fourth portion of the disease spectrum, 
probably infecting the smallest number of persons, is the 
fatal generalized infection. This form includes most of 
the rarely detected cases of histoplasmosis recorded prior 
to 1945. 33 Some of these infections are exceedingly rapid 
in their course, especially in infants, with death occurring 
as rapidly as within several weeks after the onset of symp¬ 
toms. 37 In adults, however, the duration of illness extends 
usually for periods of months to several years. One phase 
of the fatal form consists of the H. capsulatum infection 
that runs concomitantly with a second, usually earlier 
diagnosed, disease. Tuberculosis, 30d lymphoma 36 and 
other diseases have been found in combination with 
histoplasmosis. "... 

A parallelism between histoplasmosis and coccidioido¬ 
mycosis has been pointed out by others. 38 Some clinical 
dissimilarities between the diseases persist at this time, 
however: (a) the rarity or absence of erythema nodosum 
and bone lesions with histoplasmosis, in contrast to their 
occurrence with coccidioidomycosis, and (b) the pres¬ 
ence of gastrointestinal ulcerations with histoplasmosis in 
contrast 0 to their absence in coccidioidomycosis. 33 

SUMMARY 


In this discussion the similarities and dissimilarities in 
3 epidemiology and disease characteristics of histo- 
ismosis tuberculosis and coccidioidomycosis nave 
en given. In general, these diseases present many simi- 
-itiel Each affects many persons, without detectable 
ms or symptoms beyond skin sensitivity development, 
ch is prone to attack the lungs, producing either acute 
chronic infiltrates that are known to be frequently in 
stinmiishable roentgenologically, and each has a rela 
-ely uncommon form consisting of a fatal disseminate 
Eection. No comparative data concerning the course 
d fatality rates of the three types of infection are avail- 
le- Although there are certain fundamental differences 

t"pideSio!»g7 of histoplasmosis, tuberculosis and 

ccidioidomycosis, the above similarities are of such 
iportance that all three diseases should be considered 
anv tuberculosis control program. 
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The purpose of this paper is to present facts of clinical 
importance in the prescription and fitting of the suction 
socket above knee artificial leg. The suction socket has 
been shown to be advantageous as a Sitting method for 
most above knee amputees. The actual fitting and align¬ 
ment of a section socket leg involves special problems of 
functional anatomy and gait. 1 Excellent historical, sta¬ 
tistical and technical reviews are available on the suction 
socket method of fitting, and these aspects of the prob¬ 
lem will not be discussed in this paper. 2 Four subjects of 
clinical importance will be discussed: (1) the time re¬ 
quired for the fitting of the suction socket, (2) the types 
of stumps in which difficult fit may be expected, (3) the 
type of surgical technique in amputation which produces 
a stump most favorable for fitting the suction socket and 
(4) the postoperative care and preparation for the fitting 
of a suction socket. 

TIME REQUIRED FOR FITTING OF THE 
SUCTION SOCKET 

The fitting of a suction socket above knee prosthesis 
is time consuming because the suction socket requires 
a more accurate fit than the conventional type of pros¬ 
thesis. Suction is maintained by an accurate fit. Weight 
bearing on the ischial seat is comfortable only if this seat 
is accurately placed. Since the bony and muscular anat¬ 
omy is quite variable from one stump to another, there 
is no single standard socket pattern suitable for all 
amputees. 

In contrast to the atrophy and shrinkage of muscle 
encountered with the use of the belt type of leg, the 
muscles usually become hypertrophied and firm with the 
use of the suction socket leg. This necessitates enlarging 
of the socket, since, if the socket is not enlarged, a 
severe edema of the end of the stump will occur. Some 
sockets have been enlarged from 10 to 20 times during 
the first year or two of wear. This is particularly com¬ 
mon in stumps in which the musculature is very flabby 
at the time of initial fitting. 

Because of the added fitting time and the necessary 
returns to the limb shop for enlargement of the socket, 
the suction socket should not be recommended for any 
patient who cannot spare this additional time. This 
should be thoroughly explained to any patient who lives 
at a distance from the limb dealer or whose business 
commitments might interfere with frequent returns for 
fittings. Patients who are uncooperative or who are irre¬ 
sponsible should likewise be discouraged from choosina 
the suction socket. 

TYPES OF STUMPS WHICH ARE DIFFICULT TO FIT 

Almost any type of stump can be fitted, provided the 
amputee is cooperative and willing to return for the 
necessary fittings. In some difficult stumps it has taken 
a year or more to finally achieve a satisfactory fit. Those 
who have rejected the suction socket, on the other hand, 
have almost never done so on the basis of fitting diffi¬ 


culties alone. Rejection of the suction socket is almost 
always a combination of the factors of difficulty in fitting, 
plus the fact that the patient is unable to return at fre¬ 
quent intervals for revisions of the shape of the socket. 
Therefore, if any of the stump conditions mentioned 
below are present, the amputee should be specifically 
warned that his fitting will be slower than usual and that 
he may expect to return many times for revisions of the 
shape of the socket. 

Flabby stumps are both difficult to fit and require fre¬ 
quent enlargement of the socket during the initial period 
of fit. A flabby stump may be due either to atrophic mus¬ 
cle or excessive subcutaneous fat or both. This type of 
stump allows marked rotation of the soft tissues even 
when the muscles are tensed. The stump should be tested 
by grasping it firmly with both hands and rotating the 
soft tissues to the left and right, first with the stump mus¬ 
cles relaxed, and then with the stump tensed. A rotation 



Fig. 1.—Test for firmness of the stump and degree of soft tissue rota¬ 
tion. A, a flabby stump, showing marked degree of soft tissue rotation. 
This occurs even though the muscles are tensed. B, a firm stump, showing 
little rotation. 

which allows the skin to move more than 2 or 3 inches 
(5 or 7.6 cm.) in either direction indicates that some 
difficulty in fitting may be expected. If the rotation can be 
carried out through approximately 90 degrees, a very 
marked amount of stump growth will undoubtedly follow 
the use of the suction socket, and the patient should be 
warned that he will have to return many times for en¬ 
largement of the socket. 


Department of Orthopedic Surgery and the Biomechanics Grou". Uni- 
\ersity of California. 

Based on work done at the San Franciico Regional Office of the Vet¬ 
erans Administration. 

Read before the Section on Orthopedic Surgery at the Ninety-Ninth 
Annual Session of the American Med«cal Assoe:atu>a, San Francisco. June 
29, 1950. 

Reviewed in the Veteran; Administration and published with the ap¬ 
proval of the Met.*ca» fVcetor. The Statements and conclusions pub¬ 
lished by the anth.-r are the result oi his own study and do not necessarily 
opinion ci policy of the Veterans Administration. 
iKchtoL C. 0„ and Lawrence, J.: The Suction Socket Artificial Leg. 
Al.uir -a Academy Orthopedic Surgeons, Instructional Course Lectures, 
:?’0, to be published. 

University of California Brochure: Suction Socket Above-Knee Arti¬ 
ficial Leg, prepared by Prosthetic Devices Research Project, University of 
California for Advisory Committee on Artificial Limbs National Research 
Council, ed. 3, April 1949. Bechtol. C. O.: Some Late Observations on the 
Suction Socket, Orthopaedic Appliance & Limb Manufacturers J. 4:41-44 
(Feb.) 1950. McMasters, P, E., and Mazet, R.: Suction Socket for Above- 
Knee Amputees, Surg. Gynec. & Obst. Sf>: 335-338 (Sept.) 3949. Thorn¬ 
dike, A.: Suction Socket Prosthesis for Above-Knee Amputees Am J 
Surgery 7S: 603-613 (Nov.) 1949, 



626 


SUCTION SOCKET—BECHTOL 


Short stumps in which the femur measures less than 
5 or 6 inches (12.7 or 15 cm.) from the top of the tro¬ 
chanter are difficult to fit. Though the fit may be satis¬ 
factory for walking, suction is frequently lost when sit¬ 
ting down or in getting in or out of an automobile. It 
must be emphasized, however, that the suction socket 
method of fitting offers particular advantages to short 
stumps because of the increased control and reduced 
piston action, and the amputee with a short stump should 
be discouraged only if he is unable to spend the necessary 
time for fitting. 

Very long stumps resulting from the Callender or 
Gritti-Stokes type of amputation present a fitting prob¬ 
lem, since the necessary free air space at the end of 
the socket interferes with the placement of the usual 
knee mechanism in the artificial leg. Since there is no 
muscle padding over the bone end, a very accurate fit 
is necessary in the bottom of the socket. 

Stumps in which the muscles have not been fixed over 
the end of the bone present a problem, since these mus- 



Fig. 2.—Examples of retraction of the stump end when the muscles are 
tensed (right). The change in shape and size of the stump makes fitting 
difficult. 


cles may retract rather markedly during certain phases 
of walking and lead to excessively high negative pres¬ 
sure within the socket. The marked stump muscle retrac¬ 
tion may be repaired by a surgical revision of the stump, 
suturing the muscles over the bone by means of stitches 
through their fascia. 3 4 The excessive negative pressure may 
also be reduced by the use of the variable leak rate type 
of valve. 

■ AMPUTATION TECHNIQUE 

The suction socket can be most easily fitted if the 
femur is amputated 3 to 4 inches (7.6 to 10 cm.) above 
the adductor tubercle, and above the supracondylar flare 
of the femur. In any amputation above this level, all 


3. Conn, H. R.: Amputation Stumps of Lower Extremities: The Causes 
and Treatment of Prolonged Disability. Surg., Gynec. & Obst. 43 : 524- 
528 (Oct.) 1926. 
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Washington, D. C. October 1949. 
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the bone length possible should, of course, be saved 
The muscles should not be allowed to retract but should 
be closed over the bone end without tension by means 
of sutures placed in the fascia of the muscle. The deen 
fascia of the thigh and the skin are then closed over the 
muscles by separate sets of sutures. Inman, J reports that 



Fig. 3. Roentgenograms of a stump actually in a suction socket, show¬ 
ing the effect of marked muscle retraction. Weight bearing is shown on 
the left. On the right, piston action producing a high negative pressure is 
shown, in a nonweight bearing condition with the muscles tensed. 


this is the standard procedure in preparing a stump for a 
suction socket in Germany, where the suction socket has 
been used for a number of years. 


POSTOPERATIVE CARE 

The sutures should be removed at the end of the 
tenth day after the operation. During these 10 days the 
patient should lie on his face in bed at least one hour a 
day to prevent the beginning of a flexion contracture of 
the hip. After removal of the sutures, the stump should 
be wrapped with an elastic bandage. This wrapping must 
cover the end of the stump by means of reverses, and 
it must come up to the inguinal fold in front of the leg 
and the gluteal fold behind, so that the subcutaneous 
tissues of the leg will be of uniform thickness. If only the 
lower portion of the stump is wrapped, the fitting of a 
suction socket will be considerably more difficult. In 



pj„ 4 _ ,4 layers for closure of thigh amputation. Upper portion shows 

in and fascia lata divided at the same level; center shows quadriceps 
tscle with its overlying fascia; .lower portion shows femur divided above 
- supracondylar flare. B, thigh stump with muscular layer closed. In the 
a part clamps on the anterior fascia lata are seen; in the bottom part, 
imps on the posterior fascia lata. Interrupted sutures through the fascia 
muscles close the muscles over the femur. There should be minimal 
■section of the fascial planes. In B it is difficult to distinguish between 
i fascia lata and the surface of the muscle, because the surface of the 
' t.r.hepn disturbed. 


order to maintain the position of the wrapping high at 
the top uf the stump, it is necessary to put on a spica 
type-of bandage with several turns taken about the waist 
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and the top of the stump in a figure of eight. The pur¬ 
pose of the wrapping with an elastic bandage ts to pre¬ 
vent the excessive accumulation of subcutaneous fat. 
The bandage does not interfere with development of the 
muscles. The stump should be bandaged day and night. 
The bandage may be removed during exercising or bath¬ 
ing of the stump. 

The muscle exercises are divided into two groups, 
first those involving the muscles of the hip which have 
not been disturbed by the amputation; second, those 
mobilizing muscles of the thigh that have been divided 
in the process of amputation. When the sutures are re¬ 
moved, active exercise of the hip muscles should be 
started. Extension and abduction should be particularly 
stressed, and the hip should be carried through a full 
range of active motion in ail directions. As soon as the 
end of the stump is nontender and able to tolerate a cuff, 
exercises against resistance should be started. It is of 
great importance in older amputees to prevent the forma¬ 
tion of hip flexion contracture. The hip flexors should 
be stretched daily with the patient lying on his face 
and the stump placed on a pillow. Exercise of the 
severed muscles of the thigh should also be started 10 
days after the operation. These should consist of alter¬ 
nate contractions of the extensor and flexor muscles of 
the knee. At first, no attempt should be made at vigor¬ 
ous contractions, because of pain and the possibility of 
disrupting some of the muscle sutures. At the end of six 
weeks, vigorous contractions of these severed muscles 
may be started. 

Fitting of the suction socket may be started when the 
site of amputation is completely healed and painless. 
Fitting may occasionally be started as early as six weeks 
following amputation, though 8 to 12 weeks is a more 
usual time for such fitting. 

SUMMARY AND CONCLUSIONS 

Unsuccessful attempts at fitting above knee suction 
socket artificial legs are usually the result of two factors: 
first, the inability of the amputee to spare the necessary 
time for fittings; and second, the presence of either a 
flabby, pooriy muscled stump or a very short stump. 
Difficulty is also occasionally encountered in very long 
stumps or in stumps with marked retraction of the mus¬ 
cles. On the other hand, even very difficult stumps can 
be fitted if the amputee is cooperative and persistent in 
his attempts to obtain the fitting. The amputee can be 
spared a great deal of lost time and disappointment if 
these facts are explained to him at the time of prescrip¬ 
tion of the artificial leg. 

The most favorable type of amputation for fitting a 
suction socket above knee prosthesis is an amputation 
which is 3 or 4 inches (7.6 or 10 cm.) above the ad¬ 
ductor tubercle, and in which the muscles have been 
approximated over the bone end by means of sutures in 
the fascia of the muscle. 

The most important factors in postoperative care are 
(1) the prevention of hip flexion contracture, (2) the 
wrapping of the stump with an elastic bandage and (3) 
the initiation of active exercise to the hip muscles. The 
stump-wrapping bandage should completely cover the 
stump and be high in the inguinal and gluteal fold. To 
accomplish this, a spica type of bandage around the hip 
is necessary. Active exercises to the hip muscles begin¬ 


ning 10 days after the operation, together with exercises 
of the muscles which have been severed, will make the 
fitting of the suction socket and the gait training of the 
patient much simpler. The fitting of the artificial leg 
may be begun between six and 12 weeks after the ampu¬ 
tation, as soon as the stump is well healed and painless. 

1674 Franklin Street. 

ABSTRACT OF DISCUSSION 

Dr. Robert Mazet, Jr., Los Angeles: Dr. Bechtol’s presenta¬ 
tion is a masterpiece in its brevity. Our ideas have undergone 
some changes. It was first thought that the top of the socket 
should be quite rectangular in shape, with a wide and high 
ischial seat, rather pronounced cutouts for the gluteal and 
adductor muscles, and extension on the lateral side to just below 
the top of the great trochanter. A fairly tight uniform fit 
throughout was considered essential. We have learned that the 
extreme height laterally is not necessary. This has, therefore, 
been discontinued. Early in the program, excessive ischial irri¬ 
tation on weight bearing, pressure just distal to the ischium when 
sitting and Joss of suction on sitting were common complaints. 
Prolongation of the ischial seat laterally, permitting some weight 
bearing in the gluteal area, and decreasing its height and depth 
have proven helpful. Its sharp inner border has been rounded 
off. A shallower gluteal cutout is now used. These modifications 
have resulted in a loss of some of the rectangular shape. The 
undercut anteriorly is less pronounced than formerly. The snug 
fit throughout is not desirable. Edema was often caused, not by 
a tight fit at.the top, but by a tight fit at the distal end. This was 
particularly noticeable in stumps with partial end-bearing. The 
explanation for this is not entirely clear. Our buckets are now 
made with a tight-fitting top, close contact anteriorly and a 
loose fit between stump and bucket elsewhere. They are some¬ 
what barrel-shaped. Dr. Bechtol mentioned changes in the stump 
contour. In few cases has the anticipated initial shrinkage in 
stump circumference occurred. Many stumps have increased in 
size as the musculature of the thigh developed. Sometimes a 
relative change has occurred in stumps with a large adductor 
roll. The roll has been pulled down into the bucket and dis¬ 
appeared. The subcutaneous fat of the roll appears to be com¬ 
pressed and absorbed. At the same time, there is an increase in 
the subcutaneous fat of the distal portion of the stump. Seba¬ 
ceous cysts may be prevented by pulling the adductor roll well 
down into the bucket. 

Dr. Paul E. McMaster, Los Angeles: In general, our obser¬ 
vations in the Los Angeles area coincide with those of Dr. 
Bechtol. We have had 90 patients who were veterans. Seventeen 
have been' rejected, and 66 have been successfully fitted with 
suction sockets and are using this prosthesis regularly, most of 
them for a period of over a year. Seven patients have been fitted, 
who, for various reasons, have had to change or convert to the 
conventional type of prosthesis. Our failures have been due to 
two main causes: uncooperative patients, who can best be de¬ 
scribed as persons mentally insufficient and unable or unwilling 
to cooperate, and the inability of some patients, because of occu¬ 
pation or distance, to make and/or keep appointments for the 
multiple refittings that are necessary for successful results with 
the suction socket. All our patients whose psychogenic status 
might be questionable are referred for psychiatric evaluation. 
This was routine during the earlier stages of our program, and a 
few patients have been turned down because of unfavorable re¬ 
ports. Bony stumps at least 4Vi to 5 inches (10 to 12.7 cm.) from 
the pubic tubercle are considered the minimal length for satisfac¬ 
tory fitting. We measure from the pubic tubercle, rather than 
from tip of trochanter, because it is easier, as a rule, to locate ac¬ 
curately. This is the measurement most commonly used by our 
limb fitters, and it is constant, requiring only that the stump be in 
normal alignment, neither adducted nor abducted. The optimum 
amputation site is at about the junction of the middle and lower 
thirds of the thigh. Knee length or slightly shorter stumps present 
definite fitting problems and are not desirable. Dr. Bechtol men¬ 
tioned the need for suturing the muscles over the stump end. 
It is doubtful, in my mind, if this is necessary. It is estimated 
that only a very few, if any, of our patients had had this done 
and we have had to make no stump revision? to correct exces- 
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sive retraction of muscles. It was also stated that excessive nega¬ 
tive pressure could be reduced by the use of the variable leak 
rate type of valve. We believe high negative pressure is an indi¬ 
cation of improper fitting of the socket, and the improper fitting 
should be corrected, rather than an attempt made to correct the 
pressure by valve changes. Also, we believe that the ordinary 
exhaust type valve, rather than the breathing or two way valve, 
is, in general, superior. Wrapping the stump with an elastic 
bandage postoperatively, and carefully carrying this to the in¬ 
guinal and gluteal regions with a spica type wrapping is impor¬ 
tant. This, as Dr. Bechtol pointed out, will tend to decrease 
excessive subcutaneous fat. Many of our older amputees, after 
having worn a conventional leg, develop large adductor rolls 
of fat. With careful fitting of a socket and the repeated pulling 
down of these rolls into the socket with the stump sock, they 
can in time be made to disappear. Dermatitis of fairly marked 
degree has occurred in a few of our patients. The apparent 
causes were excessive perspiration and poor daily hygiene of 
stump. The former may be helped with silicagel in the socket; 
also, a breather type valve will help in some cases. The use of a 
0.5 to 1 per cent solution of formaldehyde wiped off with alcohol 
may help. Daily washing with ordinary soap and warm water 
usually is sufficient to keep stumps in excellent condition. I 
would like to ask Dr. Bechtol what his experience has been with 
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fitting a suction socket to the arteriosclerotic amputee of the fin 
to 70 year group. DU 

Dr. Charles O. Bechtol, Oakland, Calif.; Age in itself is no 
contraindication to the use of the suction socket. Most of our 
older patients, however, have poor coordination and flabby 
stumps and may have circulatory difficulty in the remaining leg. 
These in themselves, may be contraindications to the use of the 
suction socket. With regard to suturing the muscle over the end 
of the bone, vve have had at least two dozen cases in which the 
muscles have not been sutured. In all of them, the fitting of the 
suction socket has been considerably more difficult. The shape 
of the suction socket is exceedingly variable; there is no rule 
of any type by which you can lay down standard patterns for 
the shape. Edema has almost always been due to a tight fit and, 
strangely enough, a tight fit in the lower portion of the socket.’ 
The patient can tolerate fairly tight fit at the top of the socket! 
but fit must be loose in the lower two-thirds. The variable leak 
rate valve mentioned is only applicable to about 10 per cent 
of the suction socket wearers; it is usually applied in those cases 
in which very marked stump muscle retraction occurs. It should 
be reemphasized that most amputees feel that the suction socket 
presents advantages which outweigh any difficulties or delays 
encountered in fitting. 


REPAIR OF SURFACE DEFECTS OF THE FOOT 

RESURFACING THE FOOT BY PLASTIC SURGERY FOR DEFECTS SUCH AS PLANTAR WARTS AND 

TRAUMATIC, THERMAL AND RADIATION LESIONS 


James Barrett Brown, M.D. 

and 

Minot P. Fryer, M.D., St. Louis 


Defects and losses of the skin and subcutaneous tis¬ 
sues of the foot cause major discomfort and disability, 
and trouble continues until there is complete permanent 
healing. Resurfacing the foot with free grafts and flaps 
may result in adequate results for function and comfort, 
but the processes may be technically difficult, and also 
troublesome for the patient. Therefore, it is important 
to realize that there are numerous qualifications and 
limitations of this resurfacing in trying to secure solid 
permanent closure of even a small defect. Problems en¬ 
countered, including those found in military surgery, 
have been recorded, 1 and some of the present material 
is based on these references. 


ANATOMY OF THE FOOT 

In its skin and subcutaneous makeup the sole is a 
special congenital organ or structure, and is not devel¬ 
oped individually. The same sort of tissue does not occur 
elsewhere in the body (except in the palm), and if it is 
once lost it can be only substituted for. Tissues trans¬ 
planted to the sole from other areas do not undergo 
metaplasia to become a normal sole, nor will walking on 
the new tissue cause it to do so, and t^e substituted area 
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will require care and protection to prevent irritation and 
ulceration. Because of this, transfer of skin from the 
opposite sole might seem indicated, but the transfer 
would result in added debilitation in most instances. If 
hair-bearing skin is transplanted to the sole, the hair will 
continue to grow, except as it is worn off. This is because 
the foreign skin does not take on the characteristic of 
producing the thick keratinized layer that occurs in the 
normal sole. 

The surface over the normal heel cord is also special¬ 
ized, and, though the skin over the rest of the dorsum is 
not as specialized, the whole foot including the malleoli 
and the dorsum requires an intact surface for the pro¬ 
tection of these areas. In surgical procedures on the foot, 
care is taken to keep incisions at a minimum and an 
attempt made to assure adequate coverage and prompt 
healing. That deep healing and proper function are de¬ 
pendent on an intact surface is nowhere truer than m 

The sensory nerve supply of the foot is of great impor¬ 
tance and if anesthesia occurs either m scarred or 
repaired areas, there is apt to be trouble from trauma 
and ulceration. If nerves remain present in the general 
area, sensation will develop in both grafts and flaps to 
a worthwhile protective degree, and the grafts may de¬ 
velop practically normal sensation. But if the nerve 
supply has been so interrupted that there are no nerves 
available, there is apt to be chronic uiceration to start 
with, and it may continue m the repaired area. The care 
of the anesthetic foot is tedious but must be vigilant if 
trouble is to be avoided. 
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DIFFERENT METHODS OF REPAIR 

Direct suture of the skin of the foot after a loss, 
especially in the sole, is limited to repair of linear de¬ 
fects, but is not effective over bearing surfaces. In the 
center of the sole, for example, some excellent results can 
be obtained; however, deep sutures of any kind are apt 
to cause trouble, and deep wire is not used because of 
possible irritation and wart formation. Simple direct 
suturing and careful strapping and bandaging are essen¬ 
tial parts of the operation. 

Leaving small wounds open to heal in themselves in 
the sole may be successful in “silent” areas such as the 
middle of the arch, but in bearing areas the resultant 
scar may be so painful that a secondary repair is neces¬ 
sary. 

Local or adjacent flaps are used when possible, but 
as there is little extra skin in the foot, closing a round 
defect of any size in the sole can be similar to trying to 
close a knot hole in a board. Care also must be taken 
in mobilizing any flaps to avoid interrupting an impor¬ 
tant nerve or blood supply. 

Rotated flaps or laterally shifted flaps are good for 
use in the covering of bearing points and for repairing 
defects consisting of warts or small scars; but. here again, 
nerve and blood supply should be considered carefully. 

Filleted toe flaps are occasionally utilized, but such 
amputation procedures should be avoided whenever 
possible. 

Permanent pedicle blood-carrying flaps to increase 
vascularity in avascular areas are of great service in radi¬ 
ation lesions or in the covering of areas after resecting 
dense deep scars. These may be rotated flaps in the sole, 
or over the dorsum or dorsum to sole flaps. This sugges¬ 
tion in the general concept of flaps is the subject of 
another report to be published. 

Free thick split skin grafts are used generally, if there 
is an adequate subcutaneous pad of tissue to carry the 
graft and form a supporting cushion. If this pad is pres¬ 
ent, the repair is better with a free graft surface than any 
flap transferred from a distance. By this plan much time 
can be saved and morbidity reduced. Free grafts may be 
used as a temporary or trial measure in burns, radiation 
lesions, avulsions and cancer, and a flap put in second¬ 
arily if it becomes necessary. The occasional extra opera¬ 
tion is well worth while in the consideration of trying to 
avoid a cumbersome cross leg flap. 

This “skin graft dressing” method may save many 
extremities, and amputation can be left to secondary con¬ 
sideration if nerve and blood vessel supply to even a 
badly denuded extremity is intact. One of the most 
dramatic cases of this kind was that of a boy from one 
of whose feet the entire skin and the anterior third were 
torn off in a railroad accident. He was brought in for 
midlcg amputation, but instead, the entire remaining 
part of the foot and the ankle were “dressed” in thick 
split grafts. The patient’s foot was saved by means of this 
one single operative procedure. His care of the grafted 
foot was not excessive, even for a growing boy, and, 
aside from packing his shoe where his toes were missing, 
he had little difficulty and participated in normal ath¬ 
letics. 

Thick split grafts are usually taken from high, on the 
back of the thigh and buttocks with a simple graft,knife 


and suction retractor. Pressure fixation dressings of fine 
mesh with bismuth tribromophenate (xeroform*), or 
petrolatum (vaseline®) gauze and surgical waste are 
carefully applied, fixing ankle and knee joints with ade¬ 
quate padding, gauze rolls and adhesive. 

Full thickness grafts may be used if desired, especially 
for small defects when a suitable one can be obtained 
from the inguinal region. 

Cross leg flaps are' considered as a method for repair 
when other methods will not suffice. These flaps, the 
same as grafts, do not give a normal sole, because the 
skin of the flap does not undergo metaplasia into a heavy 
keratotic sole. Other difficulties in their use are cumber¬ 
someness of procedure and damage to the donor site, 
necessitating its repair, and use of these flaps may be in¬ 
advisable because of the age of the patient, or joint fixa¬ 
tion or some other disability. 

Repairing donor sites of flaps may give difficulty if the 
sites are not advantageously selected, and as much dis¬ 
ability has been observed resulting from the donor site 
as from the original trouble. 





F*S* I*—Top. loot afler prolonged treatment, including radiation and 
tedious preparation of abdominal tubed flap (elsewhere), for wart of 
heel. Bottom, foot after repair with free split graft and permanent pedicle 
flap from side of foot with graft for donor site of pedicie in one operation. 
Dislant fl3p was removed without necessity of use. 

Delayed flat flaps, considered the safest to transfer, 
depend on gradual cutting off of the blood supply, taking 
at least two operations. To completely outline and under¬ 
mine a flap and raise it on its pedicle and then put it back 
in its bed does not delay the blood supply of the flap, 
but simply delays the transfer to a later stage. The usual 
procedure is to open the long axis in two parallel lines, 
undermine between, and close the incisions. The distal 
end is cut across secondarily in three to 10 days and 
closed, usually under local anesthesia. 

The delayed flap is transferred when there is no 
swelling, induration or redness, and no suggestion of 
inadequate circulation through the pedicle. 

A variation of the above is the implantation of a split 
graft under the flap at the time it is first elevated in order 
to have the donor 'site this much closed when the flap 
is used, but this method is not often resorted to on this 
service. 

lubed flaps are started in about the same manner as 
delayed fiat flaps, except that the cut edges are closed 
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sfve retraction of muscles. It was also stated that excessive nega¬ 
tive pressure could be reduced by the use of the variable leak 
rate type of valve. We believe high negative pressure is an indi¬ 
cation of improper fitting of the socket, and the improper fitting 
should be corrected, rather than an attempt made to correct the 
pressure by valve changes. Also, we believe that the ordinary 
exhaust type valve, rather than the breathing or two way valve, 
is, in general, superior. Wrapping the stump with an elastic 
bandage postoperatively, and carefully carrying this to the in¬ 
guinal and gluteal regions with a spica type wrapping is impor¬ 
tant. This, as Dr. Bechtol pointed out, will tend to decrease 
excessive subcutaneous fat. Many of our older amputees, after 
having worn a conventional leg, develop large adductor rolls 
of fat. With careful fitting of a socket and the repeated pulling 
down of these rolls into the socket with the stump sock, they 
can in time be made to disappear. Dermatitis of fairly marked 
degree has occurred in a few of our patients. The apparent 
causes were excessive perspiration and poor daily hygiene of 
stump. The former may be helped with silicagel in the socket; 
also, a breather type valve will help in some cases. The use of a 
0.5 to 1 per cent solution of formaldehyde wiped off with alcohol 
may help. Daily washing with ordinary soap and warm water 
usually is sufficient to keep stumps in excellent condition. I 
would like to ask Dr. Bechtol what his experience has been with 
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fitting a suction socket to the arteriosclerotic amputee of the m 
to 70 year group. DU 

Dr. Charles O. Bechtol, Oakland, Calif.: Age in itself is no 
contraindication to the use of the suction socket. Most of our 
older patients, however, have poor coordination and flabby 
stumps and may have circulatory difficulty in the remaining leg. 
These in themselves, may be contraindications to the use of the 
suction socket. With regard to suturing the muscle over the end 
of the bone, we have had at least two dozen cases in which the 
muscles have not been sutured. In all of them, the fitting of the 
suction socket has been considerably more difficult. The shape 
of the suction socket is exceedingly variable; there is no rule 
of any type by which you can lay down standard patterns for 
the shape. Edema has almost always been due to a tight fit and, 
strangely enough, a tight fit in the lower portion of the socket.' 
The patient can tolerate fairly tight fit at the top of the sockef 
but fit must be loose in the lower two-thirds. The variable leak 
rate valve mentioned is only applicable to about 10 per cent 
of the suction socket wearers; it is usually applied in those cases 
in which very marked stump muscle retraction occurs. It should 
be reemphasized that most amputees feel that the suction socket 
presents advantages which outweigh any difficulties or delays 
encountered in fitting. 


REPAIR OF SURFACE DEFECTS OF THE FOOT 

RESURFACING THE FOOT BY PLASTIC SURGERY FOR DEFECTS SUCH AS PLANTAR WARTS AND 

TRAUMATIC, THERMAL AND RADIATION LESIONS 


James Barrett Brown, M.D. 

and 

Minot P. Fryer, M.D., St. Louis 


Defects and losses of the skin and subcutaneous tis¬ 
sues of the foot cause major discomfort and disability, 
and trouble continues until there is complete permanent 
healing. Resurfacing the foot with free grafts and flaps 
may result in adequate results for function and comfort, 
but the processes may be technically difficult, and also 
troublesome for the patient. Therefore, it is important 
to realize that there are numerous qualifications and 
limitations of this resurfacing in trying to secure solid 
permanent closure of even a small defect. Problems en¬ 
countered, including those found in military surgery, 
have been recorded, 1 and some of the present material 
is based on these references. 


ANATOMY OF THE FOOT 


In its skin and subcutaneous makeup the sole is a 
special congenital organ or structure, and is not devel¬ 
oped individually. The same sort of tissue does not occur 
elsewhere in the body (except in the palm), and if it is 
once lost it can be only substituted for. Tissues trans¬ 
planted to the sole from other areas do not undergo 
metaplasia to become a normal sole, nor will walking on 
the new tissue cause it to do so, and t^e substituted area 
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will require care and protection to prevent irritation and 
ulceration. Because of this, transfer of skin from the 
opposite sole might seem indicated, but the transfer 
would result in added debilitation in most instances. If 
hair-bearing skin is transplanted to the sole, the hair will 
continue to grow, except as it is worn off. This is because 
the foreign skin does not take on the characteristic of 
producing the thick keratinized layer that occurs in the 


lormal sole. 

The surface over the normal heel cord is also special- 
zed, and, though the skin over the rest of the dorsum is 
lot as specialized, the whole foot including the malleoli 
md the dorsum requires an intact surface for the pro- 
ection of these areas. In surgical procedures on the foot, 
;are is taken to keep incisions at a minimum and an 
ittempt made to assure adequate coverage and prompt 
lealina. That deep healing and proper function are de- 
lendent on an intact surface is nowhere truer than in 

The sensory nerve supply of the foot is of great impor- 
ance, and if anesthesia occurs either in scarred or 
■epaired areas, there is apt to be trouble from trauma 
md ulceration. If nerves remain present m the general 
irea, sensation will develop in both grafts and flaps to 
i worthwhile protective degree, and the gr^s nuiy dc- 
, e lop practically normal sensation. But if the nerve 
;u p P ly has been so interrupted that there are no nerve 
ivaflable, there is apt to be chirome ulceraUon to start 
vitb and it may continue in the repaired area. I he care 
foot is tedious but must be v.g.lant if 


trouble is to be avoided. 
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DIFFERENT METHODS OF REPAIR 
Direct suture of the skin of the foot after a loss, 
especially in the sole, is limited to repair of linear de¬ 
fects, but is not effective over bearing surfaces. In the 
center of the sole, for example, some excellent results can- 
be obtained; however, deep sutures of any kind are apt 
to cause trouble, and deep wire is not used because of 
possible irritation and wart formation. Simple direct 
suturing and careful strapping and bandaging are essen¬ 
tial parts of the operation. 

Leaving small wounds open to heal in themselves in 
the sole may be successful in “silent” areas such as the 
middle of the arch, but in bearing areas the resultant 
scar may be so painful that a secondary repair is neces¬ 
sary. 

Local or adjacent flaps are used when possible, but 
as there is little extra skin in the foot, closing a round 
defect of any size in the sole can be similar to trying to 
close a knot hole in a board. Care also must be taken 
in mobilizing any flaps to avoid interrupting an impor¬ 
tant nerve or blood supply. 

Rotated flaps or laterally shifted flaps are good for 
use in the covering of bearing points and for repairing 
defects consisting of warts or small scars; but, here again, 
nerve and blood supply should be considered carefully. 

Filleted toe flaps are occasionally utilized, but such 
amputation procedures should be avoided whenever 
possible. 

Permanent pedicle blood-carrying flaps to increase 
vascularity in avascular areas are of great service in radi¬ 
ation lesions or in the covering of areas after resecting 
dense deep scars. These may be rotated flaps in the sole, 
or over the dorsum or dorsum to sole flaps. This sugges¬ 
tion in the general concept of flaps is the subject of 
another report to be published. 

Free thick split skin grafts are used generally, if there 
is an adequate subcutaneous pad of tissue to carry the 
graft and form a supporting cushion. If this pad is pres¬ 
ent, the repair is better with a free graft surface than any 
flap transferred from a distance. By this plan much time 
can be saved and morbidity reduced. Free grafts may be 
used as a temporary or trial measure in burns, radiation 
lesions, avulsions and cancer, and a flap put in second¬ 
arily if it becomes necessary. The occasional extra opera¬ 
tion is well worth while in the consideration of trying to 
avoid a cumbersome cross leg flap. 

This “skin graft dressing” method may save many 
extremities, and amputation can be left to secondary con¬ 
sideration if nerve and blood vessel supply to even a 
badly denuded extremity is intact. One of the most 
dramatic cases of this kind was that of a boy from one 
of whose feet the entire skin and the anterior third were 
torn off in a railroad accident. He was brought in for 
mi leg amputation, but instead, the entire remaining 
part of the foot and the ankle were “dressed” in thick 
sp it grafts. The patient’s foot was saved by means of this 
one single operative procedure. His care of the grafted 
oot was not excessive, even for a growing boy, and, 
ast e from packing his shoe where his toes were missing, 
ie had little difficulty and participated in normal ath¬ 
letics. 

Thick split grafts are usually taken from hffih on the 
back of the thigh and buttocks with a simple graft Mife 


and suction retractor. Pressure fixation dressings of fine 
mesh with bismuth tribromophenate (xeroform®), or 
petrolatum (vaseline®) gauze and surgical waste are 
carefully applied, fixing ankle and knee joints with ade¬ 
quate padding, gauze rolls and adhesive. 

Full thickness grafts may be used if desired, especially 
for small defects when a suitable one can be obtained 
from the inguinal region. 

Cross leg flaps are-considered as a method for repair 
when other methods will not suffice. These flaps, the 
same as grafts, do not give a normal sole, because the 
skin of the flap does not undergo metaplasia into a heavy 
keratotic sole. Other difficulties in their use are cumber¬ 
someness of procedure and damage to the donor site, 
necessitating its repair, and use of these flaps may be in¬ 
advisable because of the age of the patient, or joint fixa¬ 
tion or some other disability. 

Repairing donor sites of flaps may give difficulty if the 
sites are not advantageously selected, and as much dis¬ 
ability has been observed resulting from the donor site 
as from the original trouble. 



E>e- 1 .—I op, loot alter prolonged treatment, including radiation and 
tedious preparation of abdominal tubed flap (elsewhere), for wart of 
heel. Bottom, foot after repair with free split graft and permanent pedicle 
Bap from side of foot with graft for donor site of pedicle in one operation. 
Distant flap was removed without necessity of use. 

Delayed flat flaps, considered the safest to transfer, 
depend on gradual cutting off of the blood supply, taking 
at least two operations. To completely outline and under¬ 
mine a flap and raise it on its pedicle and then put it back 
in its bed does not delay the blood supply of the flap, 
but simply delays the transfer to a later stage. The usual 
procedure is to open the long axis in two parallel lines, 
undermine between, and close the incisions. The distal 
end is cut across secondarily in three to 10 days and 
closed, usually under local anesthesia. 

The delayed flap is transferred when there is no 
swelling, induration or redness, and no suggestion of 
inadequate circulation through the pedicle. 

A. variation of the above is the implantation of a split 
grait under the flap at the time it is first elevated in order 
to have the. donor site this much closed when the flap 
is used, but this method is not often resorted to on this 
service. ■ 

' j fla T- 5 are Varied in about the same manner as 

delayed flat flaps, except that the cut edges are closed 
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in a tube formation and the open area underneath is 
grafted or closed. If a large flat “pan cake” is to be used 
on the end of the tube, this is delayed secondarily, as 
is the end of a flat flap. If only the tube is to be used, it 
is not usually necessary to delay the distal end; however, 
this can be an added precaution. 



Fig. 2 .—A, defect of 40 years duration resulting from a railroad acci¬ 
dent. B, defect, after repair with direct cross leg flap in two operations, 
one on and one off, and two adjustments of the edges. C, donor site from 
which the flap was taken. 


There are several methods of determining evidence 
of adequate circulation in a tubed flap, the best one of 
which, as learned by experience, is the finding of no red¬ 
ness, swelling or other sign of failing circulation. Chemi¬ 
cal methods depending on injections and determination 
of absorption of test materials may give information 
about the tube, proximal to a tourniquet on one end, 
but will not help for the flat end or “pan cake” if one is 
used with the flap. 

The procedure for combined flat and tubed pedicle 
flaps is about the same as that described for utilizing a 
flat area on the end of a tube. The tube in these instances 
is for ease of transfer, especially if the pedicle has to be 
twisted. 

Cross sole flaps are mentioned only in order to repeat 
that in a large series they might result more in added 
disability than in benefit. 

Direct cross leg flaps are most useful and simple and 
are relied on when the requirements of the defect are 
such that a donor site can be arranged satisfactorily. A 
short, broad pedicle is used, rather than a long, flat or 
tubed pedicle; the process is much quicker and easier 
and more economical, and the repair is possibly some¬ 
what better because the flap is made to order to fit the 
defect during the first operation rather than by separate 
procedures. These flaps require that the foot can be 
carried to the donor site, in the same way that the 
hand can be carried to the abdomen so that delayed 
tubed or double pedicle flaps are scarcely ever needed 
for the hand and forearm. The short broad direct pedicle 
flap is turned back, and the foot is brought into place 
and anchored, either with or without dressing the donor 
site in free grafts. 

Sites of flaps for certain defects can be more or less 
standardized, but each defect is an individual problem. 
The best site is the one the patient finds the most com¬ 
fortable through practice, taking into consideration the 
avoidance of kfiee joint,- nefv'ts, and vessels. 

Focicet Saps arc ..nos mhde’by simply opening an area . 
on the leg, through a-single-long incision, usually made 
transversely below the knee; and undermining a pocket. 
These are "for the end of the foot when it can ce im- 


2. Footnote 1". Tl.-own, J. B., and others: Direct Flap Repairof the 
Arm and Hand: Preparation of Gunshot-.-Wounds tor Repair of. .Nerves, 
Bones and Tendons, Ann, Surg. 123: 706-715 (Oct.) 1945. 
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planted into the pocket through the single opening The 
procedure was developed at Valley Forge Hospital and 
used there extensively in military services with oreat 
saving in time. These flaps were often called “slash” 
.flaps, but “pocket” seems more appropriate. 

Double heel and toe flaps are utilized along the side 
of the knee for replacing the front and back of the foot 
in a single direct flap procedure. A pocket flap can be 
used for the toe and a direct flap for the knee. These flaps 
may seem bizarre for civil needs but are not bizarre in 
military plastic surgery, where resurfacing of the foot 
is a constant problem. 

Jump flaps from the abdomen, with the forearm as a 
carrier, utilize the broad short direct pedicle method 2 
of flap transfer. A large direct flap from the abdomen is 
put on the forearm and transferred secondarily to the 
foot. 

There are variations of preparation of these flaps, 
including folding them on themselves to allow an interval 
between taking up and use on the foot, but the essential 
principles are the same when the short broad direct 
pedicle is used for rapid transfer of tissue. 

It is necessary to use the thigh for larger flaps ot lor 
large flat or tubed flaps, and attention is again called to 
possible trouble from donor sites on the opposite lower 
leg. Small flaps, however, can usually be obtained suc¬ 
cessfully from the opposite lower leg without serious 
trouble in the donor site. 

Dorsum-to-sole flaps are utilized as delayed flaps and, 
though limited in size and extent of transfer, are very 
useful around the edges of the sole over bearing points. 
These flaps may be direct, lateral shifts or delayed 
pedicles rotated down in place and may be permanent 
blood-carrying. 



1 j ..nrf R freezing injury with loss of all toes, and open end of 
,\ . ren-ured with direct cross leg pocket (or slash) flap, in 

ot, which was r P c illustration of method of fixation 

° operattons one on and on o ^ usiog M0 direct flaps rn 
this Pocket flap D .1 us ran , oss ^ ^ ^ hee ,_ 


r,V„ln rxnpmtinn 


• Closed wound flaps are formed by doing a split graft 
‘dressing” of all raw areas. This may be advantageous, 
, ut it is not necessary either on the foot or elsewhere in 
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the body if adequate dressing care can be given the 
operative field. Serious infection and fibrosis do not take 
place around a defect just because the donor site arid 
pedicle of a flap have not been grafted. 

The simplest, most direct methods are usually best 
for fixation of a foot to a cross leg flap, or an arm to a 
foot. This starts with the most comfortable position, as 
determined by practice, and with the simplest equip¬ 
ment. Adhesive, padding, and pillows with foam rubber 
over pressure points usually suffice and are the most 
comfortable. But plaster of paris with suitable struts and 
angle supports of light splint boards incorporated in the 
plaster may be needed to hold the knee up from the bed, 
or elsewhere to prevent unnecessary gravity, rotation 
and twisting. Padding should be copious with foam rub¬ 
ber, and suitable openings should be planned for inspec¬ 
tion of the flap. 

Detaching the flaps can be done in 14 to 21 days 
under local anesthesia, in stages if necessary; or, if there 



Pig. 4. -A, crippling wart with radiation lesion which was resected and 
repaired with a thick split graft in one operation. B. deformed position of 
foot, which had been assumed to find relief from excessive pain, with 
callus over instep from shoe pressure. C, foot after surgical repair. 

is a heel or two sides of the foot to cover, a secondary 
flap delay may be indicated before detachment is done. 

Repairs of donor sites are done with free split grafts, 
usually at a time slightly later than that of the detach¬ 
ment, since there are some noteworthy contractures and 
by waiting the grafted area may be smoother. For those 
flaps that have been “dressed” in grafts to start with, 
there is usually some further closure or grafting to do 
when the flap is detached. 

Final adjustment of flap is usually done several days 
after detachment but can be done at the time of detach¬ 
ment if conditions are favorable. 

A suitable bed is as necessary for a flap as for a graft 
since a flap may not attach itself over avascular areas, or 
will it over dead bone tendon or fascia. It may pick up 
circulation around the edges, only to have a chronic 
sinus persist as long as there is deeper trouble. 


Once the plantar fascia is exposed and infected or 
necrotic it is usually a source of prolonged trouble, and 
resurfacing is contraindicated until all dead material is 
cut off or removed. The same is true of the tendons, and 
these two elements may cause prolonged morbidity in 
open wounds or, if they occur, under flaps. Free grafts, 
of course, will not grow over such areas. 



Fig. 5.— A, extensive wart and radiation lesion, closely approaching 
carcinoma. B, lesion after resection and repair with free split skin graft 
in one operation. Function is satisfactory for golf and normal activities. 

Debridement in injured feet should be careful to 
eliminate dirt and dead tissue, but widespread cutting 
away of tissue should be done only after careful consid¬ 
eration, since there is so little extra or collapsible tissue 
in the foot. 

Failing circulation in the extremities leads to question¬ 
able repairs of defects, and opens the possibility of repeat 
ucleration in the grafted site, so that the ultimate success 
of a repair in a circulatory dyscrasia or secondary im¬ 
pairment is uncertain, as it may be in leg ulcers. All of 
the processes involved in leg ulcers are not understood, 
but a basic point is that in some instances the circulation 
of the leg does not seem to have caught up with the 
requirements of the upright position. 

Decubitus ulcers in persons with normal nerve supply 
usually respond to free grafting. Those in paraplegics 
may respond to the “take” of a graft but are subject to 
the same recurrent break down as any other area of 
anesthesia. 

Plantar warts are the reason for most repairs of the 
sole. It is difficult for most patients and institutions and 
some medical echelons to understand how an insig¬ 
nificant thing like a wart can necessitate so much trouble 
and surgical work. An answer can be that the wart 
doesn’t amount to anything, but its location does; and, 
to repeat, once the sole is open, disability exists until the 



Fig. 6.— A, atomic radiation lesion in a laboratory worker. D. lesion 
alter il was resected and repaired in one operation with a thick split graft. 

sole is healed, free of trouble^art.di especially free of the 
wart. A painful .wart might he, likened to a finderJpt the 
eye or, a tack in a .shoe, not much in themselves, but 
exceedingly painful,and disabling., '. 

Added to. the wart itself may, be a radiation lesion, 
and, to this, a malignant change, so that the problem 
is two fold: one, to get rid of the lesiort, and, two, to 
give a satisfactory repair. 
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For repair of warts, scars and radiation lesions in the 
center of the foot, simple linear excision and closure may 
suffice; if not, a free thick split graft is used if sufficient 
pad is left to support it. Flaps from the side, or rotated, 
or from the dorsum may be needed, but the bearing sur¬ 
faces over the first and fifth metatarsal heads and over 
the heel are not shifted to repair any defect. To do so 
would leave a scar over a bearing surface that might 
require a secondary repair even if a free graft were used 
to close the area. 

Lesions over these three important bearing surfaces 
are not excised and closed by direct suture, because this 
would leave a disabling scar. Instead, there is usually a 
lateral shift from the midline, or a rotation flap closure 
from behind the toe, with repair of the donor site with 
a free graft. 

Replacement of whole sole or large sections of it can 
be done with free thick split grafts if there is adequate 
padding left behind. If there is a question as to the ade¬ 
quacy of the padding, the graft can be used as a “dress¬ 
ing” and replaced later with a flap if necessary. Exposure 
of tendon, nerves, vessels, and, of course, of bone 
necessitates a thick pedicle flap, either cross leg or jump 
from the abdomen. 

Gun shot wounds and others that avulse the pad 
usually require some variety of flap repair. Some of the 
wounds are of small surface area, but leave deep dense 
scars to the bone that need thick flap repairs in even 
these very small areas. 

Radiation lesions are given special note because they 
are so prevalent and seem to be frequently missed in 
diagnosis. They are progressive lesions and are treated 
by removal, and grafting or flap repair. 

Atomic radiation lesions will require the same prin¬ 
cipals of removal and repair. The fact that tissue which 
has been subject to radiation does not stand trauma and 
has poor ability to heal normally may make one hesitate 
to attempt surgical repairs in such areas, but in this 
discussion of resurfacing the foot it can be stated that the 
same principles apply to radiation lesions as to other 
lesions, with the qualification that there may be difficulty 
in healing the surgical repairs and there may be second¬ 
ary deep necrosis, with amputation to be considered. 3 

Thermal injuries, including burns, freezing and immer¬ 
sion foot, are repaired according to the depth of loss 
with free grafts or flaps as outlined for other repairs. 


SUMMARY AND CONCLUSIONS 


Relief from intensely painful lesions and from pro¬ 
longed debilitation may be acquired by comparatively 
simple procedures. The essential steps are (I) the re¬ 
moval of the lesion, (2) the repair of the defect with a 
suitable covering, (3) the obtaining of permanent, com¬ 
plete healing at the site of the repair, and (4) proper care 
by the patient of the substituted tissue to protect it from 
trauma. . - 

Results of repairs of lesions of the foot vary according 
to the original disability but usually' allow the patient 
normal activity. 

508 N. Grand Blvd. ' •’/ : ' 
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ABSTRACT OF DISCUSSION 

Dr J. Warren White, Honolulu, Hawaii: In our traininc we 
have been warned against incisions on the sole or over other 
pressure-bearing surfaces. But many of us have known that sve 
can get by without serious difficulties if we depart radically from 
such an axiom. Notorious along this line is the valuable longitu 
dinal heel-splitting operation for osteomyelitis of the os calcis 
in which the incision goes around the middle of the back of the 
heel, exposing the inside of the calcaneus in a fish mouth fashion 
giving such wonderful exposure of that bone. Fortunately, now’ 
in the days of the antibiotics, this operation is not as necessary 
as it was formerly, but it is well to know that it can be done 
with relative impunity. There is one type of graft that many of 
us have found most useful which Dr. Brown did not mention. 
I should appreciate his opinion on the use of the full-thickness 
graft, located in the classification of skin grafts between the 
time-consuming pedicle graft and the potentially keloid-ptoduc- 
ing split graft. Dr. Brown can do a split graft with a skill which 
a great many of us do not possess; therefore, I have been forced 
to use the full-thickness graft. In Honolulu we have excellently 
trained plastic surgeons to whom I can take the major problems, 
but in South Carolina, where I was for so many years, the prob¬ 
lems involving indigents had to be solved locally by the ortho¬ 
pedists. We then used the time-consuming Ghormley technique 
in the avulsed heels, but, aside from that, we have used the 
full-thickness graft extensively. Most problems requiring its use, 
in the rural communities have been associated with bums in 
which healing has been characterized by cicatrization associated 
with the usual contractures. Hyperflexion or extension contrac¬ 
tures of the toes are very common. Since going to Hawaii, I have 
done with much success many operations in which the hiatus 
produced by the opening of the transversely incised, contracted 
cicatrix, not infrequently extending the whole width of the foot, 
has been filled in by a full-thickness graft, the toes being held 
in the extreme overcorrected position during healing. The ankle, 
in which fixed dorsiflexion has resulted from a contracted scar 
is another area where a large, freely movable graft can be placed 
advantageously. Contrary to popular opinion, there is no limita¬ 
tion of size that restricts its use. Although I realize that Dr. 
Brown discounts the value of split skin grafting instruments, 1 
should like to get his opinion on one recently devised by another 
Dr. Brown. It is manufactured in Indianapolis. This is the new 
automatic reciprocating mechanism, the dermatome, which I 
demonstrated at the Orthopedic Academy meeting two years ago 
in January. It has been most satisfactory. The trouble-producing 
vacuum part has been eliminated, and it now can be used as 
easily as one uses a lawnmower. 

Dr. James Barrett Brown, St. Louis: The full-thickness 
graft is the best skin graft for certain areas, but it is not lit ten 
necessary on the foot. Several things are important in this relation 
because the skin is so different in thickness over the various parts 
of the body. For instance, the foot has the thickest keratohyaline 
layer and about the thinnest derma; the back has the thickest 
derma and the thinnest epithelium. Therefore, full-thickness 
grafts from the back are not apt to grow, because the skin is too 
thick. If Dr. White’s plan of using a full-thickness graft is fol¬ 
lowed, it will be best not to try to grow a full-thickness graft 
from the back. I had supposed Dr. White took most of his grafts 
from the abdomen, but he states that he has repeatedly taken 
them from the back, without the loss of the graft. There may be 
some difference between our interpretations of thickness ot 
skin ” because if the heavy, full thickness of the skin on the back 
is used routinely, the graft is not likely to survive since it is to 
thick. This caution is added because Dr. White asked for an 
opinion on it. If one takes a thick spilt graft of about three- 
fourths thickness, or even one-half thickness, from h'gh on ‘he 
buttocks to put on an area similar to that on the foot shown by 
Dr White, the operation can be done in about a tenth of the 
time it takes to do a full-thickness graft, and it may be a little 
better We frequently use grafts on dirty areas, and, though we 
try to get them clean, they are sometimes humed along. In such 
areas, we do not think the full-thickness grafts should be used, 
because there is a chance of loss. Split grafts are less apt to be 
lost and if they are, the loss is less important. Split grafts are 
rough for a time because, apparently, some of the glands get 
cut In two and may then secrete backward, leaving sebum col¬ 
lections that need evacuation; at least this is a way of explammg 
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the roughness. The glands are kept empty to avoid infection and 
loss of surface, and, as these may be difficult to ascertain, it is 
best to keep close watch for several weeks. Dr. Brown, who de¬ 
veloped the electro-dermatome, figured it out in a Japanese 
prison camp. He died after he came back to this country, and 


his wife is going on with the business. I am glad Dr. White men¬ 
tioned the dermatome, as it seems to provide an excellent method 
of cutting a split graft. If one can use thick split grafts whenever 
possible, he is apt to have just as good results, if not better, than 
if full-thickness grafts were used routinely. 


SEGMENTAL RESECTION FOR PULMONARY DISEASES 


William S. Conklin, M.D. 
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Pulmonary resections have been performed success¬ 
fully for many years, but until 1933 the techniques re¬ 
mained crude and the operations extremely hazardous 
according to present standards. Staged operations, use of 
tourniquets and clamps and destruction of lung tissue 
with cautery all resulted in prolonged morbidity and a 
mortality horrifying to the surgeon of today. 

In 1933 Rienhoff 1 first described the technique of 
individual isolation and closure of the bronchus and 
blood vessels at the hilus. This technique, now used in 
practically all pulmonary resections, has done more than 
anything else to reduce the operative complications and 
mortality of these procedures. In 1932 Graham and his 
colleagues - collected a series of 212 lobectomies in 
which the operative mortality was 34 per cent. By 1947 
Kay and associates 3 were able to report 258 consecutive 
cases of lobectomy for bronchiectasis with only one 
death, and Jones 1 presented a series of 52 pneumo¬ 
nectomies for bronchogenic carcinoma with only two 
deaths, surgical mortalities of 0.4 per cent and 4 per cent 
respectively. Advances in anesthesia, improved preopera¬ 
tive and postoperative care, introduction of antibiotics 
and the increased experience of thoracic surgeons have 
also helped lower the operative mortality. It is now be¬ 
lieved that the over-all operative mortality for lobectomy 
is less than 5 per cent and that that for pneumonectomy 
is well below 20 per cent. 

Resection for pulmonary disease does not necessarily 
require that one or more lobes of the lung be removed 
in their entirety. Certain lesions can be resected locally 
by enucleation (fig. 4) or by removing a peripheral 
wedge-shaped portion of the lung (partial lobectomy). 
But the indications for such surgery are rare, since the 
lesions must be peripheral and localized. Such pro¬ 
cedures are not suitable for most lesions requiring resec¬ 
tion, even though much of the lobe is not involved, since 
the disease is likely to extend centrally toward the hilus. 

Segmental resection, the most recent technical ad¬ 
vance in pulmonary resection, resulted from the desire 
to conserve as much normal lung tissue as possible in 
cases of bronchiectasis with multilobar involvement. 
Specifically, the problem was what to do about bron¬ 
chiectasis in the lingula of the upper lobe of the left 
lung, so commonly present when there is bronchiectasis 
in the lower lobe of the left lung. The alternatives for¬ 
merly available were to resect only the lower lobe, in 
which case the patient still had bronchiectasis; to re¬ 
move the entire lung, in which case a great deal of valu¬ 
able, uninvolved lung would be sacrificed, or to remove 
the lower lobe and amputate the lingula distal to a clamp 


applied near the hilus. The latter was usually unsatis¬ 
factory due to failure to eradicate the pathological con¬ 
dition and because of the frequency of postoperative 
complications. The problem was solved by Churchill and 
Belsey, 3 who appreciated the segmental nature of pul¬ 
monary anatomy and demonstrated that the lingula could 
be dissected completely from the remainder of the upper 
lobe by dividing the lingular branches of the bronchus 
aiid pulmonary artery at their origin. Using the same 
technique, they also resected the basal segments of the 
lower lobe leaving the superior division. 

It has long been evident that it is not entirely accurate 
to describe the right lung as having three separate lobes, 
the left lung two. The fissures which divide these con¬ 
ventionally described lobes one from the other are often 
incomplete, rudimentary or entirely absent. Particularly 
is this true of the transverse fissure between the upper 
and middle lobes of the right lung. Likewise, it is not 
uncommon to find a rudimentary or even a complete 
fissure separating one of the conventional lobes into di¬ 
visions. Such fissures are found most often between the 
lingula and the remainder of the upper lobe of the left 
lung and between the superior portion of either lower 
lobe and its base. Nelson 0 described each lung as pos¬ 
sessing four basic parts or “lobes”: upper, middle, dor¬ 
sal and lower. Further study of the anatomic subdivisions 
of the lung, based on the work of Goldman, 7 Foster- 
Carter, 3 Brock, 3 Jackson and Huber, 10 Boyden 11 and 


Rc,,u ueiore me section on Diseases of tile Chest at ihe Ninety-Ninth 
Annua! Session of the American Medical Association, San Francisco, 
June 29, 1950. 

From the Department of Surgery, Division of Thoracic Surgery, Uni¬ 
versity of Oregon Medical School. Hospitals and Clinics, and the Surgical 
Service of the Matson Memorial Hospital for Diseases of the Chest. 

1. Rienhoff, W. F„ Jr.: Pneumonectomy: A Preliminary Report of the 
Operative Technique in 2 Successful Cases. Bull. Johns Hopkins Hosp. 
53 : 390 (Dec.) 1933. 

2. Graham, H, A,; Singer, J. J„ and Ballon. H. C.: Surgical Diseases 
of the Chest, Philadelphia. Lea & Febiger, 1935. p. 1070. 

3. Kay, E. !!.; Meade, R, H., and Hughes, F. A., Jr.: Surgical Treat¬ 
ment of Bronchiectasis, Ann. Int. Med. 3G: 1 (Jan.) 1947. 

4. Jones, J. C.: Surgical Aspects of Bronchogenic Carcinoma, J. A 
M. A. 134; 113 (May 10) 1947. 

5. Churchill, E. D„ and Belsey, R.: Segmental Pneumonectomy in 
Bronchiectasis: The Lingula Segment of the Left Upper Lobe, Ann. Sura, 
100:4S1 (April) 1939, 

(A ^ Postural Drainage of the Lungs, Brit. M. J. 2:251 

7. Goldman, A., qti. ten by Churchill, E. D.;’ Resection of the Lung 
Surgery S.- 979 Jt}ec.) i• *” 

3GM9^Da-*') C ’ A ' R: ,Vn: " omy of Br °nchial Tree, Brit. J. Tubcrc. 

9 Brock, R. C.: file Anatomy of the Bronchial Tree with Special 
Pre^Tsafc 10 lhf S ’' irscI> 01 T'ang Abscess, London, Oxford University 

J - F ' : Correlated Applied Anatomy of 
,,a w . llh Syslcm of Nomenclature, Dis. of Chest 

•J* J*- [4 J 1943. 

U ; Fo;0 : : ‘ a T “ c f'Prahilar and Related Segmental Anatomy of 
the Lung. Surgery IS; 706 (Dec.) 1945. 



634 


SEGMENTAL RESECTION—CONKLIN AND WESTERBERG 


others, has resulted in the recognition of 18 broncho¬ 
pulmonary segments, 10 on the right and eight on the 
left. The nomenclature proposed by Jackson and Huber 
(see drawing, page 700, in Kent 12 ) has received official 
recognition by the American Association for Thoracic 
Surgery and is now widely accepted. 

Each bronchopulmonary segment has its own bron¬ 
chial and vascular components. The segments are sepa¬ 
rated by a relatively avascular plane, as are “fused” lobes 
between which the interlobar fissure is incomplete or ab¬ 
sent. Intersegmental veins are the only important struc¬ 
tures generally found in this plane, and their importance 
will be referred to later. Subsegments, located more pe¬ 
ripherally, with similar bronchovascular components and 
planes of separation, are also recognized, though their 
anatomic arrangements are more variable. 

The importance of conserving as much functioning 
lung tissue as possible when performing resections must 
be emphasized. It is particularly essential when respira¬ 
tory reserve is limited by disease or previous surgery, or 
when bilateral resection is contemplated. Nonresected 
portions of a lung also have tremendous space filling 
value even when they contribute little to respiratory func¬ 
tion. They permit the early filling and obliteration of the 
pleural cavity, which reduces the incidence of postopera¬ 
tive empyema or reduces the extent of an empyema 
should one occur. Furthermore, the smaller the volume 
of lung removed the less overdistention and resultant 
loss of function that will follow in the portions of the 
same and the contralateral lungs that are conserved. 

Since the original report of Churchill and Belsey in 
1939 several authors, notably Clagett and Deterling, 13 
Kent and Blades, 14 Blades, 15 Overholt and associates, 10 
Ramsay, 17 and Chamberlain and Ryan, 18 have offered 
modifications and improvements in the technique of seg¬ 
mental resection. They have shown that the techniques of 
segmental resection are applicable to all bronchopulmo¬ 
nary segments, singly or in groups, and to subsegments; 
and also that indications for segmental resection exist in 
diseases other than bronchiectasis. 

INDICATIONS 

Segmental pulmonary resection has been used most 
widely in cases of bronchiectasis. Since complications 
after segmental resection have tended to be more fre¬ 
quent than those after resection of an entire lobe with 
well developed fissures, it cannot be stated categorically 
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that segmental resection is the procedure of choice in 
every instance in which it may appear applicable. When 
most of a lobe is involved in a disease process such as 
bronchiectasis it may be preferable to resect the entire 
lobe rather than to assume the added risk of trying to 
save an uninvolved segment that will contribute little 
to space filling and to function. 

Application of segmental resection to bronchiectasis is 
dependent on preoperative bronchographic studies, fill¬ 
ing all possible segments with iodized oil, and it is based 
on the assumption that adequate bronchography will de¬ 
termine the entire extent of the disease process. Studies 
reported by Moore and his colleagues 10 indicate that 
advanced pathological changes may be present in seg¬ 
ments that show no evidence of bronchiectasis roent- 
genographically when they adjoin segments that do. 
Whether the less advanced changes may yet be reversible 
or are likely to be progressive has not been established. 
We have in one case, as has Kergin 20 in four, found 
bronchiectasis in the nonresected superior division of a 
lower lobe considered normal prior to resection of the 
basal segments. This required another operation for re¬ 
moval of the remaining superior segment. Further ex¬ 
perience may show that segmental pulmonary resection 
should be applied with caution in cases of chronic sup¬ 
purative disease, that it should be reserved (except 
insofar as the lingula is concerned) primarily for bi¬ 
lateral cases wherein maximum conservation of lung tis¬ 
sue is essential (fig. 5). 

Segmental resection is applicable in types of chronic 
suppurative disease other than bronchiectasis, including 
some cases of lung abscess, infected lung cyst, empyema 
with bronchopleural fistula and extrapulmonary cyst 
with bronchocystic fistula and secondary suppuration. 

In pulmonary tuberculosis segmental resection is find¬ 
ing wider applicability as the hazards are more readily 
avoided or controlled. It is impossible at present to item¬ 
ize the indications for segmental resection in pulmonary 
tuberculosis. Indications for lobectomy and pneumonec¬ 
tomy have come to be fairly well accepted in the past few 
years. In general, those for segmental resection will in¬ 
clude the same types of tuberculous pathological change, 
but selection of cases should be much more rigid until it 
may be shown that the risk is no greater, the results as 
good. Segmental resection, in the meantime, should re¬ 
ceive special consideration in patients for whom maxi¬ 
mum conservation of pulmonary function and volume is 
important or obligatory, e. g„ those who have hadprevi- 
ous collapse therapy or resection (figs. 4, 6 and 7) ana 
others with distinctly reduced respiratory function. We 
have also performed segmental resections when localized 
caseous disease was found incidental to performing a 
pulmonary decortication for nonexpandable lung under 
a pneumothorax or tuberculous empyema In seven ot 
our series segmental resection was performed a ter previ¬ 
ous thoracoplasty on the same side had failed to control 
the disease. When persistent upper lobe cavitation, after 
thoracoplasty, requires resection gross involvement may 
be found in the superior division of the lower lobe. We 
have sometimes considered it best to resect this “6“®" 
along with the upper, and perhaps the middle Je con¬ 
serving the basal segments for space filling if they were 
not significantly involved (fig. 7). 
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In no case of pulmonary tuberculosis can it be as¬ 
sumed that all unstable tuberculous lung lesions are 
being eradicated by pulmonary resection. The other 
lung also harbors disease that may not be clinically de¬ 
monstrable. Resection, when elected, should be directed 
toward those lesions that have failed to respond to, or that 
are unlikely to be controlled by, less radical procedures 
and those in which control by other methods would 
involve very much greater and excessive permanent 
functional loss. There has been a tendency to resect 
whole lobes or lungs simply because the tuberculous 
lesions demonstrable by x-ray or exploration are not 
localized. However, it seems reasonable that lesions that 
require resection may be resected segmentally (or even 
locally in rare instances), and that remaining lesions may 
heal, as they were wont to do before excisional therapy 
came into wider use, with the aid of other available 
measures. 

Streptomycin and paraaminosalicylate have helped 
greatly in making pulmonary resection the procedure of 
choice in many cases of pulmonary tuberculosis. We use 
them routinely for variable periods before and after sur¬ 
gery, and it is generally accepted that they have gone 
far toward eliminating the serious complications that 
occurred too often before they were available. Resection 
still should not be entertained as an optional type of 
treatment in pulmonary tuberculosis. But, it has been 
established as a type of therapy that in some cases offers 
the only prospect of cure. 

Segmental resection has been used also in certain pa¬ 
tients with mycotic lung disease (coccidioidomycosis). 21 
It may be indicated in spontaneous pneumothorax, 22 
localized emphysema or cystic disease with or without 
a fistula, 23 pulmonary arteriovenous aneurysm, broncho- 
lithiasis, 24 a foreign body in the bronchus and lung 
trauma. In bronchopulmonary neoplasia, whether benign 
or malignant, subtotal resection of a lobe or Sung is rarely 
advisable. It may be considered for benign tumors, in¬ 
cluding hamartoma, and possibly for metastatic malig¬ 
nancy. 

TECHNICAL CONSIDERATIONS 

The preoperative preparation, anesthesia and post¬ 
operative management of patients undergoing segmental 
resection are essentially the same as for patients under¬ 
going lobectomy. They will not be discussed in detail 
here. 

It would appear that Overholt and associates 10c have 
devoted the most time, thought and effort to develop¬ 
ing and expounding a standard technique for segmental 
pulmonary resection. The following points that they have 
emphasized deserve special mention: (1) The segmental 

artery, bronchus and vein (if present) should first be 
isolated at the hilus; (2) intersegmental veins should be 
identified and preserved; (3) application of clamps 
across lung tissue should be avoided, and (4) an attempt 
to cover the raw lung surfaces remaining after segmental 
resection by bringing together the edges of the visceral 
pleura is unnecessary and generally inadvisable, since it 
diminishes lung volume and function by constricting a 
portion of the lung. The technique that we are using, and 
which incorporates all the above points, will be de¬ 
scribed. It has not been altered appreciably since January 
1946. Prior to that clamps were placed across lung tis¬ 


sue, after division of bronchus and artery, in five of the 
cases reported here. The reader is referred to figures 1, 
2 and 3, which illustrate the anatomy and the technique 
employed in resection of the superior segment of the 
lower lobe of the left lung. 

Dissection of the lung segment or segments to be re¬ 
moved is begun near the hilus after identifying the 
bronchus by palpation. When the segmental artery and 
bronchus have been exposed the latter is isolated and 
temporarily occluded while the lung is deflated. The 
anesthetist is then asked to increase the intratracheal 
pressure, and the portion of the lung supplied by the oc¬ 
cluded bronchus will usually remain collapsed while the 
remainder of the lung becomes aereated. Thus the seg¬ 
ment or segments supplied by the occluded bronchus can 



Fig. 1,—Drawing of the left lung showing the posterior view of the hilar 
anatomy. 


be delineated with accuracy. Sometimes occlusion of a 
bronchus fails to prevent inflation of the lung beyond, 
since the anesthetic gases may enter it via interalveolar 
communications (pores of Kohn) with adjoining seg¬ 
ments. However, this is not likely to occur when there is 
extensive pathological change present. When it does 
occur delineation may be possible by the reverse pro¬ 
cedure, i. e., the lung distal to the occluded bronchus 
may remain aereated when adjoining segments are al- 
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others, has resulted In the recognition of 18 broncho¬ 
pulmonary segments, 10 on the right and eight on the 
left. The nomenclature proposed by Jackson and Huber 
(see drawing, page 700, in Kent 12 ) has received official 
recognition by the American Association for Thoracic 
Surgery and is now widely accepted. 

Each bronchopulmonary segment has its own bron¬ 
chial and vascular components. The segments are sepa¬ 
rated by a relatively avascular plane, as are “fused” lobes 
between which the interlobar fissure is incomplete or ab¬ 
sent. Intersegmental veins are the only important struc¬ 
tures generally found in this plane, and their importance 
will be referred to later. Subsegments, located more pe¬ 
ripherally, with similar bronchovascular components and 
planes of separation, are also recognized, though their 
anatomic arrangements are more variable. 

The importance of conserving as much functioning 
lung tissue as possible when performing resections must 
be emphasized. It is particularly essential when respira¬ 
tory reserve is limited by disease or previous surgery, or 
when bilateral resection is contemplated. Nonresected 
portions of a lung also have tremendous space filling 
value even when they contribute little to respiratory func¬ 
tion. They permit the early filling and obliteration of the 
pleural cavity, which reduces the incidence of postopera¬ 
tive empyema or reduces the extent of an empyema 
should one occur. Furthermore, the smaller the volume 
of lung removed the less overdistention and resultant 
loss of function that will follow in the portions of the 
same and the contralateral lungs that are conserved. 

Since the original report of Churchill and Belsey in 
1939 several authors, notably Clagett and Deterling, 13 
Kent and Blades, 14 Blades, 15 Overholt and associates, 10 
Ramsay, 17 and Chamberlain and Ryan, 18 have offered 
modifications and improvements in the technique of seg¬ 
mental resection. They have shown that the techniques of 
segmental resection are applicable to all bronchopulmo¬ 
nary segments, singly or in groups, and to subsegments; 
and also that indications for segmental resection exist in 
diseases other than bronchiectasis. 

INDICATIONS 

Segmental pulmonary resection has been used most 
widely in cases of bronchiectasis. Since complications 
after segmental resection have tended to be more fre¬ 
quent than those after resection of an entire lobe with 
well developed fissures, it cannot be stated categorically 
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that segmental resection is the procedure of choice in 
every instance in which it may appear applicable. When 
most of a lobe is involved in a disease process such as 
bronchiectasis it may be preferable to resect the entire 
lobe rather than to assume the added risk of trying to 
save an uninvolved segment that will contribute little 
to space filling and to function. 

Application of segmental resection to bronchiectasis is 
dependent on preoperative bronchographic studies, fill¬ 
ing all possible segments with iodized oil, and it is based 
on the assumption that adequate bronchography will de¬ 
termine the entire extent of the disease process. Studies 
reported by Moore and his colleagues 19 indicate that 
advanced pathological changes may be present in seg¬ 
ments that show no evidence of bronchiectasis roent- 
genographically when they adjoin segments that do. 
Whether the less advanced changes may yet be reversible 
or are likely to be progressive has not been established. 
We have in one case, as has Kergin 20 in four, found 
bronchiectasis in the nonresected superior division of a 
lower lobe considered normal prior to resection of the 
basal segments. This required another operation for re¬ 
moval of the remaining superior segment. Further ex¬ 
perience may show that segmental pulmonary resection 
should be applied with caution in cases of chronic sup¬ 
purative disease, that it should be reserved (except 
insofar as the lingula is concerned) primarily for bi¬ 
lateral cases wherein maximum conservation of lung tis¬ 
sue is essential (fig. 5). 


Segmental resection is applicable in types of chronic 
suppurative disease other than bronchiectasis, including 
some cases of lung abscess, infected lung cyst, empyema 
with bronchopleural fistula and extrapulmonary cyst 
with bronchocystic fistula and secondary suppuration. 

In pulmonary tuberculosis segmental resection is find¬ 
ing wider applicability as the hazards are more readily 
avoided or controlled. It is impossible at present to item¬ 
ize the indications for segmental resection in pulmonary 
tuberculosis. Indications for lobectomy and pneumonec¬ 
tomy have come to be fairly well accepted in the past few 
years. In general, those for segmental resection will in¬ 
clude the same types of tuberculous pathological change, 
but selection of cases should be much more rigid until it 


iy be shown that the risk is no greater, the results as 
od. Segmental resection, in the meantime, should re¬ 
ive special consideration in patients for whom maxi- 
jm conservation of pulmonary function and volume is 
portant or obligatory, e. g., those who have had previ- 
s collapse therapy or resection (figs. 4, 6 and 7) and 
ners with distinctly reduced respiratory function. We 
ve also performed segmental resections when localized 
seous disease was found incidental to performing a 
lmonary decortication for nonexpandable lung under 
oneumothorax or tuberculous empyema. In seven ot 
r series segmental resection was performed after previ- 
s thoracoplasty on the same side had failed to contro 
; disease. When persistent upper lobe cavitation, atter 
jracoplasty, requires resection gross involvement may 
found in the superior division of the lower lobe. We 
ve sometimes considered it best to resel: “ h ‘ s 
,ng with the upper, and perhaps the middle lobe, con 
:ving the basal segments for space filling if they were 
t significantly involved (fig. 7). 
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In no case of pulmonary tuberculosis can it be as¬ 
sumed that all unstable tuberculous lung lesions are 
being eradicated by pulmonary resection. The other 
lung also harbors disease that may not be clinically de¬ 
monstrable. Resection, when elected, should be directed 
toward those lesions that have failed to respond to, or that 
are unlikely to be controlled by, less radical procedures 
and those in which control by other methods would 
involve very much greater and excessive permanent 
functional loss. There has been a tendency to resect 
whole lobes or lungs simply because the tuberculous 
lesions demonstrable by x-ray or exploration are not 
localized. However, it seems reasonable that lesions that 
require resection may be resected segmentally (or even 
locally in rare instances), and that remaining lesions may 
heal, as they were wont to do before excisional therapy 
came into wider use, with the aid of other available 
measures. 

Streptomycin and paraaminosalicylate have helped 
greatly in making pulmonary resection the procedure of 
choice in many cases of pulmonary tuberculosis. We use 
them routinely for variable periods before and after sur¬ 
gery, and it is generally accepted that they have gone 
far toward eliminating the serious complications that 
occurred too often before they wete available. Resection 
still should not be entertained as an optional type of 
treatment in pulmonary tuberculosis. But, it has been 
established as a type of therapy that in some cases offers 
the only prospect of cure. 

Segmental resection has been used also in certain pa¬ 
tients with mycotic lung disease (coccidioidomycosis) ,- 1 
It may be indicated in spontaneous pneumothorax,- 
localized emphysema or cystic disease with or without 
a fistula, 13 pulmonary arteriovenous aneurysm, broncho- 
lithiasis, 34 a foreign body in the bronchus and lung 
trauma. In bronchopulmonary neoplasia, whether benign 
or malignant, subtotal resection of a lobe or lung is rarely 
advisable. It may be considered for benign tumors, in¬ 
cluding hamartoma, and possibly for metastatic malig¬ 
nancy. 

TECHNICAL CONSIDERATIONS 

The preoperative preparation, anesthesia and post¬ 
operative management of patients undergoing segmental 
resection ate essentially the same as for patients under¬ 
going lobectomy. They will not be discussed in detail 
here. 

It would appear that Overholt and associates ,Cc have 
devoted the most time, thought and effort to develop¬ 
ing and expounding a standard technique for segmental 
pulmonary resection. The following points that they have 
emphasized deserve special mention: (1) The segmental 
artery, bronchus and vein (if present) should first be 
isolated at the hilus; (2) intersegmental veins should be 
identified and preserved; (3) application of clamps 
across lung tissue should be avoided, and (4) an attempt 
to cover the raw lung surfaces remaining after segmental 
resection by bringing together the edges of the visceral 
pleura is unnecessary and generally inadvisable, since it 

ummshes lung volume and function by constricting a 
portion of the lung. The technique that we are using, and 
which incorporates all the above points, will be de¬ 
scribed. It has not been altered appreciably since January 
1946. Prior to that clamps were placed across lung tis¬ 


sue, after division of bronchus and artery, in five of the 
cases reported here. The reader is referred to figures 1, 
2 and 3, which illustrate the anatomy and the technique 
employed in resection of the superior segment of the 
lower lobe of the left lung. 

Dissection of the lung segment or segments to be re¬ 
moved is begun near the hilus after identifying the 
bronchus by palpation. When the segmental artery and 
bronchus have been exposed the latter is isolated and 
temporarily occluded while the lung is deflated. The 
anesthetist is then asked to increase the intratracheal 
pressure, and the portion of the lung supplied by the oc¬ 
cluded bronchus will usually remain collapsed while the 
remainder of the lung becomes aereated. Thus the seg¬ 
ment or segments supplied by the occluded bronchus can 



. uuwwiuura uunusion or a 

bronchus fails to prevent inflation of the lung beyond, 
since the anesthetic gases may enter it via interalveolar 
communications (pores of Kohn) with adjoining seg¬ 
ments. However, this is not likely to occur when there is 
extensive pathological change present. When it does 
occur delineation may be possible by the reverse pro¬ 
cedure, i. e., the lung distal to the occluded bronchus 
remai n aereated when adjoining segm ents am ap 
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lowed to collapse. These maneuvers, when succcessful, 
help to determine whether or not the part of the lung sup¬ 
plied by the occluded bronchus contains all the disease 
process that is to be extirpated. Delineation of the seg¬ 
ment to be resected also permits incision of the visceral 
pleura along the borders so delineated before dissection 
in the intersegmental plane is completed. It is not neces¬ 
sary or desirable to do this as a rule, but in difficult situa¬ 
tions it may facilitate the dissection. In any case, locali¬ 
zation and dissection in the intersegmental plane is more 
readily accomplished if the limits of the segment can first 
be outlined. 

It is advisable to occlude the bronchus as early as 
possible in order to entrap and prevent the spillage of 
infected secretions. The bronchus can then be divided 
between damps and by gentle traction on the distal 
clamp the corresponding segmental artery, which paral¬ 
lels the bronchus, will be readily identified as it is placed 



Fig. 2.—Drawing of \he left lung showing ihe hilar anatomy with a 
dissection over the pulmonary artery at the base of the interlobar fissure. 
The btatvch of the pulmonary artery to the superior segment of the lower 
lobe of the left lung has been ligated. 


on stretch. To improve exposure of the bronchus it is 
sometimes helpful to ligate and divide the segmental 
branch of the pulmonary artery first. As traction is main¬ 
tained on the bronchus the intersegmental plane is de¬ 
veloped by blunt finger dissection. When the interseg¬ 
mental vein can be identified near the hilus it serves as 
an excellent guide to the plane of dissection. Segmental 
veins are ligated and divided as they are encountered. 
Intersegmental veins receive tributaries from the adjoin¬ 
ing segment as well as from the segment to be removed. 
In order-to avoid postoperative engorgement of non- 
resected adjoining segments, the intersegmental veins 
should be carefully preserved, dividing only tributaries 
from the segment that is removed. 

As blunt dissection in the intersegmental plane is ex¬ 
tended to the visceral pleura, the latter is divided as it is 
reached. If during dissection it is discovered that the 
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disease process extends into an adjoining segment, it may 
prove advisable to resect the adjoining segment or a 
subsegment at the same time and according to the same 
technique. Occasionally a small extension - into the pe¬ 
riphery of an adjoining segment requires only local ex¬ 
cision. 

After segmental resection there generally will be small 
air leaks from the raw surface of the remainder of the 
lobe, though sometimes there are none at all. Most of 
these small leaks seal spontaneously before or soon after 
the operation is completed. If positive pressure anes¬ 
thesia demonstrates vigorous bubbling from one or more 
sites on the raw surface of the expanding lung, such leaks 
should be controlled by clamping and ligation or by 
application of small mattress sutures of fine silk. Per¬ 
sistent bleeding points from torn tributaries of the inter¬ 
segmental vein are likewise clamped with fine forceps 
and ligated. 

Finally, the stump of the segmental bronchus is closed 
after ascertaining that it has been divided as close to its 
origin as possible so as to avoid leaving a blind bronchial 
pouch. For closure of a bronchial stump we prefer to 
use interrupted sutures of 0.017 cm. (0.007 in.) tanta¬ 
lum wire on atraumatic needles, believing that this ma¬ 
terial has the following advantages: (1) It is nonabsorba¬ 
ble and has tensile strength high in proportion to its fine 
size, and is thus likely to remain in place while healing 
occurs; (2) the nonreactive nature of the materia! and 
the small caliber of the needle perforations reduce local 
inflammatory reaction to a minimum; (3) cotton or silk 
sutures, by capillary attraction, may act like wicks, carry¬ 
ing infected secretions from the lumen of the bronchus 
deep into the tissues, increasing the danger of inflamma¬ 
tion, ulceration and rupture of the stump, and (4) the 
tantalum sutures are clearly visualized on postoperative 
roentgenograms, thus making it possible to demonstrate 
whether or not the suture line remains intact. The tan¬ 
talum wire sutures are placed before removing the clamp 
from the stump of the bronchus. While an assistant sup¬ 
ports them to maintain closure of the stump, the sutures 
are individually tied. With one or more of these same 
sutures, or with fine atraumatic chromic surgical gut 
sutures, the stump is then buried by sewing onto it a 
flap of pleura, lymph nodes or other available tissue. 

When resecting part of a lung that is collapsed, or 
which previously has been collapsed, by an artificial 
pneumothorax, pleural effusion or empyema, a constrict¬ 
ing fibrinous membrane is likely to be found over the 
surface of the lung and, not infrequently, the lung sur¬ 
face is found to be deeply infolded. In such circumstances 
it is important to decorticate thoroughly all portions of 
the lung that are to be preserved. By separating adhesions 
between opposing surfaces of visceral pleura the info ded 
portion of the lung can be released and considerable lung 
volume regained. 

Generally in segmental resections the nonresected 
portions of the lung will now have sufficient volume to 
permit postoperative filling and obliteration of the pleural 
cavity without excessive compensatory changes having to 
occur. Occasionally, however, it may seem advisable to 
decrease the size of the thorax by performing a partial 
thoracoplasty. Thoracoplasty in conjunction with resec- 
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tion is most frequently indicated in patients with pulmo¬ 
nary tuberculosis and when the volume of the lung has 
been considerably reduced by disease and by resection, 
especially when all or part of an upper lobe has been 
resected. Thoracoplasties generally have been performed 
two or more weeks after the resection in these cases. If a 
thoracoplasty appears advisable we prefer to perform it 
immediately after the resection, and the following modifi¬ 
cation in our operative approach has proved advan¬ 
tageous. 

Usually we perform a thoracotomy by resecting a 
long segment of the fifth, sixth, or seventh rib, incising 
through its periosteal bed. When a thoracoplasty is 
planned to follow a resection, we first resect only a 
short posterior segment of the fourth rib and carry the 
thoracotomy incision from this rib bed anteriorly along 
the fourth intercostal space. If additional rib resection is 
advisable to improve exposure the posterior one third 
of the third rib is removed. On completion of the lung 
resection all or most of the first and second ribs are easily 
resected; and the extent of the thoracoplasty can be 
adjusted to the needs of the case without significantly 
prolonging the operation. But, if the operative procedure 
has been long or if the patient’s condition is not entirely 
satisfactory the rest of the thoracoplasty is deferred and 
completed at a later date. We do not consider it wise to 
include more than five ribs in a thoracoplasty performed 
immediately after resection. When a more extensive 
thoracoplasty is required additional rib segments can be 
resected, generally under local anesthesia, two or three 
weeks later. We have performed a five rib thoracoplasty 
immediately after segmental resection in one case and 
four rib thoracoplasties, according to this technique, in 
three. In one of the latter segments of two additional ribs 
were resected later. In a larger series of patients we have 
performed thoracoplasty immediately after lobectomy or 
pneumonectomy, and in only one case ha'* the thoraco¬ 
plasty appeared to have had a deleterious effect on the 
patient’s postoperative course. In this instance an eight 
rib throacoplasty was performed immediately after a 
pneumonectomy, and temporary respiratory embarrass¬ 
ment resulted from excessive paradoxical movement of 
the chest wall. 

Before completion of the operation it sometimes 
appears desirable to prevent postoperative dislocation 
and torsion of remaining lung segments by placing a few 
interrupted surgical gut sutures across anatomic or arti¬ 
ficially developed fissures in order that the normal rela¬ 
tionships between lung segments will be maintained. It 
is our practice then to irrigate and cleanse the pleural 
cavity, to place drainage tubes (if they are to be used) 
and to introduce antibiotic solutions before the chest 
wall is closed. Before closure it is also important that the 
anesthetist expand the remaining portion of the lung in 
or er to be sure that all segments become well aereated. 

uring closure lung expansion is maintained by the anes¬ 
thetist and by means of suction applied to an intercostal 

rainage tube or to a catheter introduced through the 
wound and withdrawn shortly before closure is complete. 

Contrary to accepted principles, we have not used 

rainage tubes routinely in cases of subtotal pneumonec¬ 
tomy. It has been our impression that, after segmental 
resection, patients in whom some air, blood and exudate 


are allowed to accumulate around a partially collapsed 
remaining portion of the lung are less likely to have per¬ 
sistent air leaks and fistula formation. Deposition of 
fibrin over the bronchial stumps and raw surfaces of 
a partially collapsed lung may promote early sealing and 
decrease the danger of fistulas. In some of the patients 
managed in this way no thoracenteses were required, 
because there was no significant accumulation of air or 
fluid in the pleural cavity. In most patients, however, one 
or more thoracenteses have been performed, beginning 
on the first or second postoperative day. Optimum lung 
expansion appears to have been obtained as regularly 
in these patients as in those in whom pleural drainage has 
been instituted at the time of operation. In most of our 



Fig. 3.—Segmental resection of the superior segment of the lower lobe 
of the left lung, a, the segmental artery divided between ligatures, the 
segmental bronchus doubly clamped; b % segmental bronchus artery and 
vein divided, inlersegmental dissection nearly completed, c, and d, closure 
of the bronchial stump with interrupted tantalum wire sutures. 

cases we have used one or two intercostal drainage tubes, 
connecting these to water seal bottles. The tubes are not 
removed until all leakage of air has ceased and drainage 
has become serous in character and negligible in quantity 
(usually within 48 to 72 hours). Motor suction has sel¬ 
dom been applied to these tubes except at the time of 
their removal..We have omitted drainage tubes ia 10 of 
50 segmental resections, and in none of these has post¬ 
operative bronchopleural fistula or empyema developed. 
It is true, however, that tubes have been .omitted only 
when very little air leakage, bleeding and exudation were 
anticipated, which no doubt contributed to the favorable 
results in this small group. 
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lowed to collapse. These maneuvers, when succcessful, 
help to determine whether or not the part of the lung sup¬ 
plied by the occluded bronchus contains all the disease 
process that is to be extirpated. Delineation of the seg¬ 
ment to be resected also permits incision of the visceral 
pleura along the borders so delineated before dissection 
in the intersegmental plane is completed. It is not neces¬ 
sary or desirable to do this as a rule, but in difficult situa¬ 
tions it may facilitate the dissection. In any case, locali¬ 
zation and dissection in the intersegmental plane is more 
readily accomplished if the limits of the segment can first 
be outlined. 

It is advisable to occlude the bronchus as early as 
possible in order to entrap and prevent the spillage of 
infected secretions. The bronchus can then be divided 
between clamps and by gentle traction on the distal 
clamp the corresponding segmental artery, which paral¬ 
lels the bronchus, will be readily identified as it is placed 



Fig. 2.—Drawing of the left lung showing the hilar anatomy with a 
dissection over the pulmonary artery at the base of the interlobar fissure. 
The branch of the pulmonary artery to the superior segment of the lower 
lobe of the left lung has been ligated. 

on stretch. To improve exposure of the bronchus it is 
sometimes helpful to ligate and divide the segmental 
branch of the pulmonary artery first. As traction is main¬ 
tained on the bronchus the intersegmental plane is de¬ 
veloped by blunt finger dissection. When the interseg¬ 
mental vein can be identified near the hilus it serves as 
an excellent guide to the plane of dissection. Segmental 
veins are ligated and divided as they are encountered. 
Intersegmental veins receive tributaries from the adjoin¬ 
ing-segment as well as from the segment to be removed. 
In order tri avoid postoperative engorgement of non- 
resected adjoining segments, the intersegmental veins 
should be carefully preserved, dividing only tributaries 
from the segment that is removed. 

As blunt dissection in the intersegmental plane is ex¬ 
tended to the visceral pleura, the latter is divided as it is 
reached. If during dissection it is discovered that the 
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disease process extends into an adjoining segment, it may 
prove advisable to resect the adjoining segment or a 
subsegment at the same time and according to the same 
technique. Occasionally a small extension into the pe¬ 
riphery of an adjoining segment requires only local ex¬ 
cision. 

After segmental resection there generally will be small 
air leaks from the raw surface of the remainder of the 
lobe, though sometimes there are none at all. Most of 
these-small leaks seal spontaneously before or soon after 
the operation is completed. If positive pressure anes¬ 
thesia demonstrates vigorous bubbling from one or more 
sites on the raw surface of the expanding lung, such leaks 
should be controlled by clamping and ligation or by 
application of small mattress sutures of fine silk. Per¬ 
sistent bleeding points from torn tributaries of the inter¬ 
segmental vein are likewise clamped with fine forceps 
and ligated. 

Finally, the stump of the segmental bronchus is closed 
after ascertaining that it has been divided as close to its 
origin as possible so as to avoid leaving a blind bronchial 
pouch. For closure of a bronchial stump we prefer to 
use interrupted sutures of 0.017 cm. (0.007 in.) tanta¬ 
lum wire on atraumatic needles, believing that this ma¬ 
terial has the following advantages: (1) It is nonabsorba¬ 
ble and has tensile strength high in proportion to its fine 
size, and is thus likely to remain in place while healing 
occurs; (2) the nonreactive nature of the material and 
the small caliber of the needle perforations reduce local 
inflammatory reaction to a minimum; (3) cotton or silk 
sutures, by capillary attraction, may act like wicks, carry¬ 
ing infected secretions from the lumen of the bronchus 
deep into the tissues, increasing the danger of inflamma¬ 
tion, ulceration and rupture of the stump, and (4) the 
tantalum sutures are clearly visualized on postoperative 
roentgenograms, thus making it possible to demonstrate 
whether or not the suture line remains intact. The tan¬ 
talum wire sutures are placed before removing the clanip 


from the stump of the bronchus. While an assistant sup¬ 
ports them to maintain closure of the stump, the sutures 
are individually tied. With one or more of these same 
sutures, or with fine atraumatic chromic surgical gut 
sutures, the stump is then buried by sewing onto it a 
flap of pleura, lymph nodes or other available tissue. 

When resecting part of a lung that is collapsed, or 
which previously has been collapsed, by an artificial 
pneumothorax, pleural effusion or empyema, a constrict¬ 
ing fibrinous membrane is likely to be found over the 
surface of the lung and, not infrequently, the lung sur¬ 
face is found to be deeply infolded. In such circumstances 
it is important to decorticate thoroughly all portions ot 
the lung that are to be preserved. By separating adhesions 
between opposing surfaces of visceral pleura the infolded 
portion of the lung can be released and considerable lung 

V °Generahy'' segmental resections the nonresected 
portions offfie lung will now have sufficient volume to 
aermit postoperative filling and obliteration of the pleural 
-avity without excessive compensatory changes having o 
accur. Occasionally, however, it may seem advisable to 
decrease the size of the thorax by performing a partial 
horacoplasty. Thoracoplasty in conjunction with resec- 
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tjon is most frequently indicated in patients with pulmo¬ 
nary tuberculosis and when the volume of the lung has 
been considerably reduced by disease and by resection, 
especially when ail or part of an upper lobe has been 
resected. Thoracoplasties generally have been performed 
two or more weeks after the resection in these cases. If a 
thoracoplasty appears advisable we prefer to perform it 
immediately after the resection, and the following modifi¬ 
cation in our operative approach has proved advan¬ 
tageous. 

Usually we perform a thoracotomy by resecting a 
long segment of the fifth, sixth, or seventh rib, incising 
through its periosteal bed. When a thoracoplasty is 
planned to follow a resection, we first resect only a 
short posterior segment of the fourth rib and carry the 
thoracotomy incision from this rib bed anteriorly along 
the fourth intercostal space. If additional rib resection is 
advisable to improve exposure the posterior one third 
of the third rib is removed. On completion of the lung 
resection all or most of the first and second ribs are easily 
resected; and the extent of the thoracoplasty can be 
adjusted to the needs of the case without significantly 
prolonging the operation. But, if the operative procedure 
has been long or if the patient’s condition is not entirely 
satisfactory the rest of the thoracoplasty is deferred and 
completed at a later date. We do not consider it wise to 
include more than five ribs in a thoracoplasty performed 
immediately after resection. When a more extensive 
thoracoplasty is required additional rib segments can be 
resected, generally under local anesthesia, two or three 
weeks later. We have performed a five rib thoracoplasty 
immediately after segmental resection in one case and 
four rib thoracoplasties, according to this technique, in 
three. In one of the latter segments of two additional ribs 
were resected later. In a larger series of patients we have 
performed thoracoplasty immediately after lobectomy or 
pneumonectomy, and in only one case has the thoraco¬ 
plasty appeared to have had a deleterious effect on the 
patient’s postoperative course. In this instance an eight 
rib throacoplasty was performed immediately after a 
pneumonectomy, and temporary respiratory embarrass¬ 
ment resulted from excessive paradoxical movement of 
the chest wall. 

Before completion of the operation it sometimes 
appears desirable to prevent postoperative dislocation 
and torsion of remaining lung segments by placing a few 
interrupted surgical gut sutures across anatomic or arti¬ 
ficially developed fissures in order that the normal rela¬ 
tionships between lung segments will be maintained. It 
is our practice then to irrigate and cleanse the pleural 
cavity, to place drainage tubes (if they are to be used) 
and to introduce antibiotic solutions before the chest 
wall is closed. Before closure it is also important that the 
anesthetist expand the remaining portion of the lung in 
or er to be sure that all segments become well aereated. 
unng closure lung expansion is maintained by the anes- 
lettst and by means of suction applied to an intercostal 
nonage tube or to a catheter introduced through the 
wound and withdrawn shortly before closure is complete. 

ontrary to accepted principles, we have not used 
rainage tubes routinely in cases of subtotal pneumonec- 
omy. It has been our impression that, after segmental 
resection, patients in whom some air, blood and exudate 


are allowed to accumulate around a partially collapsed 
remaining portion of the lung are less likely to have per¬ 
sistent air leaks and fistula formation. Deposition of 
fibrin over the bronchial stumps and raw surfaces of 
a partially collapsed lung may promote early sealing and 
decrease the danger of fistulas. In some of the patients 
managed in this way no thoracenteses were required, 
because there was no significant accumulation of air or 
fluid in the pleural cavity. In most patients, however, one 
or more thoracenteses have been performed, beginning 
on the first or second postoperative day. Optimum lung 
expansion appears to have been obtained as regularly 
in these patients as in those in whom pleural drainage has 
been instituted at the time of operation. In most of our 



Fig. 3.—Segmental resection of the superior segment of the lower lobe 
of the left lung, a, the segmental artery divided between ligatures, the 
segmental bronchus doubly clamped; b, segmental bronchus artery and 
vein divided, intersegmentai dissection nearly completed, c, and d, closure 
of the bronchial stump with interrupted tantalum wire sutures. 

cases we have used one or two intercostal drainage tubes, 
connecting these to water seal bottles. The tubes are not 
removed until all leakage of air has ceased and drainage 
has become serous in character and negligible in quantity 
(usually within 48 to 72 hours). Motor suction has sel¬ 
dom been applied to these tubes except at the time of 
their removal..We .have omitted drainage tubes in 10 of 
50 segmental resections-, and in none of these has post¬ 
operative bronchopleural fistula or empyema developed. 
It is true, however, that tubes have been .omitted , only 
whenwery little air leakage, bleeding and exudation were 
anticipated, which no doubt contributed to the favorable 
results in this'smal! group. 
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CLINICAL MATERIAL 

We have performed 50 segmental resections, either 
alone or in. conjunction with lobectomy, in 48 patients 
since 1944. The indication for surgery was pulmonary 
tuberculosis in 25, bronchiectasis in 17, chronic lung ab¬ 
scess in two and, in one each, the following: terato- 
dermoid cyst with bronchocystic communication and 
secondary suppuration, bronchopulmonary suppuration 
secondary to a foreign body (tooth) in a bronchus, rup¬ 
tured emphysematous bleb with persistent fistula and 
pulmonary arteriovenous aneurysm. In two of the pa¬ 
tients with bronchiectasis bilateral segmental resections 
were performed. We have used the term “segmental re¬ 
section” to include removal of the lingula and of a 
superior segment of the lower lobe, although it has been 
suggested 25 that these portions of the lung should be 
regarded as individual lobes. Actually, the absence of 
well defined fissures makes the technical aspects of the 
surgery and the ha 2 ards identical with those encountered 
when resecting other bronchopulmonary segments. 

COMPLICATIONS 

Reluctance to perform segmental resection has been 
engendered by the fact that postoperative complications, 
especially bronchopleural fistula and empyema, occur 

Summary of Segmental Pulmonary Resections 

Complications 

/- A -—^ 

Broncho* 

pteurul 

Number Number Fistula 
of of Opera- with 

Oases tions Empyema Miscellaneous Ben lb 
Pulmonary tuberculosis 25 25 2 i contralateral l 


spread 

Bronchiectasis. 17 ID 3 1 transient puJ- D 

monary insut- 
fleiencY 
1 lung abscess 
1 atelectasis 

Miscellaneous.. 6 6 0 0 

Total. 48 50 5 4 1 


more frequently than after lobar resections. It is almost 
inevitable that these complications will occur more fre¬ 
quently when a part of a lobe is removed, since there is 
left a raw lung surface that may be infected and that 
may present leakage from small openings in direct com¬ 
munication with bronchi. Obviously, greater contami¬ 
nation of the operative field is to be expected. Overholt 
and his colleagues 10 have shown that the incidence of 
these complications after segmental resection has been 
markedly reduced as the techniques have been improved 
and standardized. Furthermore, these complications gen¬ 
erally respond quite promptly to proper management. 
While the immediate postoperative morbidity tends to be 
increased, this disadvantage appears to be offset by 
preservation of maximum lung volume and function and 
by the fact that segmental resection may offer some 
prospect of eradicating the disease in certain patients 
(particularly those with bilateral bronchiectasis) who 
otherwise would not be candidates for surgical cure, 
because they could not tolerate resection of all of each 
lobe that is involved. Other complications which may dr 


25. Nelson.® Chamberlain and Ryan. 18 

26. Chamberlain and Ryan. 18 Swan, K., and Mu'Ijgan, R. • M.: Experi¬ 
mental Study of Ligation of Pulmonary Veins in D.og, J. Thoracic Sarg. 
17: 44 (Feb.) 1948. 
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may not occur more frequently after segmental resection 
than after lobectomy include engorgement of adjoinin 0 
pulmonary segments (particularly when the interse* 
mental vein is interrupted M ), incomplete or delayed re¬ 
expansion of the remainder of the lung, hamolateral or 
contralateral spread of infection (particularly tubercu¬ 
lous) and atelectasis. Obstructive atelectasis, as pointed 
out by Churchill, 5 may be due to inflammatory edema 
in a. bronchus adjoining one that has been amputated. 
Avoiding trauma and the use of tantalum wire sutures 
may reduce the incidence of this complication. Compli¬ 
cations encountered in our series of 50 segmental resec¬ 
tions are summarized in the table. 


CHRONIC SUPPURATIVE DISEASE 

We have performed 23 segmental resections in 21 
patients with chronic suppurative disease. In 19 of these 
operations (17 patients) the indication was bronchiec¬ 
tasis alone; in two the indication was chronic lung ab¬ 
scess with associated bronchiectasis; in one, secondarily 
infected teratodermoid cyst with a bronchocystic com¬ 
munication and associated chronic suppuration and 
bronchiectasis in the basal segments of the lower lobe ol 
the right lung, and in another a tooth lodged in the 
posterior basal branch of the right lower lobe bronchus 
with secondary suppuration distal to the obstruction. 

The 21 patients included 15 women and six men, and 
the age range was from 10 to 46 years. The 23 operations 
involved resection of 37 segments or groups of .segments 
and one subsegment. Lobectomy was performed simul¬ 
taneously in'10, bilobectomy in one. Entire lobes re¬ 
sected included the following: upper lobe of the right 
lung, two; middle lobe of the right lung, five; lower lobe 
of the right lung, one, and lower lobe of the left lung, 
four. While 12 of these patients had bilateral bronchi¬ 
ectasis, contralateral lobectomy or segmental resection 
has been performed, to date, in only three. 

Bronchopleural fistula and empyema occurred in three 
patients in this group, each of whom had bilateral bron¬ 
chiectasis. In two cases this complication followed a sec¬ 
ond operation, contralateral resection having been previ¬ 
ously performed. Two of the three empyemas, responded 
promptly to open drainage, with obliteration of the 
empyema space and closure of the fistula. The third is 
our most recent case, and open drainage is still being 
maintained. Atelectasis complicated the convalescence 
of one patient who would not, or could not. .expel secre¬ 
tions voluntarily after surgery. This responded to t 
choscopic aspiration performed on three occasions, 
small abscess (loculated empyema?) developed m t 
region of the remaining superior segment ot m 
lobe of the left lung after resection of its basal segm 
along with the lingula. The lesion responded to anti¬ 
biotic therapy alone. . . a „ r .„ r j 

All the patients with bronchiectasis herein repor 
are considered to have improved since bieir su gery 
though at least nine still have bronchiectasis on the 
contralateral side. It is possible that patients with bron¬ 
chiectasis who have had segmental resections are less 
Sv to be relieved completely of their symptoms than 
Sf who ha.) been considered good 
cure by lobectomy, particuiarly umlatera lobectomy 
However, patients with severe bionchiectasts can be 
greatly improved, even if they cannot be cured, by eh 
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nation of the more severely involved bronchopulmonary 
segments. Segmental resection makes rehabilitation avail¬ 
able to many patients who formerly were not considered 
candidates for surgery because of the extent and multi- 
lobar distribution of their disease. 


PULMONARY TUBERCULOSIS 

Twenty-five segmental resections were performed on 
the same number of patients with pulmonary tubercu¬ 
losis There were 13 men and 12 women, their ages 
ran°in« from 15 to 58 years. Only once were separate 
<e°ments resected at the same operation (as contrasted 
with 13 times in the bronchiectasis group). In one pa¬ 
tient a large peripheral tuberculoma in the upper lobe 
of the right lung was enucleated after resection of the 
superior segment of the lower lobe of the right lung (fig. 
4). While in bronchiectasis the lingula of the upper lobe 
of the left lung was the segment most often resected (13 
times), in tuberculosis a superior segment of a lower 
lobe most often contained the offending lesion (on the 
right in 12 instances and on the left in six). A previous 
resection of the contralateral lower lobe had been per¬ 
formed in one. Homolateral lobectomy was performed 
at the time of segmental resection in eight, bilobectomy 



Fig. 4.—Surgical specimens illustrating minimal sacrifice of lung tissue 
by segmental resection and local excision in E.L., 34 year old diabetic 
woman with bilateral far advanced pulmonary tuberculosis who failed 
to have conversion of sputum after bilateral pneumothorax and who was 
shown to have persistent cavitation in the superior segment of the lower 
lobe of the right lung by laminagrams. After resection of the superior 
segment of the lower lobe containing a tuberculoma with central cavita¬ 
tion and enucleation of a subpleural tuberculoma of the upper lobe of 
the right lung, sputum became negative immediately. Specimen on left 
shows the incised enucleated tuberculoma of the upper lobe of the right 
lung; that on the right, the incised superior segment of the lower lobe of 
the tight lung. 


in three. Lobes resected included the upper lobe of the 
right lung in three, the upper and middle lobes of the 
right lung in three, the upper lobe of the left lung in four 
and the lower lobe of the left lung in one. 

Bronchopleural fistula and empyema occurred in two 
patients after segmental resection for pulmonary tuber¬ 
culosis. The first of these was a diabetic Negro with 
cavitation of the lower lobe of the left lung operated on 
in 1944 before streptomycin was available. Unsuspected 
tuberculous consolidation of the linguia was found; and 
this segment was resected, using clamps. A small 
empyema with a fistula developed, but the patient im¬ 
proved sufficiently to be discharged from the hospital 
with a negative sputum. However, he died 23 months 
later with progressive tuberculous disease. This is the 
only late death in the series. The second patient in whom 
a bronchopleural fistula and empyema developed.had 
had a linguiectomy to remove a tension cavity that could 


not be controlled with artificial pneumothorax. Seg¬ 
mental resection was performed because there had been 
multiple cavities in the lower lobe of the right lung, and 
it was thought that contralateral resection might even¬ 
tually be considered. The lingular cavity was extremely 
adherent to the bronchus passing to the remaining por¬ 
tion of the upper lobe of the left lung. The cavity was 
ruptured during the dissection, with gross contamination 
of the pleural cavity. Closed intercostal suction drainage 
was instituted with early improvement, and sputum 
conversion occurred; but, a contralateral upper lobe 
spread appeared after instillation of streptokinase into the 
small empyema space. While this recent patient is show¬ 
ing steady improvement with continued streptomycin and 
1 paraaminosalicylate therapy, her ultimate prognosis 
cannot be considered good. 

Another complication encountered in the tuberculosis 
cases was severe, though temporary, pulmonary in- 



Fig. 5.—K. H., 16 year old boy with severe bilateral bronchiectasis. 
Chest film following resection of anterior segment of upper lobe of the 
right lung, the middle lobe of the right lung and the basal segments of 
the lower Jobe of the right lung and later resection of the lingula of the 
upper lobe of the left lung and the basal segments of the lower lobe of 
the left lung. Small empyema with bronchopleural fistula following second 
operation responded promptly to tube drainage. Note tantalum wire 
sutures. 


sufficiency. A 58 year old man had a constricting fibrin¬ 
ous membrane, secondary to a previous therapeutic 
pneumothorax, over the right lung. Decortication was 
first performed in the hope that pulmonary function 
might be improved prior to resection of a “tuberculoma” 
at the apex of the left lung. Improved function was not 
evidenced by bronchospirometric studies before and 
after decortication, though radiographically and sub¬ 
jectively the results were good. We proceeded with seg¬ 
mental resection of the apical-posterior segment of the 
upper lobe of the left lung, which contained a hard 
tuberculous mass with central caseation necrosis. For 
several days after surgery the patient appeared critical 
because of marked dyspnea. He improved gradually and 
was eventually discharged from the hospital in excellent 
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condition, able to tolerate moderate exertion without 
discomfort. His sputum was converted immediately after 
surgery and has remained so. 

The only operative death in the 50 segmental resec¬ 
tions we have performed occurred after resection of the 
superior division of a lower lobe of the left lung in a 
patient with pulmonary tuberculosis. This was an early 
case, in which clamps were placed across lung tissue to 
complete the resection. Death was ascribed at autopsy to 
pulmonary atelectasis, and it is thought that death might 
have been averted had more prompt and active therapy 
been administered by the staff. It is worthy of note that 
two of the four tuberculous patients who had postopera¬ 
tive complications were among the three early patients 
in whom clamps were used. 

Chamberlain 27 has recently reported 75 segmental 
resections for pulmonary tuberculosis with three deaths 
and early sputum conversion in 87 per cent. In many of 



Fig. 6.— L. C. t 28 year old woman with artificial pneumothorax and 
pleural effusion on the right developed tension cavity in upper lobe of 
the left lung. A, soon after induction of left pneumothorax; B, extreme 
collapse of both lungs with pneumothorax failed to convert sputum; C, 
pleural exudate on both sides, neither Jung could be reexpanded, and D, 
following resection of apical posterior segment of upper lobe of the left 
lung, decortication of remainder of lung and four rib thoracoplasty per¬ 
formed at one operation. Right pneumothorax maintained. The patient’s 
sputum converted immediately after surgery, but a recent specimen (about 
one year after surgery) was reported positive. A similar operative proce¬ 
dure may be performed on the right. 


our patients segmental resection was performed, though 
the risk appeared great, because there seemed to be no 
alternative prospect of cure. Nevertheless, our only 
operative death occurred four and one half years ago, 
when the technique was admittedly poor, and only 
one of the living patients has not been definitely bene- 
fitted as a result of the surgery. In one case we resected 


27. Chamberlain, 3. At., and Kfopstock, R.: Further Experiences with 
Segmental Resection in Tuberculosis, J. Thoracic Surg. 20 : 843 (Dec.) 
1950. 


J.A.M.A., June 16, 19 S( 

only the superior division of the lower lobe of the rwht 
lung, because it contained a thick walled cavity and be 
cause the upper lobe of the right lung was essentially 
free of disease, while the left lung showed considerable 
involvement. This patient had intermittently positive 
sputum for five months after his surgery (performed in 



F‘S. 7.—'T. M„ 21 year old woman with far advanced pulmonary tuber¬ 
culosis whose early response to a nine rib thoracoplasty appealed good, 
with sputum conversion. A, cavity has appeared, opposite third anterior 
interspace, in superior division of lower lobe of the right lung; cavern- 
ostomy was performed and eventually plastic closure of a persistent 
bronchoculaneous fistula; sputum became intermittently positive and B, 
after resection of the upper lobe of the right lung, middle lobe of Ihe right 
lung and superior division of lower lobe of the right lung. Spulum now 
remains negative. The small amount of lung tissue remaining on the right 
has been sufficient to fill the residual pleural space and prevent medi¬ 
astinal displacement and over distention of the contralateral lung. 


1945), after which his sputum remained negative. Only 
two other patients failed to show sputum conversion 
immediately after surgery. These are relatively recent 
cases. Two patients (fig. 6 and the late death) had 
prompt sputum conversion but became positive again 
after rather prolonged periods. Three (13 per cent) of 
the living patients have positive sputum at the present 
time, the remainder were negative at last report. 

MISCELLANEOUS 

We have performed six segmental resections on pa¬ 
tients whose primary disease was other than bronchi¬ 
ectasis or tuberculosis, and in four of these, mentioned 



p.-„ 8—E A. 5S year old man svilh persistent pneumothorax after 

lpture °nd '^’^ner^esectio^o^ apical-posterior* segmem of'upper lobe 
|r ft7’lef,1ung. There are iarge emphysematous blebs renaming m the 
wr lobe of the right lung, but patient is asymptomatic. 


iously, suppurative disease provided the indication. 

patient with a ruptured emphysematous bleb and 
stent tension pneumothorax was found to have 
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lar^e (I cm.) tear in the bleb at thoracotomy. Resection 
of the apical-posterior segment of the upper lobe of the 
left lung, containing multiple blebs, gave an excellent 
result (fig. 8). The other segmental resection was for 
pulmonary arteriovenous aneurysm in the superior divi¬ 
sion of the lower lobe of the right lung. After resection, 
cyanosis, polycythemia, and clubbing gradually dis¬ 
appeared. No complications occurred in the patients on 
whom we performed segmental resections in this mis¬ 
cellaneous group. SUMMARY 

The lungs are comprised of 18 bronchovascular units, 
or segments. These segments, where they do not border 
on fissures; are separated by planes that generally con¬ 
tain no important structures .other than intersegmental 
veins. Dissection along these- planes can be accom¬ 
plished readily, and segments can be removed, singly or 
in groups, after division of the segmental bronchus, 
artery and vein (if present), at their origin. When per¬ 
forming segmental resections it-is important to preserve 
the intersegmental veins with the nonresected adjoining 
segments. 

Segmental resection is applicable in some types of 
bronchopulmonary disease wherein removal of the in¬ 
volved portions of the lung offers the only means for cure 
or for maximum palliation. Segmental resection is rec¬ 
ommended for patients with such extensive involvement 
that lobar resections would result in excessive reduction 
in respiratory function. Nonresected portions of a lung 
have space filling as well as functional value. 

Indicated most frequently in bronchiectasis and tuber¬ 
culosis, segmental resections are also applicable in some 
cases of lung abscess, mycotic disease, cystic disease, 
localized emphysema with or without ruptured bleb, 
bronchopleural or bronchocystic fistula, broncholithiasis, 
trauma and arteriovenous aneurysm. In bronchopulmon¬ 
ary neoplasia subtotal resection of a lobe or lung is rarely 
advisable. 

Fifty operations are reported in which segmental re¬ 
section was performed, either alone or in conjunction 
with lobectomy. 


Specialization.—The main justification for specialisation among 
clinicians is the necessity for mastering difficult techniques. The 
various branches of surgery are all legitimate specialties for 
therapeutic reasons; and ophthalmology, otorhinolaryngology, 
and perhaps a few others are also legitimate for diagnostic rea¬ 
sons. The same considerations apply to anesthetics and radio¬ 
therapy. But in the field of medicine as opposed to surgery, and 
also in the important part of surgery, which precedes the actual 
operation, there is little to be said in favour of specialisation, and 
much to be said against it. The modern tendency to subdivide 
physicians into cardiologists, gastroenterologists, phthisologists, 
diabeticians, rheumatologists, kidney specialists, and the rest is 
regrettable. Even in so far as certain medical specialties, such 
as pediatrics and neurology, are justifiable, those who practise 
them would usually be better if they were also general physicians. 

The value of the physician is derived far more from what 
may be called his general qualities than from his special knowl¬ 
edge. A sound knowledge of the etiology, pathology, and natural 
history of the commoner disease is a necessary attribute of any 
competent clinician. But such qualities as good judgment, the 
ability to see the patient as a whole, the ability to see all aspects 
ot a problem in the right perspective, and the ability to weigh 
up evidence are far more important than detailed knowledge of 
some rare syndrome, or even the possession of an excellent 
memory and a profound desire for leaming.—J. \V. Todd, M.D., 
Specialisation, The Lancet, Feb "’4 1951 
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HEMOLYTIC STREPTOCOCCIC SORE THROAT 

CORTISONE IN THE TREATMENT 
OF THE POSTSTREPTOCOCCIC STATE 

Alexander A. Doerner, M.D., 

Charles F. Naegele, M.D. 
and 

Frederic D. Regan, M.D., New York 


Patients suffering from hemolytic streptococcic infec¬ 
tion of the respiratory tract frequently develop a variety 
of disorders as a complication of their illness. Skin mani¬ 
festations, polyarthritis, involvement of the heart and its 
structures, persistent fever, general toxicity, and nephri¬ 
tis may develop in from three to 30 days after the respira¬ 
tory infection begins. 

It has. been noted 1 ® that in approximately 20% of 
such respiratory tract illnesses, a disorder supervened 
which could not be explained on the basis of increased 
reaction of the primary inflammatory site or as a result 
of invasion of remote tissues by the hemolytic Strepto¬ 
coccus. These complicating nonsuppurative sequelae of 
hemolytic Streptococcus disease have been referred to as 
the poststreptococcic state. It has been suggested that this 
state occurs not as the result of the primary etiological 
agent per se, but rather as a more complex mechanism by 
which the patient’s tissues have been sensitized to some 
fraction or product of;the hemolytic Streptococcus, prob¬ 
ably as a result of previous exposure to this organism. 

It is the purpose of this’paper to present a case demon¬ 
strating the classical features of the poststreptococcic 
state as described- by previous investigators, 1 and to 
emphasize the efficacy-of cortisone m the treatment of 
this condition. 

REPORT OF CASE 

History. —L. S., a 17 year old white woman of Latvian extrac¬ 
tion, was admitted to the United States Marine Hospital, Staten 
Island, N. Y., April 24,1950, with a history of sudden onset of a 
sore throat, chills and fever six days previously. A diagnosis of 
acute tonsillitis had been made by her physician, and penicillin 
therapy initiated. Because of lack of clinical response and con¬ 
tinued fever to 104 F., she was referred for hospitalization. The 
past history was noncontributory. 

Physical Examination .—On admission, examination revealed 
an acutely ill, toxic young woman, with a marked erythematous 
bimalar flush. The temperature was 104 F., pulse 126 per min¬ 
ute, respirations 24 per minute. The posterior pharyngeal wall 
and tonsillar fossae were diffusely injected, and there were sev- 


From the Department at Medicine, United States Marine Hospital, 
Staten Island, N. Y.; Chief of Medicine (Dr. Doerner); Deputy Chief of 
Medicine (Dr. Naegele); Senior Medical Resident (Dr. Regan). 

Cortisone was made available by Merck & Co., Inc., Rahway, N. J., 
Dr. James Carlisle, Medical. Director. This was done through a special 
grant from the United States Public Health Service, Federal Security 


1. (a) Rantz, L. A.; Boisvert, P. J„ and Spink, W. W.: Hemolytic 
„) ep , t ° co y ,c Sore Throat: The Poststreptococcic State, Arch. Int. Med. 
70:401 (April) 1947. (6) Mallory, G. K„ and Keefer, C, F.: Tissue 
Reactions in Fatal Cases of Streptococcic Haemolyticus Infection, Arch. 

ath. 32:334 (Sept.) 1941. (c) Keefer, C. F.: The Late Nonsuppurative 
Disorders of Hemolytic Streptococcal Diseases, Texas State J. Med. 
.15:457, 1939. (d) Jensen, C, R.: Nonsuppurative Poststreptococcic 
auieumatic) Pneumonitis: Pathological Anatomy and Clinical Differenti¬ 
ation From Primary Atypical Pneumonia, Arch. Int. Med. 77:237 
(March) 1946. (e) Robinson, P.: Hemolytic Streptococcic Infections: Their 
Complications and Sequels with Special Reference to Penicillin Treatment 
Brit. M. J. 3:213, 1945. 
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eral small ulcerations on the undersurface of the tongue and on 
the buccal mucosa. There was a scarlatiniform rash involving 
the trunk, noted especially on the extremities and back. There 
was a bilateral, nontender, cervical adenopathy. The remainder 
of the examination disclosed no pertinent abnormal findings. 

Laboratory Data. —Examination of the blood showed 3,400,- 
000 red cells, 10.5 gm. of hemoglobin per 100 cc., 27,100 white 
cells, with 39% band forms, 49% neutrophiles, 10% lymphocytes 
and 2% eosinophiles. Platelet count, bleeding time and coagula¬ 
tion time were normal. The sedimentation rate (Cutler method) 
was 25 mm. in one hour. Urinalysis was negative. Agglutination 
reactions for typhoid, paratyphoid, Brucella, and Bacillus proteus 
X 10 form O were negative in all dilutions, and remained so 
throughout hospitalization. The heterophile agglutination tests 
were repeatedly negative. The antistreptolysin titer was initially 
positive in a dilution of 1:40, rising to 1:450 on the 25th hospital 
day. Stool examinations were negative for ova, parasites and 
pathogenic bacteria. Initial blood culture revealed colonies of 
gram-positive cocci, which could not be subcultured. Subsequent 
blood cultures, repeated at frequent intervals, were consistently 
negative. Roentgenograms of the chest were normal. The inter¬ 
pretation of the electrocardiogram was within normal limits. 
Smears and cultures of the throat demonstrated the presence of 
beta hemolytic streptococci. All subsequent throat cultures were 
negative. 

The clinical impression was that the patient had a 
hemolytic streptococcic sore throat, resistant to previous 
penicillin therapy. 

Hospital Course .—On the first hospital day, the oral admini¬ 
stration of aureomycin hydrochloride was begun, with a total 
daily dosage of 4 gm. The patient continued to be febrile and 
markedly toxic. Because of possible bacteremia, penicillin ther¬ 
apy was also instituted, 1 million units being injected intramus¬ 
cularly every three hours. Subsequently, the results of sensitivity 
studies were returned, showing the hemolytic Streptococcus ini¬ 
tially isolated to be completely inhibited by 5 units of penicillin 
per milliliter, 5 7 of aureomycin per milliliter, 5 7 of chloram¬ 
phenicol (chloromycetin®) per milliliter, 5 7 of streptomycin per 
milliliter and 2,500 7 of sulfadiazine per milliliter. 

Except for the development of an anemia believed to be due 
to her general toxemia, the patient’s course and laboratory find¬ 
ings continued unchanged. On the eighth hospital day, a grade II 
apical systolic murmur was heard for the first time. Early desqua¬ 
mation of the skin of the hands and feet was also noted to be 
present. 

Aureomycin was discontinued, and the administration of 
acetylsalicylic acid begun, 20 grains (1.3 gm.) every four hours. 
Four days later, streptomycin was added to the patient’s thera¬ 
peutic regimen, 2 gm. being given daily, intramuscularly, in 
divided doses. 

On the 14th hospital day, a pericardial friction rub was heard, 
and the apical systolic murmur appeared to be more marked. 
The patient also complained at that time of severe pain in her 
left knee and right ankle. Slight erythema and moderate effusion 
of the left knee was present. These manifestations subsided 
within four days. 

On the 20th hospital day, penicillin and streptomycin were 
discontinued, and chloramphenicol was begun, in a total daily 
dosage of 5 gm. Three days later, signs of a left lower lobe pneu¬ 
monia with pleural effusion were detected, and a diagnostic tap 
obtained straw-colored fluid, which proved to be sterile tran¬ 
sudate. 

Intensive supportive therapy was maintained, including fre¬ 
quent blood transfusions, electrolyte replacement, parenteral 
vitamins and general symptomatic measures. Despite this, the 
patient’s course continued downhill. On the 25th hospital day, 
eosinophile counts showed a significant increase following the 
epinephrine test. 2 The following day cortisone therapy was 
initiated. 


2. McGavack, T. H.: Diagnostic Procedures in Cases of Adrenocortical 
Hypofunction, New York Med. 6:16, 1950. 

3 , Massell, B. F.; Warren, J. E„ and Sturgis, G. P.: Observations on 
Effects of ACTH in Patients with Rheumatic Fever and Rheumatic 
Carditis, Proc. First Clin. ACTH Conf., Philadelphia, The Blakiston 
Company, 1950, p. 405. 


Four hours after the administration of 100 mg. of cortisone 
an eosinopenic response was noted. Within 12 hr., the patient 
became afebrile, and remained so thereafter. She received a total 
of 700 mg. of cortisone within a four-day period. She was then 
maintained on 100 mg. daily for four days, at which time the 
early manifestations of a Cushing’s syndrome were observed- 
notably, a “moon facies” and plethoric appearance. Serum elec¬ 
trolyte studies revealed the development of a hypokalemic 
hypochloremic alkalosis. The patient was treated with potassium 
chloride and testosterone proprionate, with subsequent reversal 
of these findings. Cortisone therapy was reduced to a daily 
dosage of 25 mg. 

During the first four days of cortisone therapy, the white 
blood cell count dropped to 7,800, with a normal differential. 
The sedimentation rate (Cutler method) remained elevated, being 
30 mm. in one hour. Two days later, the patient’s white blood 
cell count rose to 17,000, with a marked neutrophilia. Serial 
counts were consistently in the same range, until the 22nd day 
of cortisone therapy, when a normal white cell count and differ¬ 
ential and a normal sedimentation rate were recorded. 



Clinical and laboratory course of L. S. 


The patient’s course was one of continued marked improve¬ 
ment. Cortisone therapy was discontinued after 28 days of treat¬ 
ment; a total of 1.6 gm. had been given. Ambulation was gradu¬ 
ally achieved. 

The patient has remained clinically well to date, and all lab¬ 
oratory examinations have been within normal limits. 


COMMENT 

lie essential features of the nonsuppurative compli- 
ans of hemolytic Streptococcus disease and the im- 
ance of the concept of the poststreptococcic state 
i been emphasized by many investigators 3 in recent 
s. Rantz and his associates la studied a large number 
uses of'sore throat caused by group A hemolytic 
rtococci in young adults. Although complete and un¬ 
itful recovery occurred frequently, convalescence in 
y instances was marred by the development of a 
plication These complications included prolonged 
persistent fever, general toxicity, skin manifesta- 
s arthritis, adenitis, carditis, pneumonia and glom- 
onephritis. In individual cases, there were noted non- 

mrative sequelae, ranging from few to 

fmm mild transient states to those 
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producing extreme debility. In fatal cases, Mallory and 
Keefer lb described anatomic changes in the heart, kid¬ 
neys, liver, spleen, lungs and pancreas. 

SUMMARY AND CONCLUSIONS 

The case presented describes the development in a 
young white woman of a typical hemolytic Streptococcus 
infection of the throat. In spite of early and adequate 
antibiotic therapy, she continued to manifest prolonged 
unremitting fever. Subsequent complications included a 
scarlatiniform rash, transient arthritis of the knee and 
ankle, a grade II mitral systolic murmur, a transient peri¬ 
cardial friction rub, a left lower lobe pneumonia and 
pleural effusion, anemia, leukocytosis with pronounced 
neutrophilia, progressive generalized toxicity, and a 
downhill course leading to extreme debility. 

The chart illustrates the clinical and laboratory course 
of this patient, and her complete lack of response to spe¬ 
cific antibiotics, salicylates and general supportive meas¬ 
ures. It thus seems evident that this case fulfilled the 
criteria previously defined for the poststreptococcic 
state. 

After the original observations by Hench 4 and his 
group, many workers have confirmed the fact that 
patients with rheumatic fever demonstrate a dramatic 
improvement when treated with cortisone. Because of the 
proved ability of cortisone as an agent capable of inhibit¬ 
ing the tissue response of rheumatic fever, it was felt that 
it should be effective in treating other of the nonsuppura¬ 
tive complications of hemolytic Streptococcus infections. 
For this reason, cortisone was thus administered to this 
patient. It was followed immediately by the rapid disap¬ 
pearance of all the features of the poststreptococcic 
state. 

It appears possible that the mechanism of cortisone’s 
favorable influence on the manifestations of the post¬ 
streptococcal state depends on the ability of the adrenal 
oxysteroids to alter the allergic tissue reaction that fol¬ 
lows the union of antigen and antibody. 3 This hypothesis 
would tend to be supported by the work of Mallory and 
Keefer, ,b which suggested that the anatomical lesions 
found in the tissues of fatal cases of hemolytic strepto¬ 
coccal infection were due in part at least to an antigen- 
antibody reaction. 

It has been further emphasized by Selye 0 that certain 
fundamental hormonal homeostatic mechanisms occur 
during stress situations. It has been shown experiment¬ 
ally and at least implied clinically that during periods of 
excessive stress, this hormonal self-regulation breaks 
down. It is felt that in some of the collagen disorders 
and related diseases, there exist complex metabolic dis¬ 
turbances, which necessitate prolonged replacement of 
adrenal steroids, and in certain of these, probably perma¬ 
nent replacement. On the other hand, in states where the 
“alarm reaction” has been initiated by bacterial infection 
and where an antigen-antibody relationship exists, in our 
experience, the process has been reversible. 

We would thus agree with Hench, who observed that 
the action of cortisone appears to be group specific rather 
than disease specific or nonspecific, and that cortisone 
perhaps constitutes one of the body’s chief defenses 
against the action of certain agents on certain tissues. 

United States Marine Hospital, Staten Island. 
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ACTH AND CORTISONE IN THE 
ACUTE CRISIS OF SYSTEMIC LUPUS 
ERYTHEMATOSUS 
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A. C. Corcoran , M.D. 
and 

Harriet Dustan, M.D., Cleveland 

Management of systemic lupus erythematosus with 
cortisone or pituitary adrenocorticotropic hormone has 
now been resolved into two phases: the first consists of 
the control of the disabling manifestations of the disease 
with cortisone and pituitary adrenocorticotropic hor¬ 
mone, and the second of a maintenance program that 
sustains this remission but does not elicit the side effects 
of hypercorticoidism. The acute lupus crisis, such as is 
described below, is in some ways a thing apart from 
either phase and is usually fatal. The purpose of this 
report is to describe the treatment of the acute lupus 
crisis with massive doses of cortisone or pituitary adre¬ 
nocorticotropic hormone. 

Sixteen patients with systemic lupus erythematosus 
have been treated with these drugs at the Cleveland 
Clinic Hospital since October 1949. In each case the 
plasma lupus erythematosus test gave positive results. 
Four patients have died, but none since we have begun 
the use of the large doses. Four have entered acute lupus 
crises, either spontaneously or during attempts to with¬ 
draw cortisone. All of these were successfully treated 
with the massive dose technic. One such patient is re¬ 
ported in brief. 

REPORT OF CASE 

A woman, aged 23, was admitted to the Cleveland Clinic Hos¬ 
pital on Oct. 18, 1950. In October 1948, she noticed sudden on¬ 
set of pain, swelling and redness of the interphalangeal joints of 
both hands. Her condition responded to salicylates until January 
1949 when the arthritis recurred. A fever of 102 F. developed, 
and she was hospitalized elsewhere. The diagnosis was rheuma¬ 
toid arthritis. Gold injections were begun, with gradual im¬ 
provement in her condition. A complete remission occurred in 
April 1949, and she returned to work. Joint pains recurred in 
October 1949. Shortly thereafter a temperature of 104 F. was 
noted in association with pleural pain and effusion. From the 
left thoracic cavity, 2.6 liters of fluid were removed. Her condi¬ 
tion became steadily worse, requiring frequent hospitalization. 

Physical examination revealed an asthenic, pale, orthopne/c 
white woman. The temperature was 102.2 F. and pulse rate 100 
per minute. The blood pressure was 90/70 (mm. Hg,). A few 
sbotty nodes were felt in the posterior cervical region. The skin 
was dear. Examination of the chest revealed dulness of the bases 
with decreased tactile fremitus. The breath sounds were absent 
in the left base and diminished on the right. Sinus rhythm was 


4. Hench, P. S.; Slocumt), C. H.; Barnes, A. R.; Smith. H. L • 
Poltey H. F., rad Kendall, E. C.: Effects of Adrenal Cortical Hormone 
n-hj'drory-l 1 -dchydrocorticostcronc (Compound E) on Acute Phase of 
Rheumatic Fever: Preliminary Report, Proc. Stair Meet., Mayo Clin. 
24:577-297 (May 25) 1949. 

5. Thorn, G.; Forsham, P. H.; Frawlcy, T. F.; Hilt. S. R.: Roche, 
M.; StaebeUn, D., and Wilsin, D. L.: The Clinical Usefulness of ACTH 
and Cortisone, New England 3. Med. 243:783, 1950. 

6. Sclye, H,: The Alarm Reaction and the Diseases of Adaptation. 
Ann, Int. Med. 29:403, 1948. 
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noted. The spleen reached one finger’s breadth below the costal 
margin. The neurologic examination was normal. 

Laboratory studies revealed hemoglobin to be 8 Gm. per 100 
cc. Leukocyte count was 1,500 per cubic millimeter; in the differ¬ 
ential count, neutrophils were 51 per cent, lymphocytes 36 per 
cent and monocytes 13 per cent. The plasma lupus erythematosus 
lest 1 gave positive results. The sedimentation rate (Rourke- 
Ernstene) was 0.75 mm. per minute (the normal being less than 
0.45). There were no total blood eosinophils. 2 Blood chemistry 
determinations (urea, sugar, serum sodium, potassium, plasma 
carbon dioxide-combining power and chlorides) were normal. 
Plasma proteins (electrophoretic technic) totaled 5.97 Gm. per 
100 cc., albumin 2.69 Gm., alpha globulin 0.55 Gm., beta glob¬ 
ulin 1.22 Gm., gamma globulin 1.18 Gm. and fibrinogen 0.3 
Gm. per 100 cc. Urea clearance was 68 per cent of normal. A 
12 hour urine specimen taken at night contained protein 1.05 
Gm., casts 2,000,000, erythrocytes 1,200,000 and leukocytes 
24,000,000. 



Chart of woman, aged 23, in acute lupus crisis. Note response to corti¬ 
sone given at two hour intervals. B. P. represents blood pressure (mm. 
Hg.). 


On 200 mg. of cortisone daily the temperature and pulse rate 
became normal within 48 hours. The drug was administered 
orally in one-half glass of milk in divided doses of 50 mg, every 
six hours. Antibiotics were concurrently administered. On the 
thirteenth hospital day the pulse rate rose from 84 to 140 per 
minute. In a few hours the temperature rose from 98.8 F. to 
105 F., and the patient seemed moribund (chart). Respirations 
were rapid and shallow. The pleural effusion was greatly in¬ 
creased. The cortisone dosage was increased to 50 mg. given 
intramuscularly every two hours. A definite improvement was 
noted within six hours, and after 12 hours the dose was changed 
to 50 mg. every four hours. After three such doses the patient’s 
condition again became critical, and the two hour regimen was 
resumed. A total of 600 mg. was administered within 24 hours. 
Though the clinical improvement was striking, there was no 
important change in the laboratory findings. The results of the 
plasma lupus erythematosus test remained positive, and the 
sodium, potassium and sugar levels were unchanged. Proteinuria 
decreased. The patient was subsequently started on pituitary 
adrenocorticotropic hormone and is now clinically well on 40 
mg. of pituitary adrenocorticotropic hormone per day. 

1. Haserick, J. R„ and Bortz, D. W.: New Diagnostic Test for Acute 
Disseminated Lupus Erythematosus, Cleveland Clin. Quart. 16: 158 (July) 
1S49. 

2. Forsham, P. H.; Thorn. G. \V.; Prunty, F. T. G., and Hills, A. G: 
Clinical Studies with Pituitary Adrenocorticotropin, S. Clin. Endocrinol. 
8:15 (Jan.) 1948. 


COMMENT 

Acute lupus crises were successfully treated in three 
other patients. Cortisone was administered in two, and 
pituitary adrenocorticotropic hormone in one. The short 
interval, large total dose technic was used in each 
instance. Aside from our usual precautions, such as low 
sodium diet, supplementary potassium and antibiotics, 
no special regimen was followed. In two patients, large 
doses of cortisone resulted in a decrease in proteinuria, 
and in one of these a decrease in hematuria occurred. 
Protein excretion fell from 18 Gm. daily to 4 Gm. in 
one patient, from 3 Gm. daily to 1 Gm. in the other 
patient. The urinary abnormalities were not intensified 
during the lupus crisis in a fourth patient, and massive 
doses of cortisone did not alter them significantly. After 
three days of intensive treatment the results of the 
plasma lupus erythematosus test became negative in one 
patient. They remained so during several weeks of main¬ 
tenance steroid therapy but became positive again during 
a subsequent relapse. In the other three patients the mas¬ 
sive doses failed to alter the positive results of the plasma 
lupus erythematosus tests. 

Cortisone and pituitary adrenocorticotropic hormone 
each have their place in the management of systemic 
lupus erythematosus. We have previously considered 
cortisone the slower of the two in inducing a lupus re¬ 
mission. It is now evident that, given orally or intramus¬ 
cularly in large enough doses, cortisone may produce an 
even more rapid clinical response .than comparable dos¬ 
ages of pituitary adrenocorticotropic hormone. In the 
management of chronic cases, cortisone given orally is 
well tolerated and definitely preferred to intramuscular 
administration by the patients. 

On the other hand, it is our experience that pituitary 
adrenocorticotropic hormone is preferable in the lupus 
patient with the volatile, stormy course. Relapses during 
pituitary adrenocorticotropic hormone are less severe 
and, because they are slower in onset, can be detected 
before the condition of the patient deteriorates into an 
acute lupus crisis. 

It is not recommended that the short interval, massive 
total dose technic be used except during the acute 
lupus crisis when the patient’s status is desperate and 
irresponsive to the usual doses. Most patients in relapse 
but not in crisis respond to about 200 mg. of either drug 
per day. When a satisfactory response has been estab¬ 
lished, the total daily dose is gradually diminished. The 
aim is to find a minimal level consistent with the patient s 
well-being. We no longer discontinue the drugs entirely, 
though an attempt is made to diminish the dose progres¬ 
sively over several months. 

The onset of an acute lupus crisis can often be traced 
to intercurrent infection. Consequently, antibiotics are 
given in full doses during the acute phase as an adjunct 
to cortisone and pituitary adrenocorticotropic hormone 
therapy. They are often continued in smaller, bacterio¬ 
static doses as adjuncts to the maintenance routine. 


SUMMARY AND CONCLUSIONS 
( teen patients with systemic lupus erythematosus 
been treated with pituitary adrenocorticotropic hor- 
. and/or cortisone at the Cleveland Clinic Hospital, 
drugs have been found to be invaluable m the con- 
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trol of the acute phase, as well as during the maintenance 
periods, of the disease. Four patients with acute lupus 
crises responded favorably to short interval, massive 
total doses. No untoward clinical or laboratory findings 
were noted. Such treatment is recommended in these 
desperate situations. Smaller doses are effective in most 
patients, and still smaller doses suffice in prolonged man¬ 
agement. Thus it seems likely that the need for adrenal 
hormones varies with the severity of the process. 

ADDENDUM 

Since this manuscript was submitted, we have ob¬ 
served a girl, 13 years of age, during an acute lupus crisis 
that did not respond to cortisone in doses of 250 mg. 
daily. 

The crisis was evidenced by severe malaise, high fever, epi¬ 
leptiform convulsions with dysrhythmic electroencephalographic 
patterns, retinal exudates, proteinuria, cylindruria and hematuria. 
In spite of antipyretics and tepid sponging, her condition became 
critical with fever ranging from 100.1 to 104.6 F. on the oral 
administration of 350 mg. of cortisone daily. Her condition de¬ 
teriorated further the following day with fever ranging from 100 
to 105.6 F. A total cortisone dosage of 900 mg. (given intra¬ 
muscularly every three hours) resulted in some improvement; 
her condition was still critical, and her fever was only slightly 
less the next day on a dosage of 1,050 mg. The dosage was then 
increased to a total of 2,300 mg. (100 mg. every hour) for one 
day. Her condition improved greatly, and the next day her tem¬ 
perature ranged only from 98 to 99.8 F. Cortisone dosage was 
reduced to 1,400 mg. and on succeeding days was further de¬ 
creased. The patient died two weeks later of an untoward 
complication. 

The partial remission obtained with what we believe to 
be the largest recorded daily dosages of cortisone illus¬ 
trates the principle of massive dose therapy in acute 
lupus crisis. 

VINEGAR EEL IN SPUTUM 
REPORT OF A CASE 

G. Hal DeMay, M.D. 

Robert S. Long, M.D. 

John R. Schenken, M.D. 

and 

Eugene E. Simmons, M.D., Omaha 

The following brief case report is presented as an illus¬ 
tration of an unusual finding in a routine examination of 
a sputum specimen. 

N. H., a white male manufacturing executive, 50 years of 
age, was admitted to the hospital March 28, 1950, for investi¬ 
gation of an acute episode of rather profuse hemoptysis. The 
clinical history revealed that he had had a chronic productive 
cough since childhood and pulmonary hemorrhage had occurred 
on two previous occasions. The bronchogram confirmed the 
clinical diagnosis of extensive saccular bronchiectasis involving 
chiefly the left lower lobe and the lingula. The rest of the lung 
fields were roentgenographically normal in appearance. Routine 
sputum examinations disclosed the presence on one occasion 
of an organism resembling the larva of Filaria, Strongyloides or 
hookworm. Inasmuch as a fresh disposable sputum cup was 
used for each specimen, the organism was not thought to be a 
contaminant. The question at once arose as to whether the pul¬ 
monary pathology could be due to persistent or recurrent infec¬ 
tion with one of these organisms. Several fresh stool specimens 

From [tie Departments of Pathology and Internal Medicine, University 
of Nebraska College of Medicine and Nebraska McUtodist Hospital. 


STOMACH DIVERTICULUM—VAN WEZEL 645 

were examined, and no ova, larvae or adult forms of these 
organisms were found. On closer examination, the specimen 
found in the sputum appeared to be much broader than the filaria 
larva, but the buccal cavity was not well enough preserved to 
permit differentiation from that of Strongyloides or Necator 
americanus. It was then suggested that the specimen was prob¬ 
ably Anguillula aceti, commonly known as the “vinegar eel.” 
The patient was then questioned, and it was found that he had 
eaten spinach and vinegar the evening before the sputum cup 
was collected. Examination of vinegar from the kitchen where 
the patient had been served disclosed the presence of many 
vinegar eels identical with the specimen found in the patient’s 
sputum. The patient subsequently underwent left lower lobec¬ 
tomy and lingulectomy. The gross and microscopic pathology 
were characteristic of chronic saccular bronchiectasis, and no 
larvae were found in the surgical specimen. 

COMMENT 

A brief survey of the literature has not revealed a 
previous report of this unusual finding. It is of interest in 
that it illustrates how a common nonpathogenic organism 
may contaminate a laboratory specimen and confuse a 
clinical diagnosis as to correct etiology. 

826 Medical Arts Building. 

DIVERTICULUM OF THE STOMACH 
REPORT OF A CASE 

Norman Van Wezel, M.D., Foley, Ala. 

In July, 1948, Bralow and Spellberg reported 26 new 
cases of diverticulum of the stomach. They also reviewed 
the 150 previous cases which Moses had covered up to 
1946 in his review. This indicates that in the hundreds 
of thousands of gastrointestinal studies made, there are 
very few cases of diverticulum of the stomach reported. 
The small number of cases reported may be due to two 
things: either an actual rarity of stomach diverticula or 
the fact that they are overlooked. Since this is the first 
time that I have seen this condition in private practice, 
I am therefore reporting this case. 

In large clinics diverticulum of the stomach has been 
reported as occurring in from 0.02% to 0.65% of all 
gastrointestinal studies. Though diverticula of the gas¬ 
trointestinal tract may occur in any part of the intes¬ 
tinal tract, the portion of the tract in which they least 
occur is the stomach. When they occur in the stom¬ 
ach, the most common location is on the lesser curvature 
on the posterior surface of the cardia. Age incidence or 
sex difference has not been determined because the cases 
are too few to tabulate. 

The types of diverticula are the congenital, the ac¬ 
quired, and the false. In the congenital type, all three 
walls of the stomach are within the diverticulum, and 
the patient is, of course, born with this deformity. Ac¬ 
quired diverticula are divided into two types, the pulsion 
type and the traction type. The pulsion type is probably 
due to an ulcerated area with some increase in the intra- 
gastric pressure. In the traction type there is some ex¬ 
ternal inflammatory process that produces a local ad¬ 
hesion and pulls the diverticulum externally. A false 
diverticulum is probably due to some break in the wail, 
so that there is actually a hernia of the mucosa or the 
submucosa through the musculature. This is not con¬ 
sidered a true diverticulum. 
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Symptoms of diverticula of the stomach may not be 
present. Many patients with stomach diverticula are 
labelled neurotic or psychoneurotic for a long time. In 
reviewing the cases, it will be found that some diverticula 
have definitely been proved to produce symptoms, be¬ 
cause on the removal of the diverticulum the patient’s 
complaining symptoms were also removed. However, it 
is probable that most stomach diverticula are asymptom¬ 
atic. The diagnosis, of course, can be made only by x-ray. 
It can then be confirmed by surgery or exploration. 
Diverticula are often difficult to confirm at operation 
because of the relative degree of inaccessibility of the 
diverticulum at the time of operation. When the examiner 
is convinced that the diverticulum is causing symptoms, 
then surgery is indicated. However, in the case reported 
below, the patient was completely relieved by proper 
drainage, which he obtained by lying on his left side 
immediately after eating. It is because of this incidental 
finding and the conservative treatment that this case is 
being reported for the literature. 

REPORT OF CASE 

W. H. O., a 39 year old white married man, a mechanic by 
trade, was referred for x-ray examination by Dr. J. M. 
Michaelson. 

His history revealed that throughout his entire life he was 
sensitive to milk, and he had perennial hayfever. He attributed 
most of his digestive disturbances to the inadvertent use of milk. 
However, six months before examination he was found to have 
undulant fever. After this, bronchitis developed, which was 
treated by antibiotics, and he then broke out with a generalized 
rash, which was thought to be due to the antibiotics. Following 
this, his digestive symptoms, which had always, in the past, been 
due to milk, returned. This time, however, there had been no 
ingestion of milk. The indigestion consisted of heartburn, or 
pyrosis, with a crowding of his heart. There was some nausea 
but no vomiting and some sharp sticking pains in the region of 
the right nipple. Belching or ingestion of soda did not give 
him relief. He now noted that when he had this heartburn he 
began to break out with some urticaria. This same syndrome, 
namely, the heartburn, or pyrosis, followed by the urticaria, in 
the past had been attributed to milk and, occasionally, to simple 
nervousness. It was with this clinical diagnosis, namely, a gastric 
neurosis complicated by an allergic state, that he was referred 
for x-ray studies. 

A complete physical examination revealed no abnormalities 
except a pale boggy nasal mucosa consistent with hayfever. The 
laboratory studies were all within normal limits, except the 
examination of the blood smear, which showed 10% eosinophils. 

The x-ray examination revealed that the patient had a diverti¬ 
culum on the posterior surface of the lesser curvature near the 
cardia of the stomach. This would vary in size. On the most 
medial surface of the diverticulum there was an irregularity 
which has not changed. 

COMMENT 

It is to be emphasized that the diverticulum varies in ' 
size, either because of incomplete filling or because of 
overdistention and contractions. The patient has been 
completely relieved of all of his symptoms by assuming 
a left lateral recumbent position immediately after eating. 
He has had no other therapy except the usual avoidance 
therapy for his food allergy. Because of its contractibility, 
it is probably a true diverticulum of the congenital type. 

The above case is presented to serve as a record of an 
unusual condition of the stomach so that it may be tabu¬ 
lated with other studies and, also, to demonstrate the 
relief of symptoms as obtained by the simple procedure 
of assuming the proper postural drainage. 

301 W, Laurel Avenue 


CLOSTRIDIUM BOTULINUM L\ A 
FATAL WOUND INFECTION 


Joseph B, Davis, M.D., Marion, hid. 
Lida H. Mailman, Ph.D. 

and 

Marjorie Wiley, A.B., Philadelphia 


Clostridium botulinum has been studied extensively 
because of its power to cause a fatal type of food poison¬ 
ing. Animal studies have shown, that, at least experi¬ 
mentally, it can produce its toxin also when inoculated 
intramuscularly. To our knowledge, however, a serious 
infection with this organism has never been reported in 
man. In fact, the bacillus has been found in human 
wounds in only three cases, all reported by Hall 1 in 
1945. 

In Hall’s cases, only one patient had any untoward 
symptoms. He suffered incipient gas gangrene with a 
temperature of 105 F., and induration with crepitus of 
his injured leg. Sulfonamide therapy and surgery were 
utilized with a final satisfactory result. The two patients 
without symptoms harbored Cl. botulinum type A. The 
first patient’s organism was type B. 

Studies on the intramuscular injection of Cl. botu¬ 
linum into animals have shown that it is not difficult to 
produce fatal infections. The symptoms in. animals inocu¬ 
lated by extra-oral routes are reported to be identical 
with the classical symptoms of botulism following toxin 
ingestion. 

It is of interest to note how few spores may produce 
an infection when the tissue is necrosed by formaldehyde 
solution. In 1929 Coleman conducted such a study in 
guinea pigs and found that 25 heated spores could cause 
a fatal infection. 2 The symptoms occurred in three to 
four days, with death two to eight hours later. 

When calcium chloride is injected with Cl. botulinum 
spores, infection is also facilitated, as shown by Edmon¬ 
son, Giltner and Thom 3 in 1920. When the chloride and 
spores were in the same area the incubation period was 
short; when they were injected 3 to 4 cm. apart the incu¬ 
bation period was sometimes lengthened to two weeks. 

Botulinum may spread from the original site through 
the blood stream as indicated by Orr, 4 1922, who found 
that the bacillus could frequently be recovered from the 
spleen when it was examined several days after an 
intramuscular injection. 

Most of the workers doing experimental studies have 
found great differences in pathogenicity among various 
strains of the organism, and varying susceptibility in 
individual animals. 

REPORT OF CASE 

On Nov. 6, 1943, a 15 year old white girl was admitted to 
the Philadelphia General Hospital Fracture Service 20 min. 
after she had fatten from her second-story bedroom to the 
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From the Surgical Service of Dr. William H. Erb, Philadelphia Gen- 
ral Hospital, and the Harrison Department of Surgical Research, Um- 

ersUy^ofiPennsy Q ccurre nce of Bacillus botulinus, Types A and B> 
1 2 C Coleman W G U1 En Intraocular Mecttonof Guinea Pigs with Spores 

B t C 0^° f p Ba F"^r~ent r Hy'of n Baciito botulinus, 1. Infect. Dis. 
O: 118, 1922. 



647 


Vol. 146, No. 7 

ground, landing on her feet. Both legs were splinted before she 
was moved to the hospital. 

Physical examination revealed a superficial abrasion on the 
right lateral chest wall. The pulmonary status was normal. There 
was medial angulation of the left lower leg in the middle third. 
There was mobility and crepitus at this point, but no break in 
the skin. There was a 5 cm. jagged, open wound involving the 
lateral half of the right ankle through which the lateral malleolus 
protruded. This was caked with dirt and sand. The tibio-astrag- 
alar joint was dislocated medially and was filled with street filth. 
Circulation in the foot appeared to be normal, and a dorsalis 
pedis was palpable when the foot was rotated to approximate 
normal position. Sensation was normal in both legs and feet. 
Reflexes were not elicited in the lower extremities. 

X-rays taken immediately on admission showed no evidence 
of fracture of the lumbar spine or the sacrum. There was a frac¬ 
ture of the left tibia and fibula in the midportion of the shaft, 
with lateral displacement of the fragments. There was a fracture 
of the medial malleolus and dislocation of the right ankle joint. 

At operation, the exposed distal end of the right lateral mal¬ 
leolus was cleansed at length with copious amounts of warm 
saline and aqueous soap, and the wound enlarged longitudinally. 
The ligaments of the lateral side of the ankle joint were found 
to be ruptured, with the wound opening immediately into the 
joint space. When the joint had been cleansed completely, the 
ragged edges of the ligaments were excised and hemostasis ob¬ 
tained. Debridement was meticulous, and included all tissue 
which was not obviously viable and much viable tissue that could 
not be cleaned. Five grams of sulfanilamide crystals were placed 
in the wound. The skin, subcutaneous tissues, and lateral liga¬ 
mentous structures were loosely approximated with four through- 
and-through interrupted black silk sutures. A rubber dam drain 
was placed behind the joint space, anterior to the Achilles tendon 
and brought out through a stab wound on the medial side to pro¬ 
vide through-and-through drainage. Tissue was taken for culture. 

Immobilization in approximate anatomical position was main¬ 
tained by lateral molded plaster splints extending to the knee. 
The fractured left tibia was reduced by manual traction and 
immobilized with lateral molded plaster splints extending from 
the toes to the upper third of the thigh with the knee slightly 
flexed. 

Postoperative x-ray study showed the left leg in nearly ana¬ 
tomical position. The position of the right ankle was satisfactory. 
When the patient was admitted to the ward after operation, her 
temperature was 98.8 F. (axillary), pulse 128, respiration 32. 

Tetanus antitoxin in full prophylactic dose was given. The 
combined gas gangrene and tetanus antitoxin was not available. 
The patient was immediately started on sulfathiazole, later 
changed to sulfadiazine. 5 

Pain in the foot was noted at 8:30 a. m. of the first postopera¬ 
tive day, but investigation revealed no cause. Both legs were 
elevated. The temperature remained 99 to 99.8 F., with the 
pulse 80 to 100 per minute, respirations 30 to 40 per minute. 

At 8:00 a. m. on the second postoperative day the temperature 
reached 101 F. The pulse was 90 and respirations 25. By evening 
the temperature was recorded at 101 F., pulse 130 per minute, 
respirations 30 per minute. The patient complained of pain in 
both feet, and it was noted that the right foot was cool. 

Gas was discovered in the tissues on the third postoperative 
day (Nov. 9, 1943) extending to within 4 in. (10 cm.) from the 
knee. On that day radical incision of the leg, with slashes extend¬ 
ing through the deep fascia from knee to dorsum of the foot, 
revealed normal tissue at the upper portion with good blood 
supply, but much necrosis and no free hemorrhage in the lower 
portion. The odor was typical of gas gangrene. Cultures were 
taken. 

The leg was packed in ice and elevated. Polyvalent gas gan¬ 
grene antitoxin, whole blood, plasma, and glucose were given. 
Extreme toxicity continued, and a guillotine type amputation 
was done through viable tissue just below the knee on the fifth 
day after injury. 

The patient withstood surgery well, but did not show marked 
improvement after it although the previous treatment was con¬ 
tinued. 

X-ray examination of the left leg Nov. 16, 1943, ten days after 
, ‘"jury, revealed a large amount of gas about the fracture site, 


FATAL WOUND INFECTION—DAVIS ET AL. 

extending almost to the head of the fibula laterally. Examina¬ 
tion revealed crepitus over the middle third of the lower leg. 
The foot was pale but somewhat pink. A dorsalis pedis was not 
palpable. 

On the same day, this leg was incised radically in a manner 
identical with the first procedure on the other leg. When this 
was done 150 cc. of foul pus was liberated with a gush, together 
with much gas and a distinct mousy odor. The family would not 
consent to amputation. X-ray therapy was given. 

The patient gradually grew worse. On Nov. 20, (14 days 
after injury) she presented a striking picture of cyanosis, dys¬ 
phagia, inability to speak and generalized muscular flaccidity. 
The mental processes seemed relatively unimpaired but diplopia 
and paresis of the extra-ocular muscles were apparent. 

After this she became rapidly worse, and was pronounced 
dead 16 days after injury on Nov. 22. She had received 
intravenously a total of 55,000 units of perfringens mixed anti¬ 
toxin in divided doses. She also had received five blood trans¬ 
fusions, each of 500 cc. of citrated whole blood. A lumbar sym¬ 
pathetic block with a 1% solution of procaine was repeated 
every 12 hr., following the original discovery of circulatory 
difficulties in the left leg. Intravenous fluids were administered 
in amounts sufficient to maintain urinary output in excess of 
1,000 cc. daily. Sulfathiazole and later sulfadiazine were given 
in full dosage. Oxygen, opiates and sedatives were used as 
needed. 

Cultural Studies .—The culture taken from the original wound 
showed beta hemolytic streptococci, a diphtheroid, alpha hemo¬ 
lytic streptococci, Clostridium tetanus, and an anaerobic gram¬ 
positive sporulating bacillus which was identified by mouse pro¬ 
tection tests as Clostridium botulinum type A.° 

Twelve mice were inoculated with the Seitz filtrate of a cul¬ 
ture of this anaerobic rod. Two mice were left unprotected and 
the rest were divided into pairs and received one of the following 
types of antiserums: Cl. sordellii; Cl. botulinum type A; Cl. 
botulinum type B; Cl. tetani; Cl. novyi. Only the mice receiving 
Cl. botulinum type A antiserum survived. The other mice suc¬ 
cumbed within 24 hr., exhibiting no symptoms except ex¬ 
treme weakness. This experiment was repeated with the same 
results. Cultural studies on the organism were also compatible 
with its identification as Cl. botulinum. 

In the preliminary examination of the culture, separation of 
the Cl. botulinum from Cl. tetanus was accomplished by use 
of 6% agar in blood agar plates. It will be noted that the 
patient had received tetanus antiserum. 

Autopsy Report .—Postoperative status: amputation of the 
right leg below the knee; wide incisions on the left leg below 
the knee. Comminuted fracture of the left tibia and fibula. 
Thrombosis of the left external iliac vein. Atelectasis, broncho¬ 
pneumonia of the dependent portion of the lower lobes of both 
lungs with probable pulmonary embolism. Kidneys, ssvollen and 
congested. Liver, congested. Brain, acute and chronic passive 
congestion with hypoplasia of the circle of Willis. 

A culture taken at autopsy from the wound of the leg which 
became secondarily involved, showed a beta hemolytic Strep¬ 
tococcus, and an alpha hemolytic Streptococcus, but no Clostridia 
were isolated. 

In 1929, Coleman - noticed in animal studies that occasionally 
growth of Cl. botulinum occurs in a very restricted area of 
involved muscle and that unless this particular area is examined 
no organisms may be found. Failure to isolate the organism in 
this instance cannot be regarded as proof of its absence at 
autopsy. 

COMMENT 

The nature of the original wound, and, in the early 
stages, the clinical course of this case were identical with 
typical cases of gas gangrene infection. The failure to 
respond to the wide incision and the subsequent ampu¬ 
tation of the leg in which the compound fracture oc¬ 
curred must be assumed to have resulted from a blood- 
borne contamination- and subsequent infection of the 

5. Penicillin was not available at this date for general use. 

6. Scrum for this examination was supplied by Dr. Ivan C. Hall, 
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hematoma about the simple fracture of the opposite 
(left) tibia. 

The length of time which elapsed before death is strik¬ 
ing, but most remarkable was the sudden alteration of the 
patient’s appearance 14 days after injury, two days be¬ 
fore death. (A two-week incubation period for paren¬ 
teral botulism has been noted in animals.) Dysphagia 
and inability to speak resembled a pseudobulbar palsy. 
There was cyanosis, a generalized muscular flaccidity 
most apparent in paresis of the ocular muscles, and im¬ 
paired respiratory effort followed by cyanosis. Up to this 
time and for a while thereafter the patient had been fairly 
alert mentally. The first subjective manifestation of the 
terminal phase was diplopia and inability to swallow 
even her own saliva. 

The possibility of Cl. botulinum infection was not con¬ 
sidered before the death of the patient, but in retrospect, 
the departures from the usual clinical course of the pa¬ 
tient dying of gas gangrene mentioned above are striking 
in their resemblance to the described clinical course of 
botulism. None of those concerned with the care of this 
patient, however, had ever seen a case of food poisoning 
caused by botulism in a human being. 

It cannot be stated definitely that this was a case of 
botulism from a wound infection. It is a case in which the 
patient died of gas gangrene of uncertain etiology. Per¬ 
haps, when more data on botulinum infections in human 
beings have been accumulated, it may be judged with 
more accuracy, or it may give a clue to problem cases of 
gas infection. 

If serious botulinum wound infections do occur in 
man, a problem arises regarding diagnosis. The pro¬ 
longed incubation of a culture necessary to demonstrate 
botulinum toxin, and the time which it frequently re¬ 
quires to obtain such an anaerobe in pure culture, makes 
cultural methods valueless for aid in possible therapy. 

The findings of Coleman and Meyer, 7 1922, might 
prove of interest in diagnosis. They inoculated serum of 
rabbits suffering from botulism into mice, with death of 
the mice resulting. 

Active immunization to botulinum toxins has been 
accomplished in man by Reames and his associates. 8 

It might be of interest to include an examination of 
Cl. botulinum strains in the determination of the spec¬ 
trum of antibiotics. 

SUMMARY AND CONCLUSION 

A fatal wound infection is reported in which Clos¬ 
tridium botulinum type A was isolated. 

A striking similarity to the clinical course of botulism 
is noted in the terminal phases of this case. 

The possibilities of human wound infection with Cl. 
botulinum is discussed, and the difficulties of early diag¬ 
nosis are emphasized. 

Recommendation for treatment must await further 
experience and studies. 

7. Coleman. G. E., and Meyer, K. F.:. Some Observations on the 
Pathogenicity of B. botulinus (X), J. Infect. Dis. 31: 622, 1922. 

8. Reames, H. R.; Kadull, P. J.; Housewright, R. D., and Wilson, 
J. B.: 1947. Studies on Botulinum Toxoids, Types A and B. Ill: Immuni- 
zatioa of Man, J. Immunol. 55: 309, 1947. 


AEROSOL THERAPY 

VACUUM CLEANER AS A PRACTICAL SOURCE 
OF POSITIVE PRESSURE FOR NEBULIZATION 

John M. Sheldon, M.D. 

Robert G. Lovell, M.D. 
and 

Kenneth P. Mathews, M.D., Ann Arbor, Mich. 

Since aerosol inhalation therapy was advocated by 
Barach, Segal, Abramson and others 1 for the treatment 
of pulmonary edema, bronchial asthma, chronic bron¬ 
chitis and certain suppurative lung conditions, penicillin 
by aerosol inhalation, in addition to its parenteral injec¬ 
tion, has been employed when antibiotics are indicated. 
Bronchial dilators and sympathomimetic amines also 
now are given by aerosol. Because the duration of aerosol 
treatment is long, and the treatment may be prescribed 



DeVilbiss no. 40 nebulizer attached through “Y” tube to water filter 
jug and tank-type vacuum cleaner. 


for weeks or months, the practical problem arises as to 
how such therapy can be carried out at home. 

Efforts to provide a continuous stream of air pressure 
were made first by supplying a nebulizer with a rubber 


From the Department of Internal Medicine, University of Michigan 

^Th^'isopr'opyjcpinephrine solution (A^olin ComPOund^ and one type of 

ebulizer used in this experiment were supplied by Eh Lilly & c mp y. 
idianapohs.^ A L ; Sllbersteini F. H.; Oppenheimer, E.T.; Hunter, T., 
nd Soroka M ' Inhalation of Penicillin Aerosol in Patients with Bron- 

EMC 

Te 3 B Ru°e C Talbot, T. R.; Kernan, J. D.; Babcock, J., and Brown, 

&$&£££& MS 

,bramson, H. A.. Allercv 4‘ 440, 1946. (g) Abramson, H. A.; 

un8S B * and Gettner, H. H.: Standardization Procedure 

) f C Dctc; : mfnaUon o y f ' Aerosol Delivery of Nebulizers by^Phcno.sulfon- 
bthaiein Aerosols: p^eTs^tuf Oteros""'Therapy of the Lungs and 
“in Protss in Allergy, edited by P. Kai.ds, Basel, Sw.tzeriand, 
, Karger, 1948, vol. 2. 
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tube, which, in turn, was attached to a bicycle pump. 
This required another person to pump the nebulizer while 
the patient inhaled the medication. In the next attempt 
the inner tube from a bus or truck tire was inflated, and 
when it was connected to the nebulizer by a rubber tube 
continuous pressure for nebulization was supplied for a 
short time. But the inner tube had to be reinflated prior 
to each treatment. Patients living near a large city were 
fortunate in that they could rent tanks of oxygen. By 
attaching the nebulizer to a hose leading from the tank, a 
satisfactory stream of pressure was provided. But this 
method is expensive and inconvenient. 

We undertook to find a simple means of providing a 
source of positive pressure in the home. The vacuum 
cleaner, an article usually available, was discovered to 
be an effective mechanism for delivering continuous pres- 


AEROSOL THERAPY—SHELDON ET AL. 

This is interrupted about 12 inches (30 cm.) from the end by a 
glass Y tube. The Y tube allows for escape of air when the 
patient is exhaling and when it is not necessary to blow air 
through the nebulizer. This cuts down on waste of medication 
and provides for the maximum delivery of a given dose when the 
patient inhales. Coordination between the inspiratory effort and 
the patient’s finger which covers the Y tube when he inhales is 
easily managed but should be supervised by the doctor before 
he lets his charge begin a course of regular treatment by 
aerosol. A nebulizer which is attached to the end of the rubber 
tube may vary greatly in its ability to perform. 1 e A type which 
we have found most satisfactory and which is reasonable in 
price is the DeVilbiss no. 40 apparatus. The nebulizer should be 
filled with 1 or 2 cc. of medication at a time, and care should 
be taken to see that the patient holds the nebulizer so that the 
opening does not direct toward the base of the tongue, but rather 
directly toward the posterior pharynx. If the patient tips it too far 
backward or upward, a great amount of medication is lost on 
the mucous membranes of the mouth. All stoppers should be 
removed from the nebulizer before aerosoiization is started. 


Results of Experiment: Summary of Data 


Average 

Amount 

Medication 


Type of Nebulizer 


Source of 
Pressure 

No. of 
Nebulizers 
Used 

L. per 
Min. 
Flow 

Medication 

Used 

Delivered 
in 2 Min. 
(Gm.) 

Remarks About 
Spray 

DeVilbiss no. 40. 


Comyrose*} nir 

4 

8 

Water 

1.3 

Excellent 

DeVilbiss no. 40. 


Oxygen 

4 

8 

Water 

1.4 

Excellent 

DoVilbiss no. 40.. 


Vacuum cleaner I 

S 

5.5 

Water 

0.25 

Satisfactory 

DeVilbiss no. 40. 


Vacuum cleaner 1 

6 

5.25 

Aerolin compound 

0.12 

Satisfactory 

DeVilbiss no. 40. 


Vacuum cleaner 2 

4 

6.5 

Water 

0.G0 

Satisfactory 

DeVilbiss no. 40. 


Vacuum cleaner 2 

4 

6.5 

Aerolin compound 

0.3 V 

Satisfactory 

DeVilbiss no. 40. 


oxygen 

6 

8 

Aerolin compound 

0.70 

Satisfactory 

Lilly. 


. . < Vmipresscii air 

6 

8 

Water 

0.30 

Good 

Lilly. 


. . Oxygen 

5 

8 

Water 

0.40 

Good 

Lilly. 


Oxygen 

0 

8 

Aerolin compound 

0.20 

Good 

Lilly... 


.. . Vacuum cleaner 1 

4 

5,5 

Water 

0.10 

Good 

Lilly. 


Vacuum cleaner 1 

4 

5.2o 

Aerolin compound 

0.07 

Fair 

Lilly.'.. 


Vacuum cleaner 2 

4 

6.5 

Aerolin compound 

0.10 

Good 

Vnponefrin... 


, . Oxygen 

4 

8 

Water 

1.27 

Excellent 

Vaponcfrin.*. 


Oxygen 

4 

8 

Aerolin compound 

0.80 

Excellent 

Vaponcfrin... 


Vacuum cleaner 1 

4 

4.5 

AY a ter 

0.11 

Satisfactory 

Vnponefrin. 


. . Vacuum cleaner 1 

4 

4.5 

Aerolin compound 

0.04 

Satisfactory 

Vaponefrin... 


. .. Vacuum cleaner 2 

4 

6.5 

Water 

0.10 

Satisfactory 

Vaponcfrin... 


Vacuum cleaner 2 

4 

6.5 

Aerolin compound 

0.17 

Satisfactory 

\ uponefrin. 


.... Vacuum cleaner 1 

4 

5.5 

Aqueous penicillin 

0.30 

Satisfactory 

DeVilbiss no. 40. 


. . Vacuum cleaner 1 

4 

5.5 

20,000 units 

Aqueous penicillin 

0.33 

Satisfactory 

Lilly. 


Vacuum cleuner 1 

4 

5.5 

20,000 units 

Aqueous penicillin 

0.10 

Satisfactory 

Lilly. 


Oxygen 

4 

8 

20,000 tin its 

Aqueous penicillin 

0.30 


DeVilbiss no. 40. 


Oxygen 

4 

8 

20,000 units 

Aqueous penicillin 

1.25 

Excellent 


20,000 unit* 


sure for aerosol treatment. A few individual types of 
vacuum cleaner were found to exert insufficient pressure 
for this purpose. However, any model which will power 
a paint sprayer attachment works well, since the nebu¬ 
lizer operates on the same principle. 

The actual apparatus (fig.) is set up by obtaining a one-hole 
cork or rubber stopper and placing it on the attachment tube 
connected to the exhaust of the vacuum cleaner. Models which 
have no tube may be converted by putting a cork directly into 
the exhaust outlet. A 6 inch (15 cm.) piece of glass tubing, rang¬ 
ing from 5 to 8 mm. in diameter is placed through the cork and 
is attached to a 3 foot (91 cm.) length of rubber tubing. This 
is connected to a 10 inch (25 cm.) length of glass tube which 
goes through a two-hole rubber stopper placed in a gallon jug. 
1 he jug should be filled with enough water to cover the outlet 
of the glass tube leading from the vacuum cleaner. This cleans 
tlie air from the vacuum apparatus and prevents blowing dust 
into the nebulizer. Through the other hole in the two-hole rub¬ 
ber stopper in the jug, a short piece of glass tubing is run, to 
which is attached about 5 feet (1.5 meters) of rubber tubing. 


EXPERIMENT 

Three types of nebulizer were used, and at least four of each 
model were employed. Sources of pressure were as follows: 
compressed air at 795 pounds (3.4 Kg.); oxygen from a tank, 
flowing at 8 liters per minute, and pressure from two different 
types of vacuum cleaner. One was an upright tank type (vacuum 
cleaner 1), and the other was a horizontal tank type (vacuum 
cleaner 2). Medications used were as follows; distilled water; 
1:200 isopropylepinephrine mixed in a propylene glycol base 
with small amounts of procaine, atropine and an ephedrine- 
like compound - included; and aqueous penicillin with 20,000 
units per cubic centimeter. These were chosen since they were 
a representative group of the characteristic types of medication 
given by aerosol. It was felt that if the rather oily mixture of 
“aerolin” were well aerosolized, and the aqueous solutions also 
were well dispensed, most other medications likewise would 
do well in the apparatus. Exactly 2 cc. of the liquids was placed 
singly into the nebulizers, and each was weighed. They were then 
attached one after another to the pressure source being studied, 


-. Eli Lilly £l Company, Inc., Aerolin compound, solution no. 50. 
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which in turn was attached to the jug and tubing. Pressure was 
applied for exactly two minutes in most cases. If the 2 cc. of 
material was completely dispensed before two minutes had 
elapsed, the time was recorded. The nebulizers then were re¬ 
weighed and measured in grams. A flow meter was placed at 
the end of the system where the nebulizer had been and pres¬ 
sure applied, both with and without the nebulizer in place. Flow 
in liters per minute with the nebulizer in place was recorded. 

RESULTS 

It was found that the amount of medication delivered 
by the vacuum cleaner apparatus was not so great as that 
released in an equal time when air pressure or oxygen 
was used. However, a clinically acceptable stream of mist 
was delivered by the nebulizers when attached to the 
vacuum cleaner apparatus. The aerosol material released 
by oxygen or air pressure was about four times as great 
as that yielded from vacuum cleaner pressure. This, how¬ 
ever, is not discouraging because aerosolization by oxy¬ 
gen pressure usually is not conducted at 8 liters per 
minute, but more likely at between 4 and 6 liters per 
minute. Furthermore, a considerable quantity of the 
material nebulized by air or oxygen is wasted no matter 
how it is dispensed. 

SUMMARY 

The prolonged use of nebulized medication has neces¬ 
sitated the development of some way in which aerosoliza¬ 
tion can be carried on in the patient’s home. It has been 
shown that a nebulizer will dispense, by aerosol, medica¬ 
ments such as penicillin and various sympathomimetic 
amines when attached to most modern models of vacuum 
cleaner in the manner outlined. 

ADDENDUM 

The continued use of penicillin by inhalation over a 
long period of time may result in sore throat or irritation 
if given in too strong a concentration. We have found 
that penicillin when given by aerosol should be made 
from crystalline penicillin and should be administered in 
concentration usually no greater than 20,000 units per 
cubic centimeter. As a rule patients tolerate this strength 
of medication well. 


Role of Drugs in Plant Economy.—Another important field for 
future research, and one as yet almost unexplored, is the study 
of the way in which drugs are formed in plants and the function 
they fulfil in the economy of the plants in which they are found. 
It is a remarkable fact that, for almost every one of the numer¬ 
ous vegetable drugs in use today, there is no convincing ex¬ 
planation of their presence in the plant. The importance of 
quinine to the cinchona tree or of morphine to the poppy, for 
example, are complete mysteries. It is possible that some of the 
poisonous or obnoxious substances are a form of protection 
against grazing animals or the ravages of destructive insects 
and other pests. It is possible, too, that some drugs result from 
the combination of waste products formed in the vital processes 
of the plant, and represent a method of inactivating substances 
which might otherwise be harmful. Yet such explanations have 
little to commend them except plausibility; the factual evidence 
is scanty indeed. Information on these points is valuable, not 
only for its own sake, but also because any added understand¬ 
ing of the metabolic processes of plants may prove of great 
importance in solving outstanding agricultural problems.—T. L 
Williams, D. Phil., Drugs from Plants, London, Sigma Books 
Limited, 1947. 
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SCOTT DEMAND INHALATORS ACCEPTED 

Manufacturer: Scott Aviation Corporation, 207 Erie Street 
Lancaster, N. Y. ’ 


The Scott Demand Inhalators, Models A and B, are portable 
devices with face masks for controlling the administration of 
oxygen to patients from tanks of the compressed gas. As they 
are ordinarily applied, with the mask over the patient's face, the 
oxygen flows at any rate “demanded” by the patient, and (in 
the words of the manufacturer) “there is no interference with, 
nor any tendency to influence, the natural respiratory cycle.’’ 
If greater assistance seems necessary, the pressing of a button 
starts a continuous flow of oxygen at slight positive pressure. 
If the supply of oxygen is depleted, a safety valve opens auto¬ 
matically and substitutes air for oxygen. 


Model A is the lighter form of the apparatus, consisting essen¬ 
tially of the gauge assembly, the regulator proper, the connect¬ 
ing tube, and the mask. It weighs 2.6 kg. (5 3 A lb.); for shipment 

it makes a package measur¬ 
ing 16 by 20 by 51 cm. (6 
by 8 by 20 in.) and weigh¬ 
ing 3.6 kg. (8 lb.). The 
foreign shipping weight 
(with wood shipping case) 
is 8.1 kg. (18 lb.). 

Model B, with carrying 
case, is the heavier form. 
It measures 20 by 30.5 by 
56 cm. (8 by 12 by 22 in.), 
and weighs 13 kg. (2855 
lb.). For shipment it makes 



Scott Demand Jnhalator 


a package measuring 35.6 by 25.4 by 61 cm. (14 by 10 by 24 
in.) and weighing 22 kg. (48 lb.). The foreign shipping weight is 
30 kg. (66 lb.). Motive power is simply that of the compressed 
gas and the patient's own respiratory movements. 

Evidence of satisfactory construction was obtained from 
sources acceptable to the Council. It was emphasized that the 
devices are effective with patients whose spontaneous breathing 
is sufficiently fast and deep, and in addition is useful as an 
adjunct to manual artificial respiration, but is not adequate (and 
is not intended) for use in patients whose breathing is very slow 
or very shallow. The Council on Physical Medicine and Re¬ 
habilitation voted to include the Scott Demand Inhalators, 
Models A and B, in its list of accepted devices. 


AUDICON HEARING AIDS ACCEPTED 

Manufacturer: National Earphone Co., Inc., 
street, Newark 2, N. J. 

The Audicon Hearing Aids, Models 
tOO and 415, are electrical instruments 
,f conventional design and construc- 
ion. Excluding clips, switches, etc., 
hey measure 73 by 57. by 20 mm. 
iVith batteries they weigh 124 gm. 

Without batteries, cord or receiver 
hey weigh 76 gm. 

Evidence of satisfactory construc- 
ion and performance was obtained 
rom sources acceptable to the Coun¬ 
it, The Council on Physical Medicine 
ind Rehabilitation voted to include the 
ludicon Hearing Aids, Models 400 
md 415, in its list of accepted devices. 


20 Shipman 
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REPORT OF THE COUNCIL 

The Council on Physical Medicine and Rehabilitation has 
authorized publication of the following report. 

The Council wishes to express its appreciation for the valu¬ 
able cooperation of the Advisory Committee on Audiometers 
and Hearing Aids for its expert services. The Committee mem¬ 
bers are Drs. Gordon Berry, Richard K. Cook, Hailowell Davis, 
Kenneth M. Day, Edmund P. Fowler, Isaac H. Jones, Dean M. 
Lierle, M. H. Lurie, Douglas Macfarlan, and C. Stewart Nash. 

Howard A. Carter, Secretary. 

HEARING AIDS AND ADVERTISING 

The modern hearing aid is a triumph of electronic and acous¬ 
tical engineering and Yankee ingenuity. Manufacturers of 
hearing aids are to be congratulated on their success. Elec¬ 
tronically the modern hearing aid is essentially a small public 
address system except for size and weight. A hearing aid with 
batteries weighs as little as 5 to 10 oz., whereas a public address 
system may weigh as much as 25 to 50 lb. Many of the com¬ 
ponent parts of all makes of hearing aids are obtained from 
the same suppliers. One hearing aid manufacturer makes some 
of its vacuum tubes but in general the manufacturers buy them 
from one source. One manufacturer uses an electromagnetic 
microphone but most of the microphones are of the crystal type. 
The resistors, capacitors and other circuit components come 
from several sources and are similar to products used in other 
electronic instruments and devices. The outside case which 
houses the chassis is distinctive for each manufacturer and there 
are usually differences in the circuits that are employed. The 
modern electrical hearing aid is truly a significant achievement 
when one realizes that it has been less than 75 years since Bel! 
invented the telephone. 

Although the statistics are not clear, probably three million 
persons in the United States are sufficiently hard-of-hearing to 
need either hearing aids or lip reading or both. On the other 
hand, probably only 800,000 to one million hard-of-hearing 
individuals are willing to wear a hearing aid. The other two 
million are potential customers for hearing aids, and the manu¬ 
facturers vie with one another to obtain their patronage. It also 
appears that these two million, if the estimate is correct, are not 
much interested in acquiring hearing aids. They probably have 
several reasons for not getting one. Three of these reasons are: 
I. A sense of pride and a desire to conceal their hearing handi¬ 
cap. 2. They have a hearing defect which is not materially 
assisted by a hearing aid. 3. The first cost is too great. 

It has not been many years since deafness and impairment 
of hearing occasioned ridicule and derisive laughter. The use 
of the old-fashioned trumpet provoked amusement, and some 
regarded the condition as a prelude to imbecility or senility. 
Therefore, it is little wonder that manufacturers of hearing aids 
today, bent on marketing their wares, make use of advertising 
with claims, sometimes implicit, often explicit, that “nothing 
shows," that “one’s hearing is hidden,” and that nothing is car¬ 
ried around that will reveal a handicapping hearing loss. 

In the opinion of the Advisory Committee on Audiometers 
and Hearing Aids, this attitude is not a healthy one and can 
only lead to false hopes on the part of the prospective hearing 
aid wearer and to disappointment and bitterness which further 
handicap the hard-of-hearing person. 

Advertising is for the purpose of announcing to the world 
that a manufacturer or dealer has a product or service to sell. 
In the words of the late Dr. Glenn Frank, “Advertising is the 
spark plug of industry.” Advertising is also an educational 
medium. When advertising is used in its most ethical and com¬ 
mendable manner, it is an excellent educational medium. Thus 
publicity and propaganda can be used for good. But they can 
be used for evil too. The hearing aid industry is a highly com¬ 
petitive field and the method employed by most manufacturers 
to market hearing aids is through a dealer. The industry is de¬ 


pendent on the number of leads of prospective purchasers who 
can be reached. There seems to be a certain combination of 
credulity and optimism in the hard-of-hearing person, and, when 
alluring claims are made about secrecy and invisibility, these 
hard-of-hearing persons', eager to hear again and to satisfy their 
vanity, will answer but will be disappointed on learning of the 
deception. Even if the salesman is fortunate enough to sell an 
instrument, the hard-of-hearing individual will feel that he 
has been ensnared and misled. 

During the last year or two, the Council has noted such 
phraseology as the following in advertising for various hearing 
aids: 

“a fabulous new electronic ear which miraculously conceals 
deafness”; “no button in the ear”; “hide your deafness”; “you 
can hear better, farther and more clearly”; “the world's small¬ 
est hearing aid”; “the new invisible hearing aid”; “a new hear¬ 
ing aid is small, powerful and invisible”; “a revolutionary type 
of hearing aid”; “no batteries, no wires, it really is invisible”; 
“new miracle electronic ear hides deafness”; “let me show you 
how you can hear invisibly”; “you understand everything you 
hear”; “world’s finest, smartest and smallest hearing aid”; “hear 
in secret.” 

The Council on Physical Medicine and Rehabilitation and 
its Advisory Committee on Audiometers and Hearing Aids must 
regard such cliches as misleading and unwarranted. The alleged 
concealment may amount only to the substitution of a flesh- 
colored tube for a wire. 

The Council realizes that if manufacturers are to prosper in 
business they must sell hearing aids and encourage those who 
need hearing aids to buy them. However, the Council feels that 
misleading methods of persuading people to buy wilt not help 
but will have a tendency to pull down the level of integrity 
of the industry, and will strengthen the resistance that already 
exists in the minds of many hard-of-hearing individuals against 
buying the instruments. 

The Council on Physical Medicine and Rehabilitation and its 
Advisory Committee on Audiometers and Hearing Aids believe 
that a great deal of misleading advertising and undesirable 
promotional activity can be remedied by a strong trade organi¬ 
zation of the hearing aid manufacturers. Such an organization 
does exist, but it is new and is having its growing pains. Several 
years ago, Fair Trade Practices Codes for the Hearing Aid In¬ 
dustry were promulgated by the Federal Trade Commission. 
The general principles' laid down in the codes would probably 
eliminate ail or most of the advertising abuses if the manufac¬ 
turers and dealers would pay more attention to them. The Na¬ 
tional Better Business Bureau is now working on a set of 
standards in cooperation with the American Hearing Aid 
Association. 

The development of the truly effective hearing aids of the 
present day proved to be the most powerful factor in bringing 
about the virtual disappearance of quack devices from the 
market. In the same way it is to be hoped that the development 
of a more rational attitude on the part of the public toward 
hearing aids may bring about the disappearance of dishonest 
advertising. When people come to regard hearing aids as they 
now regard spectacles, there will be even less excuse than there 
is now for promotion by misrepresentation, and a hard-of-hear¬ 
ing person denied a hearing aid will complain as vehemently as 
would a myopic person denied spectacles. Some of the adver¬ 
tising in the past has made the hard-of-hearing person unde¬ 
niably a victim and a dupe; a campaign of informative, educa¬ 
tional advertising can put him in his rightful place as an intel¬ 
ligent person promptly availing himself of the latest products 
of modern electroacoustic laboratories. 

The Council and its Advisory Committee will from time to 
time publish articles to call attention to misleading and unwar¬ 
ranted advertising of hearing aids. It will also continue its policy 
of recognizing well-made, ethically promoted hearing aids by 
publishing a list of instruments found acceptable. 
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which in turn was attached to the jug and tubing. Pressure was 
applied for exactly two minutes in most cases. If the 2 cc. of 
material was completely dispensed before two minutes had 
elapsed, the time was recorded. The nebulizers then were re¬ 
weighed and measured in grams. A flow meter was placed at 
the end of the system where the nebulizer had been and pres¬ 
sure applied, both with and without the nebulizer in place. Flow 
in liters per minute with the nebulizer in place was recorded. 

RESULTS 

It was found that the amount of medication delivered 
by the vacuum cleaner apparatus was not so great as that 
released in an equal time when air pressure or oxygen 
was used. However, a clinically acceptable stream of mist 
was delivered by the nebulizers when attached to the 
vacuum cleaner apparatus. The aerosol material released 
by oxygen or air pressure was about four times as great 
as that yielded from vacuum cleaner pressure. This, how¬ 
ever, is not discouraging because aerosolization by oxy¬ 
gen pressure usually is not conducted at 8 liters per 
minute, but more likely at between 4 and 6 liters per 
minute. Furthermore, a considerable quantity of the 
material nebulized by air or oxygen is wasted no matter 
how it is dispensed. 

SUMMARY 

The prolonged use of nebulized medication has neces¬ 
sitated the development of some way in which aerosoliza¬ 
tion can be carried on in the patient’s home. It has been 
shown that a nebulizer will dispense, by aerosol, medica¬ 
ments such as penicillin and various sympathomimetic 
amines when attached to most modern models of vacuum 
cleaner in the manner outlined. 

ADDENDUM 

The continued use of penicillin by inhalation over a 
long period of time may result in sore throat or irritation 
if given in too strong a concentration. We have found 
that penicillin when given by aerosol should be made 
from crystalline penicillin and should be administered in 
concentration usually no greater than 20,000 units per 
cubic centimeter. As a rule patients tolerate this strength 
of medication well. 


Role of Drugs in Plant Economy.—Another important field for 
future research, and one as yet almost unexplored, is the study 
of the way in which drugs are formed in plants and the function 
they fulfil in the economy of the plants in which they are found. 
It is a remarkable fact that, for almost every one of the numer¬ 
ous vegetable drugs in use today, there is no convincing ex¬ 
planation of their presence in the plant. The importance of 
quinine to the cinchona tree or of morphine to the poppy, for 
example, are complete mysteries. It is possible that some of the 
poisonous or obnoxious substances are a form of protection 
against grazing animals or the ravages of destructive insects 
and other pests. It is possible, too, that some drugs result from 
the combination of waste products formed in the vital processes 
of the plant, and represent a method of inactivating substances 
which might otherwise be harmful. Yet such explanations have 
little to commend them except plausibility; the factual evidence 
is scanty indeed. Information on these points is valuable, not 
only for its own sake, but also because any added understand¬ 
ing of the metabolic processes of plants may prove of great 
importance in solving outstanding agricultural problems.—T. I. 
Williams, D. Phil., Drugs from Plants, London, Sigma Books 
Limited, 1947. 
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SCOTT DEMAND INHALATORS ACCEPTED 

Manufacturer: Scott Aviation Corporation, 207 Erie Street 
Lancaster, N. Y. ’ 

The Scott Demand Inhalators, Models A and B, are portable 
devices with face masks for controlling the administration of 
oxygen to patients from tanks of the compressed gas. As they 
are ordinarily applied, with the mask over the patient’s face, the 
oxygen flows at any rate “demanded” by the patient, and (in 
the words of the manufacturer) “there is no interference with, 
nor any tendency to influence, the natural respiratory cycle.' 1 
If greater assistance seems necessary, the pressing of a button 
starts a continuous flow of oxygen at slight positive pressure. 
If the supply of oxygen is depleted, a safety valve opens auto¬ 
matically and substitutes air for oxygen. 

Model A is the lighter form of the apparatus, consisting essen¬ 
tially of the gauge assembly, the regulator proper, the connect¬ 
ing tube, and the mask. It weighs 2.6 kg. (5% lb.); for shipment 

it makes a package measur¬ 
ing 16 by 20 by 51 cm. (6 
by 8 by 20 in.) and weigh¬ 
ing 3.6 kg. (8 lb.). The 
foreign shipping weight 
(with wood shipping case) 
is 8.1 kg. (18 lb.). 

Model B, with carrying 
case, is the heavier form. 
It measures 20 by 30.5 by 
56 cm. (8 by 12 by 22 in.), 
and weighs 13 kg. (28% 
lb.). For shipment it makes 
a package measuring 35.6 by 25.4 by 61 cm. (14 by 10 by 24 
in.) and weighing 22 kg. (48 lb.). The foreign shipping weight is 
30 kg. (66 lb.). Motive power is simply that of the compressed 
gas and the patient’s own respiratory movements. 

Evidence of satisfactory construction was obtained from 
sources acceptable to the Council. It was emphasized that the 
devices are effective with patients whose spontaneous breathing 
is sufficiently fast and deep, and in addition is useful as an 
adjunct to manual artificial respiration, but is not adequate (and 
is not intended) for use in patients whose breathing is very slow 
or very shallow. The Council on Physical Medicine and Re¬ 
habilitation voted to include the Scott Demand Inhalators, 
Models A and B, in its list of accepted devices. 



Scott Demand Inhalator 


AUDICON HEARING AIDS ACCEPTED 

Manufacturer: National Earphone Co., Inc., 20 Shipman 


Street, Newark 2, N. J. 

The Audicon Hearing Aids, Models 
400 and 415, are electrical instruments 
of conventional design and construc¬ 
tion. Excluding clips, switches, etc., 
they measure 73 by 57 by 20 mm. 
With batteries they weigh 124 gm. 
Without batteries, cord or receiver 

they weigh 76 gm. 

Evidence of satisfactory construc¬ 
tion and performance was obtained 
from sources acceptable to the Coun¬ 
cil. The Council on Physical Medicine 
and Rehabilitation voted to include the 
Audicon Hearing Aids, Models 400 
and 415, in its list of accepted devices. 
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REPORT OF THE COUNCIL 

The Council on Physical Medicine and Rehabilitation has 
authorized publication of the following report. 

The Council wishes to express its appreciation for the valu¬ 
able cooperation of the Advisory Committee on Audiometers 
and Hearing Aids for its expert services. The Committee mem¬ 
bers are Drs. Gordon Berry, Richard K. Cook, Hallowell Davis, 
Kenneth M. Day, Edmund P. Fowler, Isaac H. Jones, Dean M. 
Lierle, M. H. Lurie, Douglas Macfarlan, and C. Stewart Nash. 

Howard A. Carter, Secretary- 

HEARING aids and advertising 

The modem bearing aid is a triumph of electronic and acous¬ 
tical engineering and Yankee ingenuity. Manufacturers of 
hearing aids are to be congratulated on their success. Elec¬ 
tronically the modern hearing aid is essentially a small public 
address system except for size and weight. A hearing aid with 
batteries weighs as little as 5 to 10 oz., whereas a public address 
system may weigh as much as 25 to 50 lb. Many of the com¬ 
ponent parts of all makes of hearing aids are obtained from 
the same suppliers. One hearing aid manufacturer makes some 
of its vacuum tubes but in general the manufacturers buy them 
from one source. One manufacturer uses an electromagnetic 
microphone but most of the microphones are of the crystal type. 
The resistors, capacitors and other circuit components come 
from several sources and are similar to products used in other 
electronic instruments and devices. The outside case which 
houses the chassis is distinctive for each manufacturer and there 
are usually differences in the circuits that are employed. The 
modern electrical hearing aid is truly a significant achievement 
when one realizes that it has been less than 75 years since Bell 
invented the telephone. 

Although the statistics are not clear, probably three million 
persons in the United States are sufficiently hard-of-hearing to 
need either hearing aids or lip reading or both. On the other 
hand, probably only 800,000 to one million hard-of-hearing 
individuals are willing to wear a hearing aid. The other two 
million are potential customers for hearing aids, and the manu¬ 
facturers vie with one another to obtain their patronage. It also 
appears that these two million, if the estimate is correct, are not 
much interested in acquiring hearing aids. They probably have 
several reasons for not getting one. Three of these reasons are: 
1. A sense of pride and a desire to conceal their hearing handi¬ 
cap. 2. They have a hearing defect which is not materially 
assisted by a hearing aid. 3. The first cost is too great. 

It has not been many years since deafness and impairment 
of hearing occasioned ridicule and derisive laughter. The use 
of the old-fashioned trumpet provoked amusement, and some 
regarded the condition as a prelude to imbecility or senility. 
Therefore, it is little wonder that manufacturers of hearing aids 
today, bent on marketing their wares, make use of advertising 
with claims, sometimes implicit, often explicit, that “nothing 
shows,’ that “one’s hearing is hidden,” and that nothing is car¬ 
ried around that will reveal a handicapping hearing loss. 

In the opinion of the Advisory Committee on Audiometers 
and Hearing Aids, this attitude is not a healthy one and can 
only lead to false hopes on the part of the prospective hearing 
ai wearer an'd to disappointment and bitterness which further 
handicap the hard-of-hearing person. 

Advertising is for the purpose of announcing to the world 
i a *i, a manutactuier or dealer has a product or service to sell. 

n t e words of the late Dr. Glenn Frank, “Advertising is the 
spar- plug 0 f industry.” Advertising is also an educational 
me mm. When advertising is used in its most ethical and com- 
men able manner, it is an excellent educational medium. Thus 
pu icity and propaganda can be used for good. But they can 
nptv C fi °, r , eVl1100 ‘ faring aid industry is a highly com- 
, * u an - < * met ted employed by most manufacturers 

mar et hearing aids is through a dealer. The industry is de¬ 


pendent on the number of leads of prospective purchasers who 
can be reached. There seems to be a certain combination of 
credulity and optimism in the hard-of-hearing person, and, when 
alluring claims are made about secrecy and invisibility, these 
hard-of-hearing persons', eager to hear again and to satisfy their 
vanity, will answer but will be disappointed on learning of the 
deception. Even if the salesman is fortunate enough to sell an 
instrument, the hard-of-hearing individual will feel that he 
has been ensnared and misled. 

During the last year or two, the Council has noted such 
phraseology as the following in advertising for various hearing 
aids: 

“a fabulous new electronic ear which miraculously conceals 
deafness”; “no button in the ear”; “hide your deafness”; “you 
can hear better, farther and more clearly”; “the world’s small¬ 
est hearing aid”; “the new invisible bearing aid”; “a new hear¬ 
ing aid is small, powerful and invisible”; “a revolutionary type 
of hearing aid”; “no batteries, no wires, it really is invisible”; 
“new miracle electronic ear hides deafness”; “let me show you 
how you can hear invisibly”; “you understand everything you 
hear”; “world’s finest, smartest and smallest hearing aid”; “hear 
in secret.” 

The Council on Physical Medicine and Rehabilitation and 
its Advisory Committee on Audiometers and Hearing Aids must 
regard such cliches as misleading and unwarranted. The alleged 
concealment may amount only to the substitution of a flesh- 
colored tube for a wire. 

The Council realizes that if manufacturers are to prosper in 
business they must sell hearing aids and encourage those who 
need hearing aids to buy them. However, the Council feels that 
misleading methods of persuading people to buy will not help 
but will have a tendency to pull down the level of integrity 
of the industry, and will strengthen the resistance that already 
exists in the minds of many hard-of-hearing individuals against 
buying the instruments. 

The Council on Physical Medicine and Rehabilitation and its 
Advisory Committee on Audiometers and Hearing Aids believe 
that a great deal of misleading advertising and undesirable 
promotional activity can be remedied by a strong trade organi¬ 
zation of the hearing aid manufacturers. Such an organization 
does exist, but it is new and is having its growing pains. Several 
years ago, Fair Trade Practices Codes for the Hearing Aid In¬ 
dustry were promulgated by the Federal Trade Commission. 
The general principles'laid down in the codes would probably 
eliminate ali or most of the advertising abuses if the manufac¬ 
turers and dealers would pay more attention to them. The Na¬ 
tional Better Business Bureau is now working on a set of 
standards in cooperation with the American Hearing Aid 
Association. 

The development of the truly effective hearing aids of the 
present day proved to be the most powerful factor in bringing 
about the virtual disappearance of quack devices from the 
market. In the same way it is to be hoped that the development 
of a more rational attitude on the part of the public toward 
hearing aids may bring about the disappearance of dishonest 
advertising. When people come to regard hearing aids as they 
now regard spectacles, there will be even iess excuse than there 
is now for promotion by misrepresentation, and a hard-of-hear¬ 
ing person denied a hearing aid will complain as vehemently as 
would a myopic person denied spectacles. Some of the adver¬ 
tising in the past has made the hard-of-hearing person unde¬ 
niably a victim and a dupe; a campaign of informative, educa¬ 
tional advertising can put him in his rightful place as an intel¬ 
ligent person promptly availing himself of the latest products 
of modern electroacoustic laboratories. 

The Council and its Advisory Committee will from time to 
time publish articles to cali attention to misleading and unwar¬ 
ranted advertising of bearing aids. It will also continue its policy 
of recognizing well-made, ethically promoted hearing aids by 
publishing a list of instruments found acceptable. 
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PREVENTION OF CHRONIC DISEASE 

The recent National Conference on Preventive Aspects 
of Chronic Disease, 1 2 convened by the Commission on 
Chronic Illness, demonstrated remarkable enthusiasm 
on the part of many national agencies and persons repre¬ 
senting different professional fields, for working together 
on what has been aptly termed the common denominator 
aspects of chronic illness. Prevention, including the de¬ 
tection of asymptomatic chronic disease, is one such 
common denominator, because many chronic diseases 
have common causative factors or common causative 
settings, such as genetic factors, nutritional disturbances, 
emotional and environmental stress, and occupational 
causes. The conference represented a concentrated, con¬ 
certed effort to explore avenues for more effective 
application of what is already known regarding the 
prevention of the major chronic diseases through control 
of known etiologic factors and through treatment of the 
earliest identifiable stages of these diseases. The final 
reports of the 12 working committees of the conference 
have now been prepared and sent to the conference 
participants. The commission has announced that a 
summary and a complete transcription of the conference 
proceedings and reports will be published. 

A review of these reports reveals much thoughtful 
comment and many recommendations which deserve 
careful attention. In view of the current controversy over 
“screening,” particularly “multiple screening,” as a de¬ 
tection technique, the reports of two committees of the 
conference—on evaluation of detection and on detection 
in private practice—may be singled out as examples of 
the conference deliberations. 

The Committee on Evaluation of Detection begins its 
report by defining screening tests as “procedures which 
sort out those who probably have abnormalities from 
those who probably do not.” A complete periodic physi¬ 
cal examination for every person is considered imprac¬ 
ticable because of its expense and the limited number of 
physicians; therefore, rapid, inexpensive screening meas¬ 
ures are needed. Their primary purpose is to bring 
persons with disease to physicians at an earlier stage 
than would otherwise be true. Although many such tests 


1. National Conference on Chronic Disease: Preventive Aspects, Chi- 
cago, March 12-14, 195/. 

2, Levin, M. L.: The Detection of Chronic Disease, presented at the 
Annual Meeting of the National Tuberculosis Association, Cincinnati, 
May 17, 1951. 


are now available, there is urgent need for their evalua¬ 
tion, with respect to the following criteria: 1. Reliability; 
How consistent are the results obtained by different 
techniques, at different times and under ordinary “field” 
conditions? 2. Validity: How often is the test right as 
determined by some final diagnostic process? 3. Yield: 
How many previously known and how many unknown 
cases are discovered by the tests? 4. Cost: What is the 
cost per test or per case found, in money and professional 
time? 5. Acceptance: How acceptable is the procedure 
to the public, the profession and to community agencies? 
The report stresses the need for insuring follow-up by 
physicians on presumptive “positives” but warns against 
unduly increasing the case-load on physicians through 
too extensive a screening program. The committee em¬ 
phasizes the importance of evaluating emotional and 
psychological concomitants of the screening procedure 
and urges further study of this subject. Other points con¬ 
sidered in need of special investigation are (1) how often 
screening tests should be repeated, (2) the effects of 
multiple screening projects on single screening programs, 
and (3) the practical limits of validity required for each 
disease and screening test, taking into account the preva¬ 
lence and incidence of the disease, the expense of carry¬ 
ing out definitive diagnostic procedures and the psycho¬ 
logical hazards involved, for example, in falsely indicat¬ 
ing the possible presence of cancer. 

The Committee on Detection in Private Practice dis¬ 
tinguishes between detection and screening by terming 
the latter the “presumptive,” rather than the definitive, 
“identification of ordinarily unrecognized disease.” Im¬ 
portant chronic diseases which can be detected at an 
early or “latent” stage are certain forms of cancer, cer¬ 
tain forms of heart disease, (congenital, rheumatic, 
syphilitic), hypertension, malnutrition, obesity, visual 
defects, glaucoma, hearing defects, epilepsy, syphilis, 
diabetes, and pulmonary tuberculosis. The committee 
warns that detection of latent disease may have undesir¬ 
able psychological effects if not carefully handled to 
insure that the patient does not exaggerate or mis¬ 
interpret its significance. The committee’s chief recom¬ 
mendation is that all physicians carry out detection in 
their own offices by utilizing the following procedures: 
(I) history, (2) physical examination, and (3) labora¬ 
tory tests. However, recognizing the serious practical 
limitations to this recommendation, the committee sug¬ 
gests that mass screening tests be made available to physi¬ 
cians, as a service to which they may refer their patients. 
The committee listed 16 procedures or tests that could 
be incorporated into such a program. 

These reports call attention to the fact that screening 
and detection, with some notable exceptions (such as 
chest x-ray on hospital admission), have been advocated 
largely with reference to the nonpatient population, and 
thus out of the normal physician-patient relationship. 
Although all “positive” cases are referred for final diag¬ 
nosis to a physician, this attempt to establish a patient- 
physician relationship often fads. In view of the probably 
much higher “yield” of detection procedures when 
applied to persons who are already seeking medical care, 
Levin * has suggested that greater effort and attention be 
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expended on this type of detection, which may be termed 
“clinical detection,” in addition to the nonclinical 
variety. Whiie the value of case-finding among persons 
who are not under medical care is not questioned, it is 
probable that greater concentration for this purpose on 
persons who seek medical care would yield greater divi¬ 
dends in the prevention and control of chronic disease. 


THE BARUCH COMMITTEE ACHIEVES 
ITS GOALS 

The announcement, on May 26, that the Baruch Com¬ 
mittee on Physical Medicine and Rehabilitation had at¬ 
tained its objectives and was discontinuing its activities 
offered a magnificent example of the manner in which a 
voluntary effort toward the advancement of an impor¬ 
tant phase of medical practice can still be achieved in a 
free country by a willing group of workers. In this 
instance, the generosity of one person, Mr. Bernard M. 
Baruch, and the efforts of a group of medical scientists 
were responsible for extensive developments in the 
treatment of disease by physical agents and in the reha¬ 
bilitation of disabled persons. The members of the 
Baruch Committee include Dr. John F. Fulton, Yale 
University; Dr. Charles G. Heyd, Columbia University; 
Dr. Andrew C. Ivy, University of Illinois; Dr. Frank H. 
Krusen, University of Minnesota (chairman); Dr. 
Chauncey D. Leake, University of Texas; Dr. Frank R. 
Ober, Harvard University; Dr. Winfred Overholser, St. 
Elizabeths Hospital, Washington, D. C.; Dr. Howard A. 
Rusk, New York University; Dr. Alfred R. Shands Jr., 
Alfred I. duPont Hospital for Crippled Children, Wil¬ 
mington, Del.; Dr. Francis O. Schmitt, Massachusetts 
Institute of Technology; Dr. William S. Tilled, New 
York University, and Dr. Arthur L. Watkins, Harvard 
University. It is gratifying to note that Mr. Baruch’s 
support of this new branch of medical practice will con¬ 
tinue and that he has stated it will be his object to make 
further grants “to those who undertake the work with 
enthusiasm and beneficial results.” 

The activities of the Baruch Committee have been 
largely instrumental in bringing about (1) a marked 
increase in the teaching of physical medicine and rehabili¬ 
tation in the medical schools of America, (2) an exten¬ 
sive increase in the number of residencies in physical 
medicine and rehabilitation, (3) advances in the rehabili¬ 
tation of many thousands of wounded soldiers and 
sailors as well as still greater numbers of persons injured 
in civilian life, (4) recognition of the medical specialty 
of physical medicine and rehabilitation, (5) establish¬ 
ment of a new Section on Physical Medicine and Re¬ 
habilitation in the American Medical Association, (6) 
organization of an American Board of Physical Medicine 
and Rehabilitation to certify qualified specialists in the 
field, (7) stimulation of the establishment of community 
rehabilitation centers throughout the country, (8) clari¬ 
fication of the standards for determination of physical 
fitness of the workers of the nation, and (9) improve¬ 
ments in the teaching of medical physics. 

One of the leading medical educators in this country 
commented: “Certainly I do not think that, in this coun¬ 


try, any similar effort in medicine has achieved so great 
a degree of success in so short a period of time.” Dr. 
Frank H. Krusen, chairman of the committee, assuredly 
was justified in stating, when he thanked his associates, 
“Mr. Baruch’s generosity and your labors have been 
humanitarian contributions of tremendous magnitude 
toward the welfare of our democracy.” 

The success of this project is of especial significance 
at this particular time, when various leaders of medi¬ 
cine, education, statesmanship, and industry are em¬ 
barking on a similar private enterprise in aid to medical 
education by establishing the National Fund for Medical 
Education. The successful completion of the work of the 
Baruch Committee presents definite proof of the fact 
that it is still possible to obtain significant advances in 
medical practice, teaching, and research in the voluntary 
American way. If the generosity of one philanthropist 
and the efforts of a relatively small group of medical 
scientists can accomplish so much, all who are inter¬ 
ested in the free practice of medicine should look 
with assurance to the new National Fund for Medical 
Education, which has already received the generous 
financial support of many persons. Through the active 
efforts of medical scientists and others, it can achieve 
unlimited success. 


POSTPARTUM NECROSIS 
OF THE PITUITARY 

Simmonds 1 in 1914 described a man with clinical 
symptoms suggestive of hypopituitarism and postmortem 
lesions the essential feature of which was the destruction 
of the pituitary. The syndrome represented a condition 
of insufficiency of the anterior lobe of the pituitary. 
Conditions capable of causing necrosis of the pituitary 
consist of tumors, cysts, gumma, massive tuberculous 
necrosis, granulomas of unknown etiology, hypophysec- 
tomy and healed postpartum necrosis of the anterior 
lobe of the pituitary. 

Sheehan - described massive focal atrophy of the ante¬ 
rior pituitary, which occurs only in women and is nearly 
always of postpartum origin. The lesion is an ischemic 
necrosis similar in type to an infarct and occupying most 
of the anterior lobe. Sheehan reported 13 cases of fresh 
pituitary necrosis and one of healed pituitary necrosis 
observed in the course of two years at the Glasgow Royal 
Maternity and Women’s Hospital. The necrosis was 
found in patients who died at any time from 14 hours 
post partum onward. Hemorrhage and collapse at deliv¬ 
ery were present in all of his cases. According to Sheehan, 
the anterior pituitary hypertrophies normally during 
pregnancy to two or three times its normal size. The 
gland involutes rapidly during the puerperium. Pre¬ 
sumably there is a sudden reduction of the blood flow 
to the gland at about the time of delivery, owing to 
severe hemorrhage. If, in addition, there is a severe 


1 . Simmonds, M.: Uber Hypophystsschwund 
Deutsche mcd. Wchnschr. 401:322, 1914. 

2. Sheehan, H. L.: Post^Parlum Necrosis of 
Edinburgh M. J. i5 tr.: 13 (March) 1935 


mit todJichem Ausgang, 
the Anterior Pituitary, 
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general circulatory collapse, the blood flow to the an¬ 
terior pituitary may for a short time be reduced almost 
to nothing. This may cause thrombosis in the sinuses of 
the gland, which in turn may lead to necrosis of the 
tissue. 

Escamilla and Lisser 3 collected from the literature 
595 cases with “more or less suggestive” evidence of Sim- 
monds’ disease. The diagnosis was established both clin¬ 
ically and pathologically in 101. The occurrence of loss 
of weight, amenorrhea and a low basal metabolic rate in 
a woman whose symptoms date from postpartum hemor¬ 
rhage and collapse warrants, in their opinion, a clinical 
diagnosis of Simmonds’ disease. They emphasize the fre¬ 
quent confusion of Simmonds’ disease with anorexia 
nervosa. The latter usually occurs in young girls in the 
absence of a history of pregnancy. The condition not 
infrequently clears up with proper psychiatric and nutri¬ 
tional therapy. 

Sheehan 4 5 6 in 1949 reported on autopsies in 95 cases 
culled from the literature and considered by him as def¬ 
inite examples of chronic severe hypopituitarism. These 
cases presented severe chronic fibroid lesions of the an¬ 
terior pituitary, intracellular cysts and tumors and sur¬ 
gical hypophysectomies. The clinical symptoms and 
pathological lesions in these cases were compared with 
the various findings in 70 cases of clinical postpartum 
necrosis of the pituitary. Severe deficiency of the pitui¬ 
tary function is manifested clinically, according to 
Sheehan, by a syndrome made up of the following 
characteristics: in many cases a history of severe circula¬ 
tory collapse as result of hemorrhage and shock at a 
delivery; atrophy of the gonads and genital tract with 
complete amenorrhea; impotence and loss of libido; 
complete loss of pubic and axillary hair; absence of 
normal skin pigment; a typical flabby facies with thinning 
of the eyebrows and pallor; increased sensitivity to cold; 
weakness; mental torpidity with slow speech; a low basal 
metabolic rate; very low urinary excretion of 17-ketoste- 
roids; insulin sensitivity and hypoglycemia unrespon¬ 
siveness, and a tendency to spontaneous hypoglycemia 
and coma. Sheehan stresses that patients with hypo¬ 
pituitarism face the grave danger of a particular type of 
coma which is often fatal. 

Cook and co-workers^ in a recent publication, re¬ 
ported on seven cases of postpartum necrosis of the ante¬ 
rior pituitary observed at the university hospitals of the 
State University of Iowa during the period of 1935 to 
1950. The diagnosis in four was verified by autopsy. A 
history of collapse from severe hemorrhage during the 
last delivery was obtained in six. In five of the six cases 
with adequate history there was amenorrhea with com¬ 
plete loss of sexual function and libido. These authors 


3. Escamilla, R. F., and Lisser, H.: Simmonds' Disease: A Clinical 
Study with Review of the Literature; Differentiation from Anorexia Ner¬ 
vosa by Statistical Analysis of 595 Cases, 101 of Which Were Proved 
Pathologically, J. Clin. Endocrinol. 3 : 65 (Feb.) 1942. 

4 . Sheehan, H. L., and Summers, V. K.: The Syndrome of Hypo¬ 
pituitarism, Quart. J. Med. 1S:319 (Oct.) 1949. 

5. Cook, J. E.; Bean, W. B.; Franklin, M., and Embick, J. F.: Post¬ 
partum Necrosis of the Anterior Lobe of the Pituitary Gland: Sheehan's 
Disease, A. M. A. Arch. Int. Med. 87:517 (April) 1951. 

6. Knowlton, A. I.; Jailer. J. W.; Hamilton, H. f and West, R.: Effects 
of Pituitary Adrenocorticotrophic Hormone (ACTH) in Panhypopituitarism 
of Lone-Standing and in Myxedema, Am. J. Med. 8*269 (March) 1950. 

1. McKee, A- P.: J. Immunol. 66: 150 (Feb.) 1951. 
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point out that, while anorexia may develop, it is not an 
important symptom and is never as extreme as in ano¬ 
rexia nervosa. They also stress the observation made pre¬ 
viously by Sheehan, that cachexia and emaciation are not 
commonly seen in Simmonds’ disease. 

The treatment of anterior pituitary necrosis has thus 
far been disappointing. A replacement of the hormonal 
secretions with anterior pituitary extracts has not been 
efficacious. Knowlton 0 reports only “minima! changes” 
in a patient with long-standing hypopituitarism who was 
given corticotrophin (ACTH) during 10 days. Cook 
and his co-workers report good response in one patient 
from small doses of cortisone supplemented by high 
sodium chloride dietetic intake and thyroid medication. 
The role of both corticotrophin and cortisone in the 
treatment of pituitary insufficiency has not yet been de¬ 
termined. The best treatment so far seems to be pro¬ 
phylaxis, with better recognition and correction of the 
complications of pregnancy that lead to collapse during 
delivery. 


NONTOXIC INFLUENZA VACCINE 


McKee, 1 of the University of Iowa department of 
bacteriology, reports the production of a nontoxic variant 
of influenza A virus, with immunizing properties superior 
to those of routine toxic influenza A virus. The virus 
used in this study was originally isolated from the 1943 
outbreak in Iowa City and had been passed repeatedly 
in chick embryos but had never been in mice. Two meth¬ 
ods of subculture were adopted. By the first method, 0.5 
cc. of freshly harvested undiluted allantoic fluid (hemag¬ 
glutination titer 1:6,400) was inoculated into the al¬ 
lantoic sac of a 11 day old chick embryo. By the second 
method similar inoculation was made with a 1:10,000 
dilution of the same fluid. All inoculums contained 500 
units per cubic centimeter of pencillin and streptomycin. 

After 24 to 48 hours of incubation at 37 C., the hemag- 


lutination titer was the same (1:6,400) in both series, 
he two series, however, differed widely in mouse tox- 
:ity. After the use of the dilute inoculum, the virus le¬ 
aned its original pathogenicity, almost invariably killing 
tice in two to three days followng intranasal injection, 
ith autopsy showing almost complete pulmonary con- 
didation. After use of the undiluted inoculum, the virus 
as nonpathogenic, few if any symptoms being shown on 
itranasal inoculation in mice, whose lungs almost m- 
iriably were free from demonstrable lesions. 

Used as primary vaccines in mice, the two viruses 
imulate the production of almost identical antibody 
ters. As booster vaccines, however, the nontoxic variant 
twice as effective as the toxic culture. In a typical ex- 
>riment the antibody level (hemagglutmation-mhibi- 
m) rose to 5,120 units after a toxic booster inoculation 
id to 10 , 24 o'units after a nontoxic inoculation. 
Clinical tests were made on 200 student volunteers, 
ach was given 1 cc. of formalized virus subcutaneously, 
wo weeks later, the antibody titer had risen toanaver- 
, e of 3,667 units after the toxic injection and to 5,216 
fits after the nontoxic injection. Twenty per cent of e 
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100 students given the toxic vaccine had reactions such 
as general malaise, muscular aches, headache, or fever. 
Of°the 100 students given the nontoxic virus, only 5% 
experienced similar discomforts. Marked reduction in 
the toxicity of the influenza virus following large inocu¬ 
lums into chick embryos was previously reported by 
Kempf and Harkness 2 of the University of Illinois. 

MEETING OF THE SUBCOMMITTEE ON 
STEROIDS AND CANCER 

The recently concluded two-day meeting of the Sub¬ 
committee on Steroids and Cancer at American Medical 
Association Headquarters demonstrated that the collabo¬ 
rative study sponsored by the Subcommittee has evolved 
into an efficient reliable method for evaluating cancer 
therapy. Criteria for selecting cases of mammary cancer 
to be treated with the hormones, recommendations for 
optimum dosage schedules, and delineation of the advan¬ 
tages and shortcomings of this form of therapy have 
evolved as a result of the study, which was begun four 
years ago. The Subcommittee on Steroids and Cancer is 
a subcommittee of the Committee on Research of the 
Council on Pharmacy and Chemistry. At this year’s 
sessions, 64 assembled oncologists initially heard an 
analysis of the pooled results of their reports to the Com¬ 
mittee on Research and then engaged in panel discussion 
of the mechanism of action of the steroid hormones in 
mammary cancer. On the second day, the influence of 
the steroid hormones on neoplasms of the genitourinary 
tract and bone and newer developments in cancer re¬ 
search and therapy were discussed. 

Review of the proceedings indicates that the role of 
the androgens and estrogens in the treatment of mam¬ 
mary carcinoma has been thoroughly assessed; therefore, 
widening of the scope of investigation to seek new cancer- 
inhibiting agents and new fields of application of the 
hormones seems desirable. Equivocal results were re¬ 
ported in hormone therapy of cancer of the cervix, endo¬ 
metrium, and ovary. More extensive study and analysis 
of pooled results are required before an opinion can be 
formed of the value of this therapy. 

In addition to the sex steroids, cortisone and cortico- 
trophin (ACTH) were tested in terminal cases of various 
types of nebplasia. These agents allay pain and induce 
a feeling of well-being but do not alter the course of the 
disease. In several cases, despite the subjective response 
and improved appearance of the patient, there was evi¬ 
dence of more rapid spread of the neoplasm and autopsy 
later even revealed that the spleen was riddled with 
metastases. 

Tracer studies with radioactive estrogen in mammary 
cancer showed higher concentration of radioactivity in 
the involved breast tissue than in random samples from 
other tissues. Attempts at total pituitary inhibition by 
irradiation were unsuccessful as evidenced by 17-keto- 
stcroid excretion, the corticotrophin and epinephrine 
tests, radioactive iodine up-take, basal metabolic rate, 
and gonadotropic assay. In another series, similarly 
treated, amenorrhea developed in several patients. 


Total adrenalectomy was advocated to control in¬ 
creased adrenal androgen excretion in patients with pros¬ 
tatic cancer who had had prior orchectomy and estro¬ 
genic therapy. This may be a feasible procedure, since 
adequate adrenocortical substitution therapy is now 
available. The resultant cessation of androgen excretion 
may permit a longer period of control of the lesion. 

Of diagnostic and prognostic importance was a report 
concerning variation in blood serum levels of the two 
antiproteases (antichymotrypsin and antirennin) in nor¬ 
mal subjects and in cancer patients. Normal values range 
up to 5 West units for antichymotrypsin and above 5 
units for antirennin. In cancer patients, these values tend 
to reverse, the antirennin titer dropping below, and the 
antichymotrypsin titer rising above, 5 units. The patient’s 
response to therapy may be judged by rise in antirennin 
and fall in antichymotrypsin titer. These investigations 
of enzyme systems are merely preliminary and require 
tests in other chronic diseases, but they may disclose 
something of the nature of fundamental cancer-inhibiting 
mechanisms. 

The investigators and the subcommittee are to be com¬ 
mended for their zeal and enthusiasm in pursuing these 
studies. They have not only established a pattern for 
future investigations of fundamental medical problems 
but also have demonstrated the ability of physicians to 
carry on a voluntarycooperative, scientific research 
project during peacetime. 

A complete transcript of the proceedings of the Sec¬ 
ond Spring Conference on Steroid Hormones and Mam¬ 
mary Cancer will be published in a limited edition for 
distribution to the investigators and other interested 
persons. 


CONTRIBUTIONS TO FOUNDATION 
DEDUCTIBLE 

At the time the American Medical Education Founda¬ 
tion was established, application was made to the Com¬ 
missioner of Internal Revenue requesting that he declare 
the Foundation exempt from federal income tax, on the 
basis that it is a corporation organized and operated ex¬ 
clusively for educational purposes. This application has 
now been acted upon, and the Commissioner has ruled 
that the Foundation is exempt from federal income tax 
under Provision 101 (6) of the Internal Revenue Code 
for the year 1951. This ruling means that contributions 
received by the Foundation in 1951 are deductible by the 
donors in computing their taxable net income in the man¬ 
ner and to the extent provided by Section 23 (o) and (q) 
of the Code. 

This prompt ruling by the Commissioner should stimu- • 
late further support of the Foundation, since contributors 
are now assured that their contributions are deductible. 
Physicians desiring to make a donation to the Foundation 
will find a convenient contribution form included in the 
Foundation’s announcement on pages 28 and 29 in the 
advertising section of this issue of The Journal. 

2. Kempf, J. E., 3nd Haifcness, E. T.: Proc. Soc. Expcr. Biol. & Med. 

<5: SO (Oci.) 1950. 
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THE WORLD MEDICAL ASSOCIATION—MEETING 
OF THE COUNCIL IN GENEVA 

The Council of The World Medical Association held its mid¬ 
year session at Geneva, Switzerland, April 29 to May 6, 1951. 
The council, which is the governing body of the association be¬ 
tween sessions of the General Assembly, meets twice a year. 
There are 12 nations represented in the membership of the 
council. 

One of the most important events of the meeting was a two- 
day conference between officials of The World Medical Asso¬ 
ciation and officials of the World Health Organization. This 
conference consisted of an informal exchange of views on im¬ 
portant problems of mutual interest. 

The topics covered by the discussions included the possibility 
of holding an international conference on questions of pro¬ 
fessional and technical education. It was agreed that tentative 
plans for such a conference would be submitted to the govern¬ 
ing bodies of WHO and WMA. The purpose of the conference, 
which will be held in either 1952 or 1953, would be to stimulate 
the improvement of standards of training for medical and re¬ 
lated personnel. This is a problem which both WHO and WMA 
consider essential in view of the urgent needs of underdeveloped 
regions for larger numbers of health personnel. 

Other topics discussed included (1) measures to promote the 
free flow of essential medical supplies between countries and 
the difficulties caused by shortages resulting from the present 
world situation; (2) assistance to be given to WHO by The 
World Medical Association in the selection of suitable experts 
for work in various fields; (3) exchange of information and 
documentation on subjects of common interest, and contribu¬ 
tions by each organization to publications of the other; (4) co¬ 
operation of The World Medical Association in assuring the 
widest possible adoption of international non-proprietary names 
recommended by WHO for drugs and pharmaceutical products 
with due recognition of recommendations of the discoverers of 
the products; (5) assistance of WHO, through its various pub¬ 
lications, in making known the “International Code of Medical 
Ethics” adopted by The World Medical Association, and (6) 
representation of The World Medical Association in regional 
conferences of WHO. 

The medical associations of Western Germany and Japan 
were elected to membership in The World Medical Association 
after a canvas had been made of the opinions of all member 
associations. It was brought out clearly that both applicants 
had gone on record as decrying war crimes and accepting the 
principles enunciated in the Declaration of Geneva as applying 
to all their members, present and future. 

The Japan Medical Association adopted the following reso¬ 
lution March 30, 1949: 

“That the Japan Medical Association, representing the 
doctors of Japan, takes this occasion to denounce 
atrocities perpetuated on the enemy during the war 
period, and to condemn acts of maltreatment of pa¬ 
tients which are alleged and in some cases known to 
have occurred. 

A. Takahashi, M.D., 

President, 

The Japan Medical Association” 

i The Western Germany Medical Association adopted the fol¬ 
lowing statement on Jan. 28, 1950: 

“The German medical profession had to acknowledge with 
, indignation and with deep regret the participation, during the 


time of the Third Reich, of certain German doctors, both in¬ 
dividually and collectively, in numerous acts of cruelty and 
oppression, and in the organization and perpetration of brutal 
experiments on human beings without their consent. We ac¬ 
knowledge that, in performing these acts and experiments, 
which have resulted in the deaths of millions of human beings,’ 
the German medical profession has violated the ethical tradition 
of Medicine, has debased the honor of the medical profession, 
and has prostituted medical science in the service of war and 
political hatred. The convicted criminals have been punished, 
some by Allied, others by German Courts. 

“We express our regret that the system of dictatorship ren¬ 
dered impossible insight into these occurrences and has 
strangled every expression of free opinion. We hereby declare 
that we abhor and reject the crimes perpetrated since 1933 in 
Germany and in other countries by members of our profession. 

“In making this statement to the WMA we solemnly promise 
the medical profession and the whole world that we will do 
all we can to prevent in the future such a betrayal of medicine 
through German doctors. We hereby repeat our resolution 
adopted on October 18, 1947, on our initiative and published 
thereafter and refer to the reports issued by the “Arbeitsgemein- 
schaft Westdeutscher Aerztekammern” concerning the Nurem- 
burg trials against 20 SS doctors, scientists and three high offi¬ 
cials and to our position expressed in this publication. The 
German medical organization will do its best to prosecute medi¬ 
cal men who shall be found guilty of offenses against their 
professional duties by professional jurisdiction. We shall act in 
the same manner against doctors who are not willing to promise 
a high standard of professional behavior in the future. 

“Accordingly, the ‘52 Deutsche Aerztetag’ in altering its 
professional regulations has required every doctor to subscribe 
to the Declaration of Geneva adopted by the W.M.A. in Geneva 
in 1948.” 

This statement was signed by Drs. Neuffer, Borck, Rodewald, 
Rieder, Stockhausen, Weiier and Weise, for the Arbeigsgemein- 
schaft der Westdeutschen Arztekammern. 

Under the provisions of Article 6 II of the Constitution and 
Article 7 of the By-Laws, the Bulgarian Medical Association 
was announced as dropped from membership in The World 
Medical Association. 

The number of national associations now members of The 
World Medical Association is 41. Applications were received 
or were announced as forthcoming from five other associations. 

Reports were received from the assistant secretaries for Asia, 
Europe and Latin America as to conditions in the ir respective 


n extended discussion took place on social security as it 
;ts medical practice and a progress report from the com- 
ee on that subject was accepted. 

he Committee on Medical Education presented an important 

irt and, following lengthy discussion, the Council voted to 

ways and means of calling a World Conference on Medica 

ration in 1953. Other international organizations will be 

d to participate. The tentative agenda for the conference 

cover the following points: (a) What is the-ami of under- 

uate medical education? (6) What should be the require- 

ts for entrance into medical school? (c) What should be the 

•ral character of the curriculum after entrance. 

■ discussion of these points, many details will be consid- 
i discussion Ui v -__ hr enmewhere lit 


Council decided to study further the subject of medical 
:ation to see what, if anything, can be done to simplify 
tandardize such certificates. 
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The council studied in detail the proposal to establish an 
International Centre for the Study of Medical Jurisprudence. 
This proposal envisages that such a center would recommend, 
encourage and undertake studies of comparative medical juris¬ 
prudence, and draw conclusions from such studies and draft 
proposals concerning medical jurisprudence in both peace and 
war. 

While the Council has no objections to the establishment of 
such a center for purposes of collecting and distributing infor¬ 
mation, it feels very definitely that such a center composed as 
it would be of those qualified to speak for only a small portion 
of the medical profession, would greatly exceed its preroga¬ 
tives if it endeavored to lay down regulations governing the 
medical profession in peace and war. 

The World Medical Association has already established an 
International Code of Medical Ethics. It is qualified to speak 
for well over 500,000 physicians and it has in its membership 
the national medical associations of 41 countries. If the Code 
requires any elaboration to cover a war-time situation, the or¬ 
ganizations most qualified to discuss the matter are The World 
Medical Association, the World Health Organization, the Inter¬ 
national Committee of the Red Cross, and the League of Red 
Cross Societies, and certainly , not the organizations concerned 
• in establishing this proposed center. A resolution was drafted 
setting forth the opinion of the Council and is to be sent to all 
member associations and other organizations having any real 
or fancied interest in the subject. 

Means of cooperation with the International Committee of 
the Red Cross, the League of Red Cross Societies, and the 
International Council of Nurses, as well as with the World 
Health Organization, were elaborated. Numerous matters of 
routine business were transacted and committee reports on 
miscellaneous subjects were discussed. 

Because of the illness of the chairman, Dr. T. C. Routley of 
Canada, the meetings were presided over by the vice chairman, 
Dr. Pierre Glorieux of Belgium. 

The social events in connection with the meeting were as 
follows: a reception tendered by the officials of the city of 
Geneva, a dinner by the Geneva Medical Society, a reception 
and dinner at Berne by the Federation des Medecins Suisses, 
receptions by the International Committee of the Red Cross, 
the League of Red Cross Societies, and receptions by various 
individuals resident in Geneva. 


REGISTRATION UNDER THE 
HARRISON NARCOTIC ACT 

Physicians who are registered under the Harrison Narcotic 
Act or under tbe Marihuana Tax Act must effect reregistration 
on or before July 1 to avoid a penalty. Each year, despite the 
annual warnings in The Journal, this requirement is overlooked 
by some physicians, and unpleasant consequences follow. Fail¬ 
ure to register adds a penalty of 25% to the tax payable and, 
in addition, subjects the physician to the possibility of a fine 
not exceeding $2,000 or to imprisonment for a maximum of 
five years, or to both. The commissioner of internal revenue has 
in past years given some tardy registrants the choice of paying 
sums by way of compromise, a procedure authorized by law, 
or accepting criminal prosecution. If this procedure does not 
produce the required promptness in reregistration, the commis¬ 
sioner will have no choice but to institute criminal prosecution. 

DR. ALBRIGHT RECEIVES GOLDBERGER AWARD 

Dr. Fuller Albright, associate professor of medicine at Har¬ 
vard Medical School, Boston, received the Joseph Goldberger 
Award in clinical nutrition for his continuing studies in the field, 
on June 13 during the Harvard Medical Alumni Association 
dinner m Atlantic City. The award, a gold medal and S1,000, 
named after the late Dr. Joseph Goldberger, who did pioneer 
work on pellagra in the southern states, was established to honor 
physicians who have made important contributions to the knowl- 
' „ 8< j. 0 , nutr ' lion and >s made periodically by the American 
Medical Association to stimulate research in the field. 


MEDICAL LEGISLATION 


STATE 


Alabama. 

Bills Introduced.—H. 239, proposes regulations for the sterilization of 
mentally inferior, mentally deficient or feeble minded inmates in the 
Partlow State School for Mental Deficients. H. 308, proposes regulations 
providing a stale scholarship program to promote the education of nurses. 
H. 315, proposes to provide a state scholarship program to promote the 
education of Negro nurses. H. 316, proposes an appropriation to provide 
facilities for a nurses’ educalional program in certain tuberculosis Sana- 
toriums of the state. 

.. California 

Bills Enacted.—A. 1504 has become Chapter 580 of the Laws of 1951. 
It amends the Welfare and Institutions Code by adding regulations relating 
to epileptics, among which are provisions making it possible to commit 
such persons to state hospitals when they are in need of treatment or 
when they are suffering from mental illness in addition to epilepsy. S. 129 
has become Chapter 540 of the Laws of 1951. It authorizes the State De¬ 
partment of Public Health to Prescribe and promulgate minimum stand- 
• ards of safety and sanitation in the physical plant, and of diagnostic, 
therapeutic and laboratory facilities for public medical institutions and to 
cettiiy to the State Department of Social Welfare those institutions which 
meet the standards established. 

Connecticut 

Bill Introduced.—H. 1105, proposes to broaden the scope of the Con¬ 
necticut Medical Service Plans so as to include certain types of dental 
surgery. 

Bill Enacted.—II. 549, has become Public Act No. 49. It amends the 
narcotic act by defining the word “opiate” as including all synthetic drugs 
having addiction-forming or addiction-sustaining properties similar to 
morphine and so proclaimed by the president of the United States under 
the provisions of the federal narcotic law. 

Florida 

Bills Introduced—H. 926, proposed the enactment of a child molester 
act, which would provide, among other things, for the psychiatric exami¬ 
nation by two licensed psychiatrists of persons convicted under the act. 
Such psychiatrists should have had at least five-year exclusive practice in 
the diagnosis and treatment of mental disorders. H. 1062, proposes the 
creation of a special hospital district for Volusia County, Florida. H. 1332, 
proposes to authorize certain judges and county solicitors throughout the 
State to secure the services of a physician in connection with the investi¬ 
gation of crime or under circumstances where such services are deemed 
necessary for the investigation of crime. It also proposes to fix !he fee to 
be paid to such physicians for the services which they render. H. 1385. 
proposes to authorize the Board of County Commissioners of Saint Lucie 
County to enter into contracts to provide and secure insurance on the 
employees of the county and the members of their family, which insurance 
shall provide funds to defray medical, surgical, hospital, and other similar 
expenses for such persons. H. 1440, proposes the creation of a special 
hospital district for Broward County, Florida. S. 876, proposes to author¬ 
ize the City of Miami Beach, Fla., to establish a health plan for officers 
and employees of the city and their families. 

Bill Enacted,—H. 150 became law without approval. May 22, 1951. It 
provides that any doctor or other practitioner of any of the healing 
sciences making a physical or mental examination of any person shall, 
upon request of such person, his guardian, curator or personal repre¬ 
sentative in the event of his death, furnish copies of all reports made of 
such examination or treatment. Such reports would not be furnished, 
however, except upon the written authorization of the patient, to any 
person other th3n his guardian, curator or personal representative. 

•Maine 

Bill Enacted.—H. 869 was approved May 21, 1951. It provides an 
appropriation for the purpose of supplying materials In connection with 
the accumulation, storage and maintenance of 5,000 units of liquid plasma 
and 500 units of dried plasma to be available in the event of a disaster. 

New Jersey 

Bill Enacted.—A. J. R. 14 has become Joint Resolution No. 8 of the 
Laws of 1951. It creates a commission to examine and make a study of 
the laws dealing with the sale, dispensation, and distribution of narcotics. 

Texas 

Bill Enacted.—H. J. R. 38 was adopted May 17, 1951. It proposes an 
amendment to the Constitution providing for the establishment of a state 
medical education board and a state medical scholarship fund from which 
grants, loans, ot scholarships may be made to students desiring to study 
medicine, provided such students shall agree to practice in rural areas of 
the state. 


This summary was prepared by the Bureau of Legal Medicine and Legls- 
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CALIFORNIA 

Medical Officer at San Quentin.—Dr. Morton D. Willcutts, 
Bethesda, Md., has been appointed chief medical officer for San 
Quentin Federal Prison to replace Dr. Leo L. Stanley, who re¬ 
cently retired after many years’ service to the penitentiary. Dr. 
Willcutts, who retired from the navy after World War II with 34 
years’ active duty, began his new duties April 16. 

Southern California Gastroenterologists.—The Southern Cali¬ 
fornia Society of Gastroenterology was organized in September, 
1950, with subsequent meetings in November, January, and 
March. Drs. Albert M. Snell, Palo Alto; Donald C. Balfour, 
Rochester, Minn., and Walter L. Palmer, Chicago, have ad¬ 
dressed the society. Meetings are scheduled on alternate months 
at the auditorium of the Los Angeles County Medical Associa¬ 
tion, 1925 Wilshire Blvd., Los Angeles. Present officers of the 
society are Dr. William C. Boeck, president; Dr. Grant Harold 
Lanphere, vice president, and Dr. Harold L. Thompson, 
secretary-treasurer, all of Los Angeles. Those interested in join¬ 
ing the society should make application to the Secretary, 2202 
W. Third St., Los Angeles 5. 

Dr. Legge Receives Knudscn Award.—Dr. Robert Thomas 
Legge, professor emeritus of hygiene and former university 
physician on the Berkeley campus of the University of Cali¬ 
fornia, has received the William S. Knudsen Award from the 
American Association of Industrial Physicians and Surgeons. 
The honor, given only eight times in 36 years, was presented to 
Dr. Legge during the association’s 36th annual meeting in Atlan¬ 
tic City, N. J., in April. As university physician Dr. Legge organ¬ 
ized a students’ health service and inaugurated a system of 
medical records that has long been a model. In 1930 he planned 
the Ernest V. Cowell Memorial Hospital. As lecturer in industrial 
medicine at the university’s medical school, he established courses 
in industrial health. Dr. Legge organized the section on industrial 
medicine of the California State Medical Association and was its 
first chairman. He was one of the organizers and first presidents 
of the Western Association of Industrial Physicians and Sur¬ 
geons and was first president of the Pacific Section of the Ameri¬ 
can College Health Association. For 11 years he has been 
associate editor of Industrial Medicine and Surgery. 

CONNECTICUT 

Alcohol Clinic.—A full-time outpatient service for diagnosis 
and treatment of alcoholism is in operation in Waterbury. Dr. 
Daniel O. Sayers is in charge of the clinic program and is as¬ 
sisted by a full-time mental hygienist, a consultant psychologist, 
and a secretary. It is anticipated that the clinic will become 
integrated in the total public health services of the community. 
Cooperation will be extended to all public and private agencies, 
to physicians, the clergy, personnel officers in industry, mem¬ 
bers of Alcoholics Anonymous, and to others who are called 
on to deal with the alcoholic. 

Diabetes Detection Report.—More than 20,000 tests were con¬ 
ducted during the 1950 annual Diabetes Detection Drive spon¬ 
sored by the Connecticut Diabetes Association in cooperation 
with the state medical society and the state department of 
health. The program produced more than 500 positive urine 
specimens, 251 of which concerned individuals not previously 
known to be diabetic. The number of tests represented an in¬ 
crease of 63 per cent over the 12,000 tests conducted in 1949. 
Private physicians conducted 2,917 tests; local health depart¬ 
ments or testing stations, 10,534, and industrial medical depart¬ 
ments, 2,095. The 1950 tests covered 1 per cent of the state 
population as compared to 0.6 per cent tested in 1949. Analysis 
of positive specimens by age groups indicates 12.1 per cent 
under 15 years, 13.7 per cent from 15 to 40 years, 19 per cent 


Physicians are invited to send to this department items of news, of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


over 40 years, with age not stated in 55.2 per cent of the cases. 
Positives by sex disclose a higher percentage for women 54 5 
per cent, as compared to 45.5 per cent for men. The’large 
increase in positive specimens 'among children under 15 years 
of age, from 2.5 per cent of the total positives in 1949 to 12.1 
per cent in 1950, can be accounted for by the large number of 
school children tested in New Haven County during the 1950 
drive. 


ILLINOIS 

Society Election—The 1951-1952 officers of the Illinois Asso¬ 
ciation of Medical Health Officers are: Drs. Leroy L. Fatherree, 
Joliet, president; Edward A. Piszcek, Chicago, vice president,’ 
and Herbert S. Ratner, Oak Park, secretary-treasurer. The asso¬ 
ciation consists of full-time public health physicians. 

Personal.—Kenneth J. Franklin, D.Sc., professor of physiology 
at the University of London, St. Bartholomew’s Hospital Medi¬ 
cal College, has been appointed visiting professor of physiology 
at the University of Illinois for the academic year beginning 
Sept. 1. His address will be: Department of Physiology, College 
of Natural Arts and Science, Urbana, III. 

Medical Assistants of Quincy_The Medical Secretaries and 

Assistants Club of Quincy, sponsored by the Adams County 
Medical Society and the Swanberg Medical Foundation of 
Quincy, was organized April 23. Its principal purpose is to pro¬ 
mote educational programs adapted to the work of the members, 
to promote a closer relationship between members and their 
employers, and to further' the relationship of the profession 
with the public and the patient. Membership is open to all 
women who have been employed by an Adams County physi¬ 
cian, dentist, clinic, hospital, or health department. Those simi¬ 
larly employed in other counties of the Quincy territory may also 
join. Information may be obtained from the secretary, Miss 
Alice Rupert, 209-224 W. C. U. Building, Quincy. 


Chicago 

Audiology Grants-In-Aid.—The Audiology Foundation, to en¬ 
courage and support adequate training of students, -is offering 
again this year a limited number of grants-in-aid to students 
entering or already engaged in any branch of audiology, includ¬ 
ing otology, audiometry, speech, acoustics and education of the 
deaf or hard of hearing. These grants-in-aid will pay $500 per 
year and will be granted on the recommendation of professional 
teachers in audiology centers. For further information address 
the Audiology Foundation, 1104 S. Wabash Ave., Chicago 5. 

Subsidiary Scholarships.—Four subsidiary scholarships of $10,- 
000 each have been awarded to the Chicago-Medical School 
this year by the David, Josephine and Winfield Baird Founda¬ 
tion Inc., of New York. Another award of like amount has 
been given by Mrs. Sadye Arkin, Chicago, in memory of her 
husband, Harry J. Arkin. A subsidiary scholarship subsidizes 
the school for the difference between what a student pays m 
tuition and what the school must expend for his four years of 
training. 

Research Group Receives Award.-The 1950 Commercial Sol¬ 
vents Award in antibiotics was presented to the terramycin re¬ 
search team of Charles Pfizer & Co., Inc., at the annual meeting 
of the Society of American Bacteriologists. The avva ^ c°risists 
of a gold medal and $1,000. The Pfizer group was selected for 
the discovery of the antibiotic, terramycin. The Commercial 
Solvent Award is administered by the Society of American 
Bacteriologists. It is awarded to any person or group of persons 
.vorking in the Western Hemisphere who have contributed ou - 
standing work in the field of antibiotics during the year. 

• Aortic Dr Herbert C. Batson, Washing- 
(Jmvers.^ Appomtm^^ D ^ a£ ^ University 
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He taught bacteriology and immunology at South Dakota State 
College from 1932 to 1940 and was associated with the bureau 
of laboratories, Michigan Department of Health, from 1940 
to 1946. 

Dr. Percival Bailey has been appointed director of the Illinois 
Neuropsychiatric Institute in Chicago. He will continue to serve 
in bis joint position as distinguished professor of neurology and 
neurological surgery at the University of Illinois College of 
Medicine and as research consultant for the Illinois state mental 
hospitals. Dr. Bailey will also advise and assist state mental hos¬ 
pitals and institutions of the state department of public welfare 
in developing and carrying out research programs. The Illinois 
Neuropsychiatric Institute is a research and educational facility 
that is operated and maintained by the state department of pub¬ 
lic welfare. The medical staff is provided by the University of 
Illinois College of Medicine. 

INDIANA 

University Committee .—In conformity with a resolution 
adopted fay the general assembly. Gov. Henry F. Schricker has 
named a five-member committee to investigate the possibility 
of enlarging the Indiana University School of Medicine. Named 
as chairman was Dr. Merrill S. Davis, Marion, president of the 
medical school alumni organization; Mr. Virgil M. Simmons, 
Fort Wayne, publisher of the Fort Wayne Journal Gazette; 
Otto P. Kretzmann, D.D., Valparaiso, president of Valparaiso 
University; Mr. C. F. Eveleigb, Indianapolis, executive vice 
president of Eli Lilly & Co., and State Senator Leo J. Stemle, 
Jasper, an attorney. The committee will report to the 1953 ses¬ 
sion of the general assembly. 

MASSACHUSETTS 

Society Election.—At the recent meeting of the Massachusetts 
Trudeau Society held' at the Worcester County Sanatorium, 
Worcester, Dr. Francis P. Dawson Jr., Waltham, was re-elected 
president; Dr. John W. Strieder, Brookline, was re-elected vice 
president, and Dr. David S, Sherman, Boston, was re-elected 
secretary-treasurer. 

Course on Epilepsy.—A course in the diagnosis and treatment 
of epilepsy and in electroencephalography is to be conducted at 
the seizure division of the Children’s Medical Center, Boston, 
under a special grant from the Children’s Bureau acting through 
the Massachusetts Department of Public Health. A limited num¬ 
ber of physicians and prospective electroencephalographic tech¬ 
nicians will be accepted. The first course begins July 1. Details 
may be secured from state or territorial health departments, or 
from Dr. William G. Lennox, 300 Longwood Ave., Boston, who 
will have general direction of the course. 

* MICHIGAN 

Michigan Memorial Research Program.—As a memorial to 
faculty and students who served during World War II, the Uni¬ 
versity of Michigan has begun a research program in the de¬ 
velopment of peace-time use of atomic energy. Two years ago 
the university set up its Michigan Memorial-Phoenix Project 
and is now canvassing the alumni for funds for research. Means 
to alleviate malignant forms of high blood pressure without 
surgery will be sought in some of the 15 new investigations 
launched in May as a result of alumni gifts to the project. Ex¬ 
penditures for research thus far total $70,000. Many proposals 
are in the planning stage in anticipation of the 6Vi million dol¬ 
lars the project contemplates spending within the next 10 years 
through various colleges of the university. 

MINNESOTA 

Probation for Abortionist.—On April 6 Helen A. Heck, 809 
Iglehart Ave., St. Paul, was placed on probation by Judge Gus- 
lavus Loevinger in the District Court of Ramsey County. The 
probation is to cover a maximum period of eight years and fol¬ 
lows a plea of guilty on Sept. 19, 1950, by the defendant to an 
information charging her with the crime of abortion and a 
prior conviction in 1947 for a similar offense. The defendant 
served six months in the Ramsey County jail prior to April 6 
in connection with the present case. She has no license to prac¬ 
tice any form of healing. 


NEW JERSEY 

Blood-Typing Program for College Women.—As a result of a 
blood-typing program carried on at New Jersey College for 
Women, Rutgers University, New Brunswick, seniors leaving 
the campus this month will carry identification cards stating 
their blood type and Eh factor. Forty-five girls from the ad¬ 
vanced physiology and bacteriology classes at the college blood- 
typed more than 300 students and faculty members during 
May. The project, under the direction of Hazel B. Gillespie, 
Ph.D., associate professor of bacteriology, and Marion A. Reid, 
Ph.D., assistant professor of zoology, is part of the New Jersey 
College for Women civil defense program. 

NEW YORK 

Dr. Curphey Appointed Consultant.—Dr. Theodore J. Cur- 
phey, Garden City, chairman of the council committee of public 
health and education of the Medical Society of the State of 
New York, has been appointed a special consultant in clinical 
pathology to the Surgeon General of the U. S. Public Health 
Service. His post will be with the laboratory branch of the com¬ 
municable disease center, Bureau of State Services. 

Postgraduate Lecture.—On June 18 Dr. John L. Pool, assistant 
professor of clinical surgery at Cornell University Medical Col¬ 
lege, will deliver a postgraduate lecture for the Geneva Academy 
of Medicine in the Belhurst Restaurant, Geneva, at 8:30 p. m. on 
“Trends in Thoracic Surgery of Neoplastic Diseases." This lec¬ 
ture has been arranged by the Medical Society of the State of 
New York in cooperation with the New York State Department 
of Health. 

Wadsworth Lecture.—The second Augustus B. Wadsworth lec¬ 
ture was given in Albany on May 16 by Dr. Francis G. Blake, 
Sterling professor of medicine, Yale University School of Medi¬ 
cine, New Haven, Conn., on antibiotic therapy with particular 
reference to chloramphenicol, aureomycin, and terramycin. The 
lectureship was established in 1950 by the staff of the division 
of laboratories and research of the New York State Depart¬ 
ment of Health and the council of the New York State Associa¬ 
tion of Public Health Laboratories. Dr. Wadsworth retired as 
director of the division of laboratories and research in 1945 after 
31 years’ continuous service. 

Personals.—Dr. Temple Fay, professor of neurosurgery at the 
Woman’s Medical College of Pennsylvania, has been appointed 
consultant to the Albany Hospital cerebral palsy treatment 
center.-Dr. Samuel W. Hamilton, Cedar Grove, N. J., ad¬ 

dressed members of the Long Island Psychiatric Society and 
members of the Veterans Administration Hospital, Northport, 

L. I., May 15 on “The Ward Physician.”-Mr. William Vogt, 

author of “Road to Survival” and former chief of the conserva¬ 
tion section of the Pan-American Union, has been appointed 
national director of the Planned Parenthood Federation of 
America. He returned from Scandinavia in February on the 
completion of a population study made under combined Gug¬ 
genheim and Fulbright fellowships. 

New York City 

Memorial to Doctor Bohrer.—A fully equipped and modern op¬ 
erating room has been installed in Knickerbocker Hospital as a 
memorial to the late Dr. John V. Bohrer, who was associated 
with the hospital for 15 years and was chief of the surgical serv¬ 
ice for six years prior to his death. Funds for the equipment 
of the new operating room were donated by physicians and 
surgeons now on the hospital’s staff and by friends and asso¬ 
ciates. 

Dr. Dubos Wins Trudeau Medal.—Rene J. Dubos, Ph.D., of 
New York, a member of the Rockefeller Institute for Medical 
Research, department of pathology and bacteriology, has re¬ 
ceived the Trudeau Medal of the National Tuberculosis Associa¬ 
tion. The award for “the most meritorious contribution on the 
cause, prevention, or treatment of tuberculosis” was presented 
by Dr. Esmond R. Long, director of medical research, in behalf 
of Dr. Florence R. Sabin, Denver, formerly with the Rocke¬ 
feller Institute, who was chairman of the award committee. 
In the citation attention was called to Dr. Dubos’ work in 
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devising a method of culturing tubercle bacilli that promotes 
their growth throughout the medium, contrary to their habit of 
clumping together near the surface, and also speeds the growth 
of the germs. The great advantage of the technique, according 
to the citation, is to “open the long road to the study of the 
chemical nature of virulence in tubercle bacilli and broaden the 
foundation for the study of immunology of tuberculosis.” A 
native of France, Dr. Dubos in 1927 became a fellow of the 
Rockefeller Institute. He is a member of the committee of 
medical research- of the American Trudeau Society and vice 
president of the Society of American Bacteriologists. 

Yeshiva University Medical Education Council.—An 11-man 
council of medical education has been formed to guide the 
development of the projected medical school at Yeshiva Uni¬ 
versity. Dr. Harry M. Zimmerman, professor of pathology at 
Columbia University College of Physicians and Surgeons, has 
been elected chairman. Dr. Donald G. Anderson, Chicago, Sec¬ 
retary, American Medical Association’s Council on Medical 
Education and Hospitals, and Dr. John B. Pastore, assistant pro¬ 
fessor of clinical obstetrics and gynecology at Cornell University 
Medical College, will serve as consultants. The projected medical 
center will contain schools of medicine, dentistry, nursing, public 
health, and postgraduate divisions. Members of the council 
include: Dr. Bernard J. Alpers, Philadelphia, professor of neurol¬ 
ogy at Jefferson Medical College; Dr. Leo Davidoff, clinical 
professor of neurosurgery at New York University College of 
Medicine; Dayton J. Edwards, Ph.D., professor emeritus of 
physiology at Cornell University Medical College; Dr. Harry H. 
Gordon, professor of pediatrics at the University of Colorado 
School of Medicine, Denver; Dr. Horace L. Hodes, clinical pro¬ 
fessor of pediatrics, Columbia University; Dr. Marcus Kogel, 
city commissioner of hospitals; Dr. Louis H. Nahum, professor 
of physiology at the Yale University School of Medicine, New 
Haven, Conn.; Dr. Isadore Snapper, director of medical educa¬ 
tion at Mt. Sinai Hospital; Dr. Abraham White, vice-president 
and director of research, Chemical Specialties Company, Inc.; 
Dr. Maxwell M. Wintrobe, professor of internal medicine at the 
University of Utah Medical School, Salt Lake City, and Dr. 
Harry M. Zimmerman, professor of pathology at Columbia Uni¬ 
versity. In 1950 New York State’s board of regents amended the 
charter of Yeshiva University, founded in 1897 as a theological 
seminary, empowering it to open a medical and dental school. 

SOUTH DAKOTA 

Dean Slaughter Named Consultant.—Dr. Donald H. Slaughter, 
dean of the University of South Dakota School of Medical 
Sciences, Vermillion, has been appointed consultant to the post¬ 
graduate Army Medical School in Washington, D. C. Dr. Slaugh¬ 
ter lectured to students at the school in May and June on “The 
Philosophy of Medical History.” 

TENNESSEE 

Visiting Professors.—Five visiting professors will join the 
faculty of the University of Tennessee Medical Units for the 
summer quarter beginning July 9. Frederic R. Steggerda, Ph.D., 
who served as an instructor in the division of physiology from 
1929 to 1933, will return as a visiting professor of physiology. 
Dr. Steggerda is now a professor at the University of Illinois, 
Urbana. Four other professors joining the staff of the division 
of anatomy are: James H. Leathern, Ph.D., New Brunswick, 
N. J.; G. Gordon Robertson, Ph.D., Dallas, Texas; Robert 
L. Bacon, Ph.D., and Dr. Donald L. Stilwell, San Francisco. 

TEXAS 

Guest Lecturers Organization—The department of radiology 
of the University of Texas Medical Branch, Galveston, under 
the direction of Dr. Joe C. Rude, has developed a guest lecturers 
organization. Dr. Walter J. Stork, Houston, is chairman; Dr. 
Carroll F. Crain, Alice, is vice chairman, and Dr. Rude is acting 
as temporary secretary. The organization includes 37 radiologists 
from Texas, Oklahoma, and Louisiana. The object of the group 
is to promote interest of Southwest physicians in radiology and 
to support the highest possible standards for radiological work 
in the Southwest. 


UTAH 

Personals.—At a recent meeting of the American Board of 
Anesthesiology Dr. Scott M. Smith of Salt Lake City was 

elected a director of the board.-Dr. George M. Fister 

Ogden, was among the 17 distinguished University of Chicago 
alumni to be awarded a citation of merit at the alumni assembly 
in Chicago June 9. 1 

State Board of Health.—Dr. James Z. Davis, Salt Lake City 
health commissioner, has succeeded Dr. Thomas J. Howells 
as chairman of the state board of health. Dr. Davis has served 
on the board for the past two years. The retiring chairman has 
been a member of the board for 18 years and has also served 
twice as acting state health commissioner. 


WEST VIRGINIA 

Lay Diabetes Society.—The first meeting of the new Kanawha 
Diabetic Lay Society was held at the YWCA in Charleston the 
middle of March. Throughout the state similar lay societies are 
being formed that will ultimately amalgamate with the West 
Virginia Diabetes Association. 

Grants for Heart Research—A grant of $3,000 for research 
in heart disease has been awarded the school of medicine at 
West Virginia University, Morgantown, by the board of direc¬ 
tors of the West Virginia Heart Association. The board has also 
granted a fellowship award of $2,500 to the American Heart 
Association with the stipulation that citizens of West Virginia 
be given preference in using the proceeds of the award. It has 
been announced that a total of more than $25,000 was collected 
in the state during the 1951 Heart Fund Drive, an increase of 
$6,000 over 1950. 

Obstetricians and Gynecologists Organize.—Obstetricians and 
gynecologists in the Charleston area have organized under the 
name of “The Obstetrical and Gynecological Society of 
Charleston, West Virginia.” Dr. Leo M. Seltzer is president, 
Dr. George L. Grubb, vice president, and Dr. Frederick H. 
Dobbs, secretary. Meetings will be held in the library of the 
West Virginia State Medical Association on the second Thurs¬ 
day in each month from October through May. The objects 
of the society are to create better understanding between doc¬ 
tors practicing obstetrics and gynecology, to disseminate in¬ 
formation ' concerning new and modern concepts relative to 
this field, and to enable members to write and discuss papers 
of interest to the society. 


WISCONSIN 


Bardeen Memorial Lectureship.—Dr. Charles Huggins, profes¬ 
sor of surgery, University of Chicago Medical School, delivered 
the Bardeen Memorial Lectureship of Phi Chi at the University 
of Wisconsin Medical School May 10. 


irgeons Meeting.—The Wisconsin section of the U. S. chapter 
the International College of Surgeons met June 2 in Marsh- 
Id. Featured was an operative surgical clime. Six papers were 
esented in the afternoon, and Dr. Arnold S. Jackson Madt- 
n, reported on the meeting of the international college m 
orence Italy. At the evening session Dr. Durand Smith, Chi- 
go, spoke on radiation injury to the bowel, and Dr. William M. 
cMillan, Chicago, on pitfalls and safeguards in surgery of 




kWAII 

■dical Association Election.-At the recent annual meeting of 
Hawaii Territorial Medical Association Dr. Harry L. Arnold 
Honolulu, was installed as president. Others elected include 
Ransom J. McArthur, Wailuku, president-elect; Dr. Irvin 
Tfiden, Honolulu, secretary, and Dr. Edwin K. Cfaung-Hoon 
nolulu treasurer. The secretary and treasurer are elected for 
ee ylars Dr TUden and Dr. Chung-Hoon are now serving 
last year of their terms. 
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GENERAL 

New Executive Director for National Foundation.—Mr. Ray¬ 
mond H. Barrows, San Francisco, vice president and manager 
of the Pacific Area of the American Red Cross, became execu¬ 
tive director of the National Foundation for Infantile Paralysis 
June 1. Mr. Barrows succeeds Mr. Joe W. Savage, executive 
director since January, 1946. Mr. Barrows joined the Red Cross 
as assistant director of disaster relief in the Midwestern Area 
Office at St. Louis in July, 1941, and became director of that 
service before he was transferred to the Pacific Area office. 

Alumni to Finance Medical School History.—A project to 
bring up to date the history of the Long Island College of Medi¬ 
cine has been undertaken by the alumni association of the 
college. To finance the project the association is asking for a 
prepublication sale of copies at $10 each. This second volume is 
to cover the years 1900 through 1950 and will contain a com¬ 
plete biographical sketch of each graduate. It is to contain 
about 325 pages and will be completed in 12 to 18 months. 
Checks payable to the treasurer of the alumni association of 
the Long Island College of Medicine should be sent to 350 
Henry St., Brooklyn 2. 

Southern Anesthesiologists Meet.—The Southern Society of 
Anesthesiologists at their annual meeting in Louisville in 
April chose Dr. Ralph M. S. Barrett, St. Louis, president-elect; 
Dr. John Adriani, New Orleans, vice president; Dr. David A. 
Davis, Augusta, Ga., secretary-treasurer. Dr. Donald Stubbs, 
Washington, D. C., is the new president. Among the speakers 
on the program were: Dr. David M. Little Jr., New Haven, 
Conn.; Dr. Charles R. Stephen, Durham, N. C., and Drs. Charles 

R. Allen and Harvey C. Slocum of Galveston, Texas. Dr. Fred 
Williams, Louisville, president of the society, presided at the 
business session. 

Report on Research on Hypertension.—The American Founda¬ 
tion for High Blood Pressure has recently published “Research 
Progress Report,” which lists 19 research projects in the field 
of hypertension and arteriosclerosis that were supported by the 
foundation in 1949 and 1950 at a total outlay of $112,522. 
The American Foundation for High Blood Pressure on Jan. I, 
1950, joined with the American Heart Association and then be¬ 
came its Council for High Blood Pressure Research. In this new 
affiliation the council continues to operate as did the foundation. 
The administrative office address of the council is 705 Marion 
Building, Cleveland 13. Dr. Alva Bradley is president. 

Award in Orthopedic Surgery.—A prize of SI,000 donated by 
the Kappa Delta sorority may be awarded annually by the 
American Academy of Orthopaedic Surgeons for the best re¬ 
search related to orthopedic surgery and performed in the United 
States. This research must be presented to the committee on 
scientific investigation of the American Academy of Orthopaedic 
Surgeons before Nov. 1. Researchers interested in competing 
for this prize are requested to secure further information from 
Dr. Austin T. Moore, Gervais and Pickens Sts., Columbia 5, 

S. C., chairman of the award committee for 1951. 

American Neurological Association.—The American Neurologi¬ 
cal Association will hold its annual meeting June 18-20 at the 
Hotel Claridgc, Atlantic City, N. J., under the presidency of 
Dr. Wilder G. Penfietd, Montreal, Canada. The program will 
open with a symposium in which the speakers will be: 

Gerhardt Von Bonin, Chicago. Phylogenesis of the Human Cerebral 
Cortex. 

Horace W, Magoun, Los Angeles, An Activating System in the Brain 
Stem. 

Herbert H. Jasper, Mr. Cosimo Ajmone Marsan, Julius Stott Jr., Mon¬ 
treal, Cortifugal Projections to the Brain Stem. 

Stanley Cobb, Boston, On the Nature and Locus of Mind. 

Wilder G. Penfietd, Montreal, Human Memory Mechanisms. 

Tclc-Clinics.—Wyeth, Inc., Philadelphia, has undertaken a mo¬ 
tion picture educational program to bring to medical personnel 
who are unable to attend distant professional meetings ab¬ 
stracts of scientific papers presented at such meetings and views 
of highlights of these assemblies. Tele-Clinic No. 2 was a 
sound motion picture report of the annual meeting of the Ameri¬ 
can Academy of General Practice in San Francisco in March. 
The preview presentation was held at the Palmer House, Chi¬ 


cago, May 26 on invitation of the American Academy of Gen¬ 
eral Practice. This production is a 35-minute, 16 mm. black- 
and-white sound film of which 55 prints will be made avail¬ 
able to medical societies, hospitals, nurses groups, and other 
medical organizations. Tele-Clinic No. 1, released last Novem¬ 
ber, featured the proceedings of the fourth general assembly 
of the World Medical Association held in New York and has 
been seen by more than 30,000 doctors throughout the United 
States. 

National Medical Council Formed.—This council was formed 
in New Haven, Conn., April 20 to work with the Yale Center 
of Alcoholic Studies on rehabilitation of the problem drinkers 
in industry, estimated to exceed 2 million. Dr. John J. Wittmer,'' 
assistant vice president of the Consolidated Edison Company 
of New York, Inc., was named chairman of the council. The 
impact of alcoholism on manpower during national mobiliza¬ 
tion was the factor prompting the formation of the group. 
Selden D. Bacon, director of the Yale center, said the council 
had been approved by the medical heads of leading business and 
industrial concerns including E. I. du Pont de Nemours & Co., 
Esso Standard Oil Company, General Motors Corporation, R. 
H. Macy, Metropolitan Life Insurance Company, and the Na¬ 
tional Broadcasting Company, Inc. 

Plastic Surgery Awards.—The foundation of the American 
Society of Plastic and Reconstructive Surgery offers junior and 
senior awards for original contributions in plastic surgery. The 
junior award is two scholarships in plastic surgery of six and 
three months respectively. The contest is open to plastic sur¬ 
geons who have been in the specialty no longer than five years. 
The senior award will be given for the best essay on “Mass 
Treatment of Burns in Atomic Warfare.” Winning essays will 
appear on the program of the forthcoming annual meeting of 
the society to be held at Colorado Springs, Colo., Oct. 31- 
Nov. 2. Entries must be received by the chairman not later than 
Aug. 15. For information address the Award Committee, % 
Jacques W. Maliniac, M.D., 11 East 68th St., New York 21. 

Research in Blood Diseases.—The Hematology Research Foun¬ 
dation invites applications for the Ruth Reader Fellowship and 
the Robert L. Goldblatt Fellowship for research in blood dis¬ 
eases in the academic year 1951-1952. The stipend for each fel¬ 
lowship is $1,500 per year with option to renew. This offer 
is made to workers of any race or creed in the United States. 
Applications must be submitted no later than July 15 to 
Hematology Research Foundation, 72 E. 11th St., Chicago 5. 
Nine copies of the application are requested. Forms are avail¬ 
able on request. Awards will be announced by the medical ad¬ 
visory council in July or August this year. The council will choose 
the applicants on the basis of merit and will also choose the 
institution in Chicago in which the work is to be done. 

World Health Organization Fellowships.—More than 250 fel¬ 
lowships for advanced study will be awarded this year by the 
World Health Organization to medical and allied personnel 
throughout the world. Technical and teaching personnel from 
WHO member states with at least two years of experience in 
the field in which the fellowship is sought are eligible for the 
awards. Applications are made to WHO through the appli¬ 
cant’s government. The World Health Organization has already 
awarded about 800 fellowships in fields including public health 
administration, communicable diseases, nursing, maternal and 
child health, internal medicine and surgery. The Pan Ameri¬ 
can Sanitary Bureau, regional office of WHO, awards from 
its own budget additional fellowships for public health trainees 
in the Americas. During the past year the bureau granted 
some 35 fellowships for studies extending from several weeks 
to a full academic year. This is in addition to the financing by 
the bureau during 1950 of shorter-term training courses for 
more than 80 men and women in serological laboratories and 
a public health nursing workshop. 

School of Tuberculosis.—The 37th session of the Trudeau 
School of Tuberculosis was held at Saranac Lake, N. Y., April 
30-May 25. This school has been supported since 1939 by the 
LiHia Babbitt Hyde Foundation and is intended for physicians 


* Dr, Wittmer died May 19 . 
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who wish to prepare themselves for sanatorium or public health 
service or those who desire a postgraduate course in diseases of 
the lungs. The program presents the essentials of history, eti¬ 
ology, epidemiology, pathology, diagnosis, prognosis, and treat¬ 
ment. In addition to daily discussions, classes, and clinics, there 
were evening lectures by Dr. Honore Smith of Oxford, England, 
on the “Treatment of Tuberculosis Meningitis”; by Dr. Herman 
E. Hilleboe, New York State Health Commissioner, on “World 
Problems in Tuberculosis”; by Dr. Maurice Costello, clinical 
professor of dermatology and syphilology, New York University 
College of Medicine, on “Tuberculosis of the Skin”; by Dr. 
Averill A. Liebow, associate professor of pathology, Yale Uni¬ 
versity College of Medicine, on “Aspects of the Pulmonary Cir¬ 
culation in Disease,” and by Dr. Frank R. Ferlaino, medical di¬ 
rector, General Motors Corporation, New York, on “Tubercu¬ 
losis as it Occurs in Industrial Workers.” 

Predoctoral Fellowships.—The National Foundation for Infan¬ 
tile Paralysis has announced a new type of short-term predoc¬ 
toral fellowships for undergraduate medical students interested 
in research in medicine and the related biological and physical 
sciences. The fellowships cover a minimum of two months’ 
experience in research under the direction of a competent inves¬ 
tigator in the laboratories of approved medical schools or re¬ 
search institutes in the United States. Under the plan the dean 
of each four-year medical school has the privilege of nominating 
one medical student to receive a fellowship. The National Foun¬ 
dation for Infantile Paralysis will provide a stipend of $400 for 
each student who qualifies for the summer laboratory study. 
The new fellowships are administered by the division of pro¬ 
fessional education with the assistance of a professional com¬ 
mittee headed by Dr. Thomas B. Turner, professor of bacteriol¬ 
ogy at the School of Hygiene and Public Health of Johns Hop¬ 
kins University School of Medicine, Baltimore. The purpose of 
the new short-term fellowships is to enable medical students 
to test their desires and determine their aptitudes to participate 
in research in medicine and related biological sciences at an 
early stage in their professional careers. 

Child Mortality Rates.—Conquest of disease has reduced the 
mortality at ages 1 to 14 by three fourths since 1930. This is 
based on the experience among children insured with the 
Metropolitan Life Insurance Company. The death rate among 
boys of the insured group dropped from 275.8 per 100,000 in 
1930 to 74.7 in 1950 and among the girls from 228.4 per 100,000 
to 53.9. At the preschool ages the improvement over the two 
decades was about four fifths, and the 1950 preschool death rate 
from all causes combined was lower than the rate from pneu¬ 
monia alone in 1930. The mortality from the principal com¬ 
municable diseases of childhood, measles, scarlet fever, whoop¬ 
ing cough and diphtheria, fell more than 95 per cent, and the 
downward trend of the death rate from diarrhea and enteritis 
was almost as rapid. Reductions of not less than 75 per cent at 
any of the age periods were recorded for pneumonia, tubercu¬ 
losis and rheumatic fever. With these shifts in the mortality 
picture, accidents now constitute the foremost cause of death at 
every age group for both boys and girls and at 1 to 4 years 
account for about one death in every three among boys and 
nearly one in five among girls. A pronounced rise in the re¬ 
corded mortality from cancer among children has made it now 
a leading cause of death. 

Society Elections.—At the annual meeting of the New Orleans 
Graduate Medical Assembly March 5-8 Dr. Edgar Hull, New 
Orleans, was installed as president. Other officers elected for 
this year include: Dr. Charles B. Odom, New Orleans, president¬ 
elect; Dr. Woodard D. Beacham, New Orleans, secretary, and 
Dr. Robert F. Sharp, New Orleans, treasurer. The 1952 meeting 
will be held March 10-13, with headquarters at the municipal 

auditorium.-New officers of the American Psychiatric 

Association elected during the 107th annual meeting of the 
association in Cincinnati May 7-11 include: Dr. Leo H. Barte- 
meier, Detroit, president; Dr. D. Ewen Cameron, Montreal, 
Canada, president-elect; Dr. R. Finley Gayle Jr., Richmond, 
Va., secretary, and Dr. Howard W., Potter, Brooklyn, treasurer. 

-The American Academy of General Practice at its March 

meeting in San Francisco installed Dr. Joseph P. Sanders, 
Shreveport, La., as president and chose Dr. R. B. Robins, 


Camden, Ark., as president-elect; Dr. Fred A. Humphrey Fort 
Collins, Colo., vice president, and Dr. Jack S. DeTar, Milan 
Mich., speaker of the house of delegates. The 1952 scientific 

assembly will be held in Atlantic City, N. J., March 24-27._ 

At the annual meeting of the American Institute of Nutrition 
in Cleveland April 29-May 3 the following officers were elected: 
Clive M. McCay, Ph.D., New York, president; Paul L. Day' 
Ph.D., Little Rock, Ark., Vice president, and James M. Orten’ 

Ph.D., Detroit, secretary.-The American Otological Society 

at its meeting at the Hotel Claridge, Atlantic City, N. J., May 
11-12 elected the following officers: Dr. Gordon D. Hoople 
Syracuse, N. Y., president; Dr. Albert C. Furstenberg, Ann 
Arbor, Mich., vice president, and Dr. John R. Lindsay, Chi¬ 
cago, secretary-treasurer.-The American Society for Phar¬ 

macology and Experimental Therapeutics at its annual meeting 
in Cleveland April 29-May 3 elected the following officers: 
Dr. McKeen Cattell, New York, president; Dr. K. K. Chen, 
Indianapolis, president-elect; Dr. Carl C. Pfeiffer, Chicago, 
secretary, and Dr. Robert P. Walton, Charleston, S. C., 
treasurer. 


FOREIGN 

Anti-Tuberculosis Center Opened In Istanbul.—A new building 
constructed by the Turkish government to house the World 
Health Organization Anti-Tuberculosis Center was opened last 
winter in Istanbul in the presence of the Turkish minister of 
health, the governor of Istanbul, and representatives of the 
diplomatic corps. The center had been operating in temporary 
premises since its foundation last June. The center’s primary 
function is to train medical and health workers in modern anti¬ 
tuberculosis methods and to create a unified organization 
against the disease that would serve as a model for similar 
services elsewhere. The WHO staff in Istanbul, consisting of a 
French tuberculosis specialist, an English x-ray technician, and 
a French nurse, has in eight months given advanced instruction 
to nearly 300 Turkish doctors and nurses. The new building, 
which contains five floors and cost $130,000, includes sections 
for radiography, tuberculin-testing, and BCG-vaccination. 

Penicillin Factory in India.—The government of India has 
announced its decision to accept United Nations assistance in 
setting up a penicillin factory at an estimated cost of 20 mil¬ 
lion rupees (4 million dollars). The World Health Organiza¬ 
tion, as requested by the government of India, will make avail¬ 
able technical assistance and training facilities for Indian 
personnel to an extent of $350,000. The United Nations 
International Children’s Emergency Fund will pay for im¬ 
ported production equipment costing $850,000. The govern¬ 
ment of India will retain full control over the erection, 
operation, and maintenance of the factory and its staff and 
will make available to Indian women and children free sup¬ 
plies of penicillin to the total value of $850,000. It is estimated 
that a minimum production of 400,000 mega units per month 
will be reached at the end of two years, rising ultimately to 
700,000 mega units. 


DEATHS IN OTHER COUNTRIES 

Ylai. Gen. Sir Percy Tomlinson, who was the medical officer 
responsible for building up the medical organization of the 
Middle East Command during World War II, died in Hove 
-ncland March 6, aged 66. He became honorary physician to 
he S and was elected a fellow of the Royal College of 

Physicians._ Professor Martin Mayer passed away suddenly 

mFeb 17 at Caracas, Venezuela, aged 76. For many years he 
vas head of the bacteriological section of the Institut fur Schiffs- 
,nd Tropenkrankheiten, Hamburg, until he was forced to leave 
3ermany and found refuge at the Untversidad Central m Cara- 


he^eredMy of Epilepsy.—In the article by Dr. William G. 

the heredity of epilepsy in The Journal, June 9, 
951,°page 536, in line 12, left-hand column, 7.6 per cent shoul 
:ad 6.4. 
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MEETINGS 


American Electroencephalogkaphic Society, Hotel Claridge, Atlantic 
City, June 16-17. Dr. John A. Abbott, Massachusetts General Hospital, 
Boston 14, Secretary. 

American Hearing Society, Palmer House, Chicago, June 29. Mts. 
Frances E. Lee, 817 Fourteenth St. N.W., Washington 5, D. C., 
Secretary. 

American Neurological Association, Atlantic City, June 18-20. Dr. H. 
Houston Merritt, 710 W. 168th St., New York 32, Secretary. 

American Orthopedic Association, The Greenbrier, White Sulphur 
Springs, W. Va., June 20-23. Dr. C. Leslie Mitchell, Henry Ford Hos¬ 
pital, Detroit 2, Secretary. 

Great Falls Medical-Surgical Conference, Great Falls, Montana, June 
25-26. Dr. William E. Sullens, Box 1066, Great Falls, Chairman. 

Idaho State Medical Association, Sun Valley, June 17-20. Dr. Robert S. 
McKean, 305 Sun Budding, Boise, Secretary. 

Maine Medical Association, Poland Spring House, Poland Spring, June 
17-19. Dr. Frederick R. Carter, 142 High St., Portland 3, Secretary. 

Medical Library Association, Denver, June 28-30. Miss Caroline Rie- 
chers, Rush Medical College Library, 1758 W. Harrison St., Chicago 12, 
Secretary. 

Post Graduate Medical Assembly of South Texas, Shamrock Hotel, 
Houston, Texas, July 23-25. Mrs. W. H. Dahme, 229 Medical Arts Bldg., 
Houston, Executive Secretary. 

Society of Biological Psychiatry, Claridge Hotel, Atlantic City, June 
17. Dr. George N. Thompson, 1136 W. Sixth St., Los Angeles 17, 
Secretary. 

West Virginia State Medical Association, The Greenbrier, White Sul¬ 
phur Springs, July 19-21. Mr. Charles Lively, 1031 Quarrier St., Charles¬ 
ton 24, Executive Secretary. 

INTERNATIONAL 

European Congress on Rheumatism, Barcelona, Spain, Sept. 24-27. Dr. 
Guanar Edstron, Lund, Sweden, Secretary. 

General Practitioners Study Club International, Rome, Italy, Sept. 
12-15, Dr. John O'Connell, 10300 Lackland Road, St. Louis 14, Mo„ 
U. S. A., President. 

International Anesthesia Research Society, London, England, Sept. 
3-7. Mr. R. W, Cope, University College Hospital, London W.C.l, 
England. 

International Association of Allergists, Zurich, Switzerland, Sept, 23- 
29. Prof. A. S. Grumbach, Hygiene Institut der Universitaet Zurich, 
Gloriastr. 32, Zurich, Switzerland. 

International Congress of Anesthesiology, Nursing School of the Sal- 
piettre, 47 Boul de l’Hospital, Paris, France, Sept 20-22. 12 rue de Seine, 
Paris 6% France, Secretariat. 

International Congress of Clinical Pathology, London, England, July 
16-20. Dr. W. H. McMenemey, Maida Vale Hospital for Nervous Dis¬ 
eases, London W.9, England, Secretary. 

International Congress of Gynecology, Maison de la Chimie, Centre 
Marcellin, Paris, France, June 23-29. Dr. Maurice Fabre, I, rue Jules- 
Lcfcbvre, Paris 9, General Secretary. 

International Congress on Industrial Medicine, Instiiuto Superior 
Tfcnico, Lisbon, Portugal, Sept. 9-15. Dr. Luis Guerreiro, Instituto 
Nacional do Trabalho e Previdencia, Praga do Comercio, Lisbon, Secre¬ 
tary General. 

International Congress on Mental Health, Mexico City, Mexico, Dec. 
11-19. 


Students’ International Clinical Congress, Leyden, Utrecht, Groningen 
and Amsterdam, Holland, July 10-28. N. A. M. Bergstein, Oude Gracht 
143 bis, Utrecht, Holland, Secretary General. 

World Confederation for Physiciae Therapy, Copenhagen, Denmark, 
Sept. 7-8. 

World Medical Association, Stockholm, Sweden, Sept. 15-21, Dr. Louis 
H. Bauer, 2 E. 103d-St., New York 29, N. Y., U. S. A., Secretary- 
General. 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 

National Board of Medical Examiners: Parts l and II. Various Centers. 
June 18-20, Sept. 5-7 (Part I only). Applications must be filed at least 
thirty days prior to an examination. Ex, Sec., Mr. E. S. Elwood, 225 S. 
15th Street, Philadelphia. 

INTERNATIONAL COLLEGE OF SURGEONS 

Examinations for Certified Fellowship in the United States Chapter in 
General and Orthopedic Surgery, Chicago, Aug. 3-4. Sec., Dr. Arnold 
S. Jackson, 1516 Lake Shore Drive, Chicago 10. 

EXAMINING BOARDS IN SPECIALTIES 

American Board of Anesthesiology: Written. July 20. Given simul¬ 
taneously in several cities in the United States. Final date for filing 
application was Jan. 20. Oral. Memphis, Oct. 14-17. Written. July 18, 
19S2, Various iocalions. Final date for filing applications is Jan. 18, 
1952. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., Hartford 15, Conn. 

American Board of Internal Medicine: Written. Various centers, Oct. 
15. Final date for filing applications was May 1. Oral. The schedule of 
oral examinations for 1951 has been arranged on a regional basis as 
follows: June, includes candidates from Beirut, Canada, Canal Zone, 
Connecticut, Delaware, District of Columbia, Maryland, New Jersey, 
Ohio, Pennsylvania, Puerto Rico, Rhode Island, Virginia and West Vir¬ 
ginia. New York, date to be announced, covering Maine, Massachusetts, 
New Hampshire, New York and Vermont. San Francisco, date to be 
announced, covering Arizona, California, Colorado, Idaho, Montana, 
New Mexico, Oregon, Utah and Washington. 

Only candidates who have not taken an oral examination can be admitted 
under the schedule arranged thus far. 

Dates of closing dates for the filing of applications for examinations in 
New York and San Francisco to be announced. 

Oral examinations in the subspecialties will be held at the same time and 
place and on the same distribution. 

Exec. Sec., Dr. William A. Werrell, 1 West Main Street, Madison 3. 

American Board of Neurological Surgery: Oral. Chicago, Oct. 25-26. 
Oral. Chicago, May 1952. Final date for filing applications for the May 
1952 examination is Jan. 1, 1952. Sec., Dr. W. J. German, 789 Howard 
Ave., New Haven 4, Conn. 

American Board of Obstetrics and Gynecology: Written. Feb. 1, 1952. 
Final date for filing applications is Nov 1. Sec., Dr. Paul Titus, 1015 
Highland Building, Pittsburgh 6, Pa. 

American Board of Ophthalmology: Written. Twenty-five centers, Feb. 
4-5, 1952. Oral. Chicago, October 8-13. Sec., Dr. Edwin B. Dunphy, 56 
Ivie Road, Cape Coltage, Maine. 

American Board of Orthopaedic Surgery: Final dale for filing applica¬ 
tions for the 1952 Part II examinations is Aug. 15, 1951. Sec., Dr. Harry 
A. Sofield, 122 S. Michigan Ave., Chicago 3. 


International Congress of Military Medicine and Pharmacy, Paris, 
France, June 17-23, Physician General Dutrey, 8, bis, rue de Recolicts, 
Paris 10, Secretary General. 

International Gerontological Congress, Hotel Jefferson, St. Louis, Mo,, 
U. S. A., Sept. 9-14, Dr. John E. Kirk, 5600 Arsenal Street, St. Louis 9, 
Mo., Chairman, Program Committee. 

International Hospital Congress, Brussels. Belgium, July 15-21. CapL 
J. E. Stone, 10 Old Jewry, London E.C., England, Secretary, 

International Poliomyelitis Congress, Copenhagen, Denmark, Sept. 
3-7. Prof Dr. Niels Bohr, Statens Seruminstitut, SO Amager Bivd., 
Copenhagen S., Denmark, President. 

International Society of Surgery, Paris, France, Sept. 24-29. Dr. L. 
Dcjardin, 141, rue BcIIiard, Brussels, Belgium, Secretary General. 

International Society for the Welfaae of Cripples, Fifth World Con¬ 
gress, Stockholm, Sweden, Sept. 9-14. Mr. Donald V. Wilson, 54 E. 
64th St., New York 21, N. Y.. U. S. A.. Executive Dilector. 

Pan Pacific Surgical Association Congress, Honolulu, Hawaii, Nov. 
7-19. Dr. Forrest J. Pinkerton. Suite 7, Young Bldg., Honolulu, Hawaii 
President. 


American Board of Otolaryngology: Oral. Chicago, Oct. 9-12. Sec., Dr. 
Dean M. Lierle, University Hospital, Iowa City. 

American Board of Pediatrics: Oral. Detroit, June 8-10. Buffalo, Oct. 
26-28. Ex. Sec., Dr. John McK. Mitchell, 6 Cushman Road, Roscmom! 


American Board of Preventive Medicine: Written. San Francisco, Octo¬ 
ber 28. Oral. San Francisco, October 29. Sec., Dr. Ernest L. Stcbbins 
615 North Wolfe St., Baltimore 5. 


American Board of Radiology: Oral. Washingion, D. C., Sept 17-v> 
Sec., Dr. B. R. Kirklin. 102-110 Second Ave., S.W., Rocheslcr, Minn."' 

American Board of Surgery: Written. Various centers, Oci. 1951 Final 
dale for filing applications is July 1. Sec., Dr. J. Stewart Rodman tyj 
S outh 15th Street, Philadelphia. 


Board of Thkoacic Surgery: Written. Various parts of the country. Sept 
14, 1951. Final date for filing applications is July U. Sec., Dr 
M. Tuttle, 1151 Taylor Ave., Detroit 2, Mich 


American Board op Urology: Chicago, Feb. 9-13, 1952. Final date for 
filing applications is Sept. 1 . Sec., Dr. Harry Culver, 314 Corn Exchange 
Bldg., Minneapolis 15. 
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Leslie, Frank Elliott ® St. Petersburg, Fla.; born in Woburn, 
Mass., July 21, 1873; Medical School of Maine, Portland, 1901; 
commissioned a first lieutenant in the medical corps of the U. S. 
Army in July, 1917; promoted to captain in October of that year 
and to major in February, 1918; in September, 1919, was com¬ 
missioned a surgeon in the U. S. Public Health Service and made 
senior surgeon in February, 1920; at the time of his retirement in 
1943 was manager of the Veterans Administration Memorial 
Hospital at Mendota, Wis., a position he had held since 1939; 
specialist certified by the American Board of Psychiatry and 
Neurology; member of the Maine Medical Association, Ameri¬ 
can Psychiatric Association, National Committee for Mental 
Hygiene, and the Association of Military Surgeons of the United 
States; from 1905 to 1917 superintendent of Glenellis Sanitarium 
in Andover, Maine, where in 1911 he was president of the Oxford 
County Medical Society, died in the Veterans Administration 
Center, Bay Pines, March 27, aged 77, of portal cirrhosis and 
primary carcinoma of the liver. 

McClure, Roy Donaldson ® Detroit; born in Bellbrook, Ohio, 
Jan. 17, 1882; Johns Hopkins University School of Medicine, 
Baltimore, 1908; assistant in surgery from 1912 to 1914 and in¬ 
structor in surgery from 1914 to 1916 at his alma mater; special¬ 
ist certified by the American Board of Surgery, founded and was 
the first president of the Central Surgical Association; past presi¬ 
dent of the Detroit Academy of Surgery; fellow of the American 
Surgical Association, Southern Surgical Association, and the 
American College of Surgeons, of which he had been a gov¬ 
ernor; served in the army during World War I as head of an 
evacuation hospital in France and during World War II as a 
member of the National Research Council and chairman of the 
Michigan Medical Advisory Board; creator and first chief of 
the department of surgery, Henry Ford Hospital; consulting 
surgeon, Charles Godwin Jennings Hospital; died March 31, 
aged 69, of arteriosclerotic heart disease. 

Crossen, Harry Sturgeon @ St. Louis; born in Centerville, Iowa, 
Feb. 2, 1869; Washington University School of Medicine, St. 
Louis, 1892; since 1935 professor emeritus of clinical obstetrics 
and gynecology at his alma mater, where he was instructor in 
gynecology from 1901 to 1921, when he became professor of 
clinical gynecology; member of the American Gynecological 
Society and the Central Association of Obstetricians and Gyne¬ 
cologists; fellow of the American College of Surgeons; served 
in France during World War I; affiliated with Barnes, St. Luke’s 
and St. Louis Maternity hospitals; superintendent and surgeon in 
charge, St, Louis Female Hospital from 1895 to 1899; author of 
“Diagnosis and Treatment of Diseases of Women,” co-author 
of “Diseases of Women,” “Gynecology for Nurses,” “Synopsis 
of Gynecology,” “Operative Gynecology,” and “Foreign Bodies 
Left in the Abdomen”; died in Clayton March 10, aged 82, of 
cerebral hemorrhage. 

Richards, Theodore Wright ® medical director, captain, U. S. 
Navy, retired, Savannah, Ga.; born in Portsmouth, Va., Oct. 8, 
1870; Columbian University Medical Department, Washington, 
D. C., 1893; commissioned an assistant surgeon in the medical 
department of the Navy Nov. 12, 1894; veteran of the Spanish- 
American War; served at various naval stations aboard the fleet; 
in April, 1910, senior medical member of the retirement board; 
in 1915-1916 served as the medical officer aboard the USS 
Maine; prior to the onset of World War I was liaison officer with 
the American Red Cross at the Bureau of Medicine and Surgery 
and officer in charge of personnel for Naval Base Hospital No. 1 
in France; during World War I was a special medical advisor to 
the commanding general of the armed forces for the medical 
department of the Navy; retired from active duty Nov. 1, 1934, 
for physical disability; died March 20, aged 80, of heart disease. 


3 Indicates Fellow of the American Medical Association. 


Parham, John Calhoun ® medical director, captain, U. S Navy 
retired, San Diego, Calif.; born Oct. 4, 1885; Medical College 
of Alabama, Mobile, 1906; specialist certified by the American 
Board of Internal Medicine; entered the medical corps of the 
U. S. Navy as a lieutenant (jg) on July 7,1911; served as medical 
officer aboard the USS Birmingham and was also the senior 
medical officer of the U. S. Naval Base No. 27 at Plymouth 
England, during World War I; on the staff of the commander 
base force, Pacific, 1936-1937, followed by a two-year tour of 
duty at the U. S. Naval Hospital, San Diego, Calif.; in 1939- 
1940 executive officer at the Naval Hospital in Pearl Harbor- 
retired from active duty Dec. 1, 1940, because of physical dis¬ 
ability; died in the U. S. Naval Hospital March 26, aged 65, of 
cerebral thrombosis and hypertensive cardiovascular disease. 

Beckman, William Woods, New York; born in Altoona, Pa., 
Aug. 22, 1910; Harvard Medical School, Boston, 1935; as¬ 
sistant dean and assistant professor of medicine at the New 
York University College of Medicine, a unit of the New York 
University-Bellevue Medical Center; at one time an instructor 
and associate in medicine at his alma mater; research fellow 
of the American College of Physicians; member of the American 
Medical Association; served as intern, resident, assistant in medi¬ 
cine, and assistant physician at Massachusetts General Hospital 
in Boston; formerly associated with the Rockefeller Institute 
for Medical Research and the Rockefeller Institute Hospital; 
participated in the report of the Joint Committee on the Study 
of Social and Environmental Factors in Medicine published by 
the Commonwealth Fund; died April 12, aged 40. 


Davis, George Edwin $ New York; born in Harrodsburg, Ky., 
Feb. 18, 1866; Bellevue Hospital Medical College, New York, 
1889; specialist certified by the American Board of Otolaryn¬ 
gology; formerly emeritus professor of otology at the New York 
Polyclinic Medical School and Hospital; instructor of otology 
at the New Post-Graduate Medical School and Hospital from 
1908 to 1914; member of the American Academy of Ophthal¬ 
mology and Otolaryngology; fellow of the American College of 
Surgeons; chairman of the medical research board of the Ameri¬ 
can Expeditionary Forces during World War I; later retained a 
captaincy in the Officers Reserve Corps; consulting aural sur¬ 
geon, Manhattan State Hospital, New York, Central Islip State 
Hospital, Central Islip, and United Hospital, Port Chester; died 
March 24, aged 85, of coronary thrombosis. 


tnderson, John Birckbead ® Baraboo, Wis.; born in St. Louis 
n 1869; Washington University School of Medicine, St. Louis, 
892; honorary member of the Washington State Medical Asso- 
iation; for many years city health officer of Spokane, Wash., 
nd later commissioner of health of the state of Washington, 
uring World War I served on the Council of Defense and was 
member of the food conservation committee; in 1921 commis- 
ioned a senior surgeon in the U. S. Public Health Service re- 
;rve; served on the staffs of various Veterans Administration 
ospitals; at one time chief neuropsychiatrist at the Hines (Ill.) 
iospital, where he organized and was chief of the diagnostic 
enter until his retirement in 1938; died March aged _, 
f Parkinson’s disease and uremia. 

lunt Robert Walter ® New York; bom in Santa Barbara, 
alif' Julv 12 1904; Stanford University School of Medicine, 
an Francisco 1933; assistant clinical professor of urology at 
lew York Medical College, Flower and Fifth Avenue Hospi- 
ds- certified by the National Board of Medical Examiners, 
lecialist certified by the American Board of Urology; member 
f the American Urological Asso C iati°n; fellow of :the^Amen- 

m College of Surgeons; served during World War II, assistant 
m Losiege o g 19 3 g res ; dent in urology 

tending surgeon and trom ivao N York 

the James Buchanan Brady Foundation of ^e New York 
ospital; director of urology at St. Clares Hospital, where he 
ed March 31, aged 46, of intracranial hemorrhage. 
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Hoffman, Charles Wilbur « Baltimore; born in Philadelphia, 
Dec 19, 1876; Jefferson Medical College of Philadelphia, 1903; 
formerly on the faculty of Johns Hopkins University School of 
Medicine and the University of Maryland School of Medicine; 
served during World War I; as lieutenant colonel in the medical 
reserve corps, served as surgeon for the Maryland state guard 
from 1944 until 1948; at one time associated with the U. S. 
Public Health Service, and was surgical consultant for several 
local public health hospitals until 1932; affiliated with the 
Church Home and Infirmary, St, Joseph’s, St. Agnes, Mercy, 
West Baltimore General, and Franklin Square hospitals; died 
March 15, aged 74, of carcinoma of the bladder. 

Sager, Eduard Miller ® colonel, MC., U. S. Air Force, re¬ 
tired, Fort Worth, Texas; born in Yeagertown, Pa., Jan. 31, 
1901; Medical College of Virginia, Richmond, 1930; entered 
the Army in 1930; in 1934 was transferred to the Air Force as 
a flight surgeon; during World War II served as post surgeon 
at Barksdale and Maxwell fields and as flight surgeon with the 
12th Air Force in Italy; won the Bronze Star medal and three 
battle stars; surgeon with the Eighth Air Force at Carswell Air 
Force Base; retired from the Air Force Sept. 30, 1949; assistant 
city health director; died at Carswell Air Base hospital March 
19, aged 50, of acute coronary occlusion. 

Moore, John Thomas ® Houston, Texas; University of Texas 
School of Medicine, Galveston, 1896; professor of clinical sur¬ 
gery at Baylor University College of Medicine; member of the 
Southern Surgical Association; fellow of the American College 
of Surgeons; past president of the Harris County Medical 
Society; specialist certified by the American Board of Surgery; 
served during World War I; consulting surgeon, Hermann and 
Methodist hospitals; affiliated with Jefferson Davis Hospital; 
received the honorary degree of doctor of science from Texas 
Christian University, Fort Worth; died March 18, aged 86, of 
coronary thrombosis. 

Bowen, John Thomas ® Clearwater, Fla.; University of Penn¬ 
sylvania School of Medicine, Philadelphia, 1910; served during 
World War I; on the staff of the Morton Plant Hospital, where 
he died March 16, aged 75, of coronary thrombosis and arterio¬ 
sclerosis. 

Bowers, George Francis Haskell ® Newton, Mass.; Harvard 
Medical School, Boston, 1911; member of the New England 
Pediatric Society; died in Nesvton-Wellesley Hospital, Newton 
Lower Falls, April 1, aged 67. 

Bradt, Elizabeth Gilchrist, Castile, N. Y.; Boston University 
School of Medicine, 1915; died in Wyoming County Community 
Hospital, Warsaw, April 4, aged 61, of multiple sclerosis. 

Burch, Albert J., Alpine, Calif.; Fort Worth (Texas) School of 
Medicine, Medical Department of Fort Worth University, 
1899; died in La Mesa (Calif.) Hospital April 3, aged 77, of 
coronary occlusion. 

Clayton, John M.» West Louisville, Ky.; University of Louis¬ 
ville Medical Department, 1888; member of the American 
Medical Association; died in Our Lady of Mercy Hospital, 
Owensboro, April 3, aged 85. 

Collins, William David, Hudson, N. Y.; Albany Medical Col¬ 
lege, 1907; member of the American Medical Association; 
served as commissioner of health; affiliated with Columbia 
Memorial Hospital, where he died April 10, aged 67, of heart 
failure. 

Deutseh, Morris I, ® Far Rockaway, N. Y.; University and 
Bellevue Hospital Medical College, New York, 1914; member 
of the staff of the Rockaway Beach (N. Y.) Hospital and St. 
Joseph s Hospital; died April 4, aged 58, of coronary thrombosis. 

Dudley, Gustave Beauregard * Martinsville, Va.; Medical Col- 
Cgc of Virginia, Richmond, 1918; served during World War 
I; died April 7, aged 58. 

Ferris, Eduard Day, Brooklyn; University of the City of New 
York hledical Department, New York, 1893; member of the 
American Medical Association; fellow of the American College 
, rsi 5? ns; mtm ' 3er °f ffi® Selective Service Board during 
sorld War I; on the staff of the Norwegian Lutheran Dea¬ 
conesses Home and Hospital, where he died April 5, aged 86. 


Fuller, Spencer Sain ® Riverside, 111.; Rush Medical College, 
Chicago, 1902; past president of the school board; served as 
village health commissioner; died April 3, aged 77, of coronary 
occlusion. 

Gardiner, Harry Miller ® Medfield, Mass.; Hahnemann Medi¬ 
cal College and Hospital of Philadelphia, 1931; specialist cer¬ 
tified by the American Board of Psychiatry and Neurology; 
member of the American Psychiatric Association and the New 
England Society of Psychiatry; served during World War II; 
assistant superintendent of Medfield State Hospital; died in 
Baker Memorial Hospital, Boston, April 3, aged 46, of cardiac 
hypertrophy, hypertension, and nephrosis. 

Gibson, John Francis, Olympia, Wash.; University of Texas 
School of Medicine, Galveston, 1906; specialist certified by the 
American Board of Ophthalmology and the American Board 
of Otolaryngology; on the staff of St. Peter’s Hospital; died 
April 2, aged 70. 

Gulliver, Francis Daniel ® New York; Columbia University 
College of Physicians and Surgeons, New York, 1903; affiliated 
with St. Vincent’s Hospital; died April 12, aged 72, of neoplasm. 

Johnson, James Paton, Dallas, Texas; Barnes Medical College, 
St. Louis, 1904; died in Baylor University Hospital March 27, 
aged 74, of acute cardiac infarction. 

Johnston, Walter, Seattle; Jefferson Medical College of Phila¬ 
delphia, 1887; died March 24, aged 88, of arteriosclerotic heart 
disease. 

Kaveney, Irving Edward ® Port Angeles, Wash.; University of 
Illinois College of Medicine, Chicago, 1931; served during 
World War II; died recently, aged 46. 

Kinloch, Everett Starke, Troy, N. Y.; Albany (N. Y.) Medical 
College, 1895; died March 17, aged 82, of right hemiplegia. 

Kyser, James Allen, Madison, Ala,; Tulane University of Lou¬ 
isiana, New Orleans, 1911; member of the American Medical 
Association; chairman of the Farmers & Merchants Bank; died 
March II, aged 70, of cerebral hemorrhage. 

Maurer, Frederick Henry ® Peoria, 111.; Rush Medical College, 
Chicago, 1915; specialist certified by the American Board of 
Pediatrics; member of the American Academy of Pediatrics, 
American Association of Physicians and Surgeons, Central Illi¬ 
nois Pediatric Society, and Alpha Omega Alpha; member and 
past president of the Peoria Medical Society; served during 
World War I; member and past president of the St. Francis 
Hospital staff; died April 22, aged 60, of coronary thrombosis. 

Montgomery, Charles William, Pasadena, Calif.; Kentucky 
School of Medicine, Louisville, 1892; also a druggist; died 
March 13, aged 82. 

Mooney, Charles Neil, Oakland, Calif.; Cooper Medical Col¬ 
lege, San Francisco, 1906; died in San Francisco April 4, aged 
68, of tuberculosis. 

Morton, Andrew Wade ® San Francisco; University of Ten¬ 
nessee Medical Department, Nashville, 1892; died March 26, 
aged 82, of coronary occlusion. 

Myers, John George Leonard, Bloomingdale, lnd.; Medical 
College of Indiana, Indianapolis, 1884; died April 1, aged 93. 

Neumann, William Henry ® Sheboygan, Wis.; Northwestern 
University Medical School, Chicago, 1904; specialist certified 
by the American Board of Otolaryngology; member of the 
American Academy of Ophthalmology and Otolaryngology; 
fellow of the American College of Surgeons; on the staffs of 
Memorial Hospital and St. Nicholas Hospital, where he died 
March 11, aged 71, of coronary thrombosis. 

Norconk, Ward Herman ® Bear Lake, Mich.; Chicago College 
of Medicine and Surgery, 1917; past president of the Manistee 
County Medical Society; served during World War I; affiliated 
with Mercy Hospital and Sanitarium, where he died March 29, 
aged 59, of coronary thrombosis. 

O'Connor, Charles Emmett, Washington, D. C.; Georgetown 
University School of Medicine, Washington, D. C., 1895; re¬ 
tired medical officer of the department of interior; died March 
29, aged 83. 
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Oertel, Henry Benjamin, Kissimmee, Fla.; University of Georgia 
School of Medicine, Augusta, 1901; member of the American 
Medical Association; died recently, aged 76. 

Parnell, Charles Nicholas, Maplesville, Ala.; Medical College 
of Alabama, Mobile, 1891; member of the American Medical 
Association; died April 5, aged 84, of senile dementia and 
diabetes mellitus. 

Pike, Walter Franklin, Sonora, Calif.; Denver and Gross Col¬ 
lege of Medicine, 1903; died March 25, aged 74. 

Pratt, Charles Augustus ® New Bedford, Mass.; Harvard Medi¬ 
cal School, Boston, 1891; an Associate Fellow of the American 
Medical Association; honorary trustee and past president of 
the medical staff of St. Luke’s Hospital; died April 3, aged 88, 
of terminal pneumonitis, diabetes mellitus, and arteriosclerosis. 

Rieser, Sidney Loeb © New York; University and Bellevue Hos¬ 
pital Medical College, New York, 1916; on the staffs of Syden¬ 
ham and Doctors hospitals; died April 12, aged 57, of coronary 
thrombosis. 

Sargent, Laurrie Dodd, Washington, Pa.; Western Pennsylvania 
Medical College, Pittsburgh, 1903; past president of the Wash¬ 
ington County Medical Society; specialist certified by the Ameri¬ 
can Board of Internal Medicine; fellow of the American Col¬ 
lege of Physicians and the National Tuberculosis Association; 
served during World War I; trustee of the Woodville (Pa.) State 
Hospital; affiliated with Hillsview Sanitarium and Washington 
Hospital, where he died April 6, aged 72, of coronary throm¬ 
bosis. 

Schermerhorn, John Ralph © Schenectady, N. Y.; Albany Medi¬ 
cal College, 1905; member of the American Academy of Derma¬ 
tology and Syphilology; past president of the Schenectady 
County Medical Society; affiliated with Ellis Hospital; died in 
Tampa, Fla., March 28, aged 71. 

Schmidt, Frederick Hermes, Woodstock, Ill.; Chicago College 
of Medicine and Surgery, 1911; member of the American Medi¬ 
cal Association; died near Genoa City, Wis., March 22, aged 
68, of injuries received in an automobile accident. 

Schwankhaus, Paul H., Louisville, Ky.; University of Louis¬ 
ville Medical Department, 1898; on the staffs of Deaconess and 
SS Mary and Elizabeth hospitals; died March 13, aged 72, of 
hypertensive cardiovascular disease. 

Siler, Levi Steely, Corbin, Ky.; Hospital College of Medicine, 
Louisville, 1903; member of the American Medical Association; 
died March 21, aged 73, of multiple sclerosis. 

Skarstrom, William, Puxbury, Mass.; Harvard Medical School, 
Boston, 1901; professor emeritus of hygiene and physical educa¬ 
tion at Wellesley (Mass.) College; died March 24, aged 81. 

Slattery, George Norbert © New York; University and Belle¬ 
vue Hospital Medical College, New York, 1909; formerly clin¬ 
ical assistant professor of medicine at his alma mater; at one 
time house physician for the Metropolitan Opera Company; 
died March 27, aged 69, of cardiac disease. 

Smith, Rolla Lamar, Philadelphia; University of Pennsylvania 
Department of Medicine, Philadelphia, 1889; member of the 
American Medical Association; died March 17, aged 84, of 
pneumonia. 

Sooy, John Lynch, Pleasantville, N. J.; College of Physicians and 
Surgeons, Baltimore, 1912; died in Atlantic City (N. J.) Hos¬ 
pital March 29, aged 64, of carcinoma of the pancreas. 

Spier, Oscar Agnew, New York; Eclectic Medical College of 
the City of New York, 1901; served in France during World War 
I; died March 8, aged 69, of coronary thrombosis. 

Spyker, John Huston, Decatur, III.; College of Physicians and 
Surgeons, Baltimore, 1902; member of the American Medical 
Association; affiliated with Decatur and Macon County Hos¬ 
pital; died March 25, aged 74, of heart disease. 

Steedle, Joseph G., McKees Rocks, Pa.; Western Pennsylvania 
Medical College, Pittsburgh, 1902; member of the American 
Medical Association; served in the state legislature; for one term 
burgess of McKees Rocks; on the staff of the Ohio Valley Gen¬ 
eral Hospital; died March 8, aged 70, of coronary occlusion. 


Steele, Robert Lowry, McKeesport, Pa.; University of Pitts- 
burgh School of Medicine, 1903; member of the American Medi¬ 
cal Association; died April 3, aged 74, of carcinoma of the 
prostate. 


Stephenson, Frank Halleck, Cazenovia, N. Y.; College of Physi¬ 
cians and Surgeons, medical department of Columbia College 
New York, 1878; member of the American Medical Association' 
for many years affiliated with the Memorial Hospital in Syra¬ 
cuse; died March 8, aged 94, of cerebral arteriosclerosis. 

Stitfey, Philip Ellsworth, Columbus, Ohio; Starling-Ohio Medi¬ 
cal College, Columbus, 1912; member of the American Medical 
Association; on the staff of the Grant Hospital; died March 11, 
aged 67, of heart disease. 


Stoddard, James © Buffalo; L.R.C.P., Edinburgh, L.R.C.S 
Edinburgh, and L.R.F.P. & S., Glasgow, 1888; University of 
Edinburgh Faculty of Medicine, 1892; an Associate Fellow of 
the American Medical Association; died in Derby, N. Y., April 
8, aged 94, of arteriosclerosis. 


Stowell, Harold Bishop, Watertown, N. Y.; Albany Medical 
College, 1895; member of the American Medical Association; 
died in the House of the Good Samaritan March 16, aged 77, 
of heart disease following pneumonia. 

Stuart, Albert Berry, Cloquet, Minn.; University of Nebraska 
College of Medicine, Omaha, 1904; member of the American 
Medical Association; served in France during World War 1; 
for many years chairman of the library board; member of the 
fire commission; affiliated with St. Luke’s Hospital in Duluth; 
died March 21, aged 68, of cerebral hemorrhage. 


Summerbell, Ferris, Fallon, Nev.; Baltimore Medical College, 
1905; member of the American Medical Association; died in 
Churchill County Hospital in Churchill March 2, aged 73, of 
pulmonary edema and cardiac decompensation. 


Swan, Charles Arthur © Cleveland; Western Reserve Univer¬ 
sity School of Medicine, Cleveland, 1916; member of the Ameri¬ 
can Association of Industrial Physicians and Surgeons; affiliated 
with Lakeside, Charity, and St. Luke’s hospitals; medical di¬ 
rector of the Standard Oil Company and Yellow Cab Company; 
for many years medical director of the Halle Brothers Depart¬ 
ment Store; chief medical examiner for the Equitable Life 
Assurance Society of the United States; died in Bradenton, Fla., 
April 4, aged 59, of injuries received in an automobile accident. 


Thrasher, A. Wade, Los Angeles; Central College of Physicians 
and Surgeons, Indianapolis, 1894; formerly on the staff of 
Methodist Hospital, Indianapolis; died March 29, aged 78, of 
cardiac decompensation. 


Tupper, Virgil L. ® Bay City, Mich.; Jefferson Medical College 
of Philadelphia, 1896; an Associate Fellow of the American 
Medical Association; past president of the Bay County Medical 
Society; fellow of the American College of Surgeons; on the 
staff of Mercy Hospital; died April 13, aged 82. 

Vafes, Charles William © Pittsburgh; University of Pl “ sbl ^ 81 ' 
School of Medicine, 1912; served overseas during World War 
I- member of the staff of South Side Hospital and on the visiting 
staff of Magee Hospital; served as director of schools and direc¬ 
tor and vice president of the First Federal Savings and Loan 
Association of Mount Oliver; died April 2, aged 66, of coronary 
occlusion. 

Weinberg, Frederick Julius, New York; Johann Wolfgang 
Goethe-Universitat Medizinische Fakultat, Frankfurt-am-Main, 
Prussia, Germany, 1924; died March 12, aged 57. 

Wickstrom, Albert M. © Chicago; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1906; died in the Salvation Army Hospital April ; 
aged 78, of carcinoma of the prostate. 

Williamson, George H. © Neenah Wis.; University-of Michi- 
nenartment of Medicine and Surgery, Ann Arbor, 189 > 
= P Winnebago County Medical Society, 

33St ^rldlal examiner emerifus for the Equitable Reserve 
mpreme medica exam wisconsin An ,i-Tuberculosis As- 

chairman of the Neenah Health Conn- 

;il; died April 2, aged 82. 
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Gastro-enteritis.—The Office of the Army Surgeon General re¬ 
ports that in the outbreak of acute gastro-enteritis at Fort Meade, 
Md., on May 17, a total of 389 men were sick enough to report 
to the dispensary, and 10 are known to have become ill on a 
bus after leaving the post. Of the 389 men, 102 were hospitalized. 
Epidemiological evidence indicates that corned beef hash served 
at breakfast May 17 was the source of infection. The incubation 
period varied from one to six hours. A staphylococcus was iso¬ 
lated from vomitus, but this organism has not yet been incrimi¬ 
nated as a toxin producer. 

An outbreak of gastro-enteritis that occurred among Air 
Force personnel stationed in the Pentagon Building May 17 is 
still under investigation. The Bolling Air Force Base Laboratory 
reports that a staphylococcus has been isolated from remnants 
of ham that was served. It has not been determined whether 
the organism is a toxin producer. 

Award and Commendation.—The Legion of Merit was recently 
awarded to Col. Robert C. Robertson, Chattanooga, Tenn. The 
citation reads in part as follows: 

“Colonel Robert C. Robertson, (then Lieutenant Colonel), 
Medical Corps, performed exceptionally meritorious service as 
Orthopaedic Consultant, Office of the Chief Surgeon, United 
States Army Forces, Pacific Ocean Area, from March 1942 to 
September 1945. He greatly assisted in the formulation of 
policies and the selection, training and supervision of personnel 
in connection with the treatment of orthopaedic casualties in 
the theater. Colonel Robertson carried on his mission of super¬ 
vision and training within the combat area hospitals and down 
through the chain of evacuation, to the battalion aid stations of 
the United States Army Forces engaged in Saipan, Guam, Leyte 
and Okinawa. Through his outstanding professional skill, leader¬ 
ship, understanding and tact, he made a material contribution 
to the mission of the Medical Department in the Pacific Ocean 
Area.” 

Personal.—Maj. Gen. George E. Armstrong, the new Surgeon 
General, was named outstanding medical alumnus of 1951 by the 
Indiana University School of Medicine, Indianapolis, at the 
annual alumni day May 9. General Armstrong delivered an 
address on the “Armed Services and the Physician.” 


AIR FORCE 

Award Given Colonel Mashburn_Col. Neely C. Mashburn, 

MC, U. S. Air Force, retired, who devised an apparatus 25 
years ago that is still being used to predict flying aptitude in 
cadet applicants, is the 1951 recipient of the Raymond F. Long- 
acre Award of the Aero Medical Association. Used extensively 
during and since World War II, the complex coordination test 
has proved one of the most reliable means to predict success 
in pilot training. It has been given more than a million appli¬ 
cants. Despite the great differences in training methods as well 
as in the size and speed of aircraft used now and those of 25 
years ago, the Mashburn test remains highly predictive. 

The Longacre Award, named in commemoration of a pioneer 
Air Force flight surgeon, is given annually for outstanding ac¬ 
complishment in the psychiatric and psychological aspects of 
aviation medicine. Colonel Mashburn, who retired in 1948 after 
more than 31 years of active service, now lives in San Antonio, 
Texas. 

New Preventive Medicine Chief.—Col. Fratis L. Duff has 
assumed the duties as chief of the Preventive Medicine Division, 
Office of the Surgeon General, U. S. Air Force. Colonel Duff 
i received his master’s degree in public health at lohns Hopkins 


University in 1950, and he has been certified by the American 
Board of Preventive Medicine and Public Health as a special¬ 
ist; he is presently completing his doctorate in this field. Prac¬ 
tical experience includes three years of field work in Egypt and 
Japan; five years of teaching tropical medicine and parasitology 
at the School of Aviation Medicine, and two years as sanitary 
engineer for the Public Health Department in his home city, 
Lawton, Okla. 

Personal.—At the recent meeting of the Aero Medical Associ¬ 
ation in Denver Maj. Gen. Harry G. Armstrong, Surgeon Gen¬ 
eral of the U. S. Air Force, was installed as president, while 
Maj. Gen. Dan C. Ogle, Deputy Surgeon General, U. S. Air 
Force, was elected vice president. Col. Robert J. Benford (MC) 
of the Air Force, headquarters Air Research and Development 
Command, was reelected to the executive committee. The next 
meeting will be held in Washington, D. C., next spring. 

Aero Medical Laboratory.—The U. S. Aero Medical Labora¬ 
tory will participate in a joint wet-cold field test at Cold Bay, 
Alaska, next September. The test will be coordinated with the 
Alaskan Air Command. Invitations to participate have been sent 
to the Royal Canadian Air Force and Royal Air Force. 


VETERANS ADMINISTRATION 

Service for Veterans Who Stutter.—Veterans who stutter may 
be helped through a nine-week course offered under the G.I. 
educational bill by Northwestern University, Evanston, Ill. The 
course, which is called an “Intensive Group Stuttering Project,” 
is a program of both individual and group therapy procedures 
by the staff of the speech clinic. The program has helped many 
veterans since its inception in 1949. Veterans who seek help 
through this program must complete eligibility processing and 
be enrolled on or before July 25, 1951. No college “credit” in 
course hours is given. To apply for the course, the veteran must 
come to the clinic for an interview, at which time his needs will 
be assessed, and, if eligible, his eligibility processing will be 
initiated. Receipt of eligibility papers from the VA completes 
enrolment. No other steps need be taken beyond bringing these 
papers to the clinic. Contact Charles R. Elliott, Speech Clinic, 
Northwestern University, Evanston, Ill. Phone Evanston, Uni¬ 
versity 4-1900, extension 247. 

National Advisory Committee.—Representatives of 41 national 
organizations affiliated with the Veterans Administration vol¬ 
untary service national advisory committee met at the VA hos¬ 
pital in Framingham, Mass., May 24-25 to observe volunteer 
workers at their tasks in helping care for patients. The visitors 
observed a demonstration by hospital staff members of the team 
approach to the so-called “whole person” care and treatment 
program at the opening session. The delegates observed the 
work of volunteers in all phases of hospital work. 

The committee heard addresses by Carl R. Gray Jr., admin¬ 
istrator of veterans affairs, and Dr. Joel T. Boone, vice admiral 
(MC, USN), retired, the VA’s chief medical director. A part 
of the session was devoted to an evaluation of the volunteers’ 
work at the hospital. Volunteer hospital workers, the national 
and local hospital advisory committees, the hospital staff, and 
VA central office staff members attending participated in the 
discussion. 

Hospital News.—On May 10 the staff of the Veterans Admin¬ 
istration hospital at Outwood, Ky., was addressed by Dr. A. J. 
Miller, professor of pathology, University of Louisville School 
of Medicine, on “Tumors of the Kidney.” Dr. E. L. Pirkey, pro¬ 
fessor of radiology, addressed the group May 17 on “Medical 
Uses of Radioisotopes.” 
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PUBLIC HEALTH SERVICE 

New Clinical Center for Medical Research.—The President will 
lay the cornerstone of the Public Health Service’s new Clinical 
Center for Medical Research at Bethesda, Md., June 22. A large 
number of medical scientists and educators are expected to 
attend the cornerstone ceremonies. 

This unique 500-bed addition to the National Institutes of 
Health is now under construction. Authorized by Congress in 
1947, it was started in 1948 and will be completed in the latter 
part of 1952 at a cost of about 40 million dollars. A limited 
number of special patients will be admitted by January, 1953, 
and full operation will be reached about a year later. 

Dr. Leonard A. Scheele, Surgeon General of the Public Health 
Service, described the Clinical Center as “the only combined 
laboratory-hospital in the world especially designed for research 
on a group of important chronic diseases—cancer, heart disease. 


~ „-> """ uiiu.ci in cnarce of the 

Marine Hospital, Staten Island, N. Y, will be the director nf 
the new Clinical Center for Medical Research. A career office 
with 22 years in the Public Health Service, Dr. Trautman brines 
to his new post wide experience both as a hospital administrator 
and as a clinical investigator. 


Hill-Burton Act Hospitals.—The Public Health Service on 
March 31, 1951, had approved 1,524 applications for the con¬ 
struction of hospitals, health centers, and related facilities under 
the Hill-Burton Hospital Survey and Construction Act The 
estimated cost of the construction is $1,105,510,000 of which 
the federal share is about $402,115,000. The projects would add 
73,000 beds and 233 health centers to this country’s medical 
care facilities. Construction projects that have been completed 
and are now in operation total 429. These provide nearly 13,000 
of the 73,000 beds that will be made available by approved 
projects. 


The new Clinical Center for Medical Research. 



mental, metabolic and neurological diseases, and blindness." 
Dr. Scheele said that close coordination of basic and clinical 
research within the walls of a single hospital will help reduce 
the time lag between a laboratory discovery and its use for the 
benefit of patients. He said the new center, unlike the average 
hospital, will have twice as much space for laboratory research 
as for patient care. Bed and laboratory facilities will be set aside, 
floor by floor, for the study of each of the diseases with which 
the National Institutes of Health is specifically concerned. Re¬ 
striction of patients to those having the few but extremely im¬ 
portant diseases undergoing investigation will permit scientists 
to study in a short time relatively large numbers of patients with 
the same disease. 

Dr. Scheele emphasized that while the center will be devoted 
to research, the welfare of the patient will be of primary impor¬ 
tance. The individual patient will receive, according to his needs, 
the best medical care, including surgery, nursing, psychiatry, 
and all other specialized services. 


The-following lists show the states with the largest number 
if approved projects, those adding the largest number of beds, 
nd those with more than 500 beds provided by projects com- 
leted and in operation. .. 

States with 50 or more approved projects: South Carolina, 
06- Texas 88; Georgia, 86; North Carolina, 81; Mississippi, 
3- New York 63; Oklahoma, 59; Ohio, 52, and Louisiana, 52. 
States with’approved projects providing over 2 500 beds: 
exas 5 057- Ohio, 3,526; North Carolina, 3,462, New York, 
389; Pennsylvania, 3,086; Oklahoma, 2,973; Puerto Rico, 
909; New lersey, 2,824, and Kentucky, 2,545. 

’ States with over 500 beds in completed projects: Texas, l.Uf, 
,«h «». 9341 W*. 7071 61 I C.o, S „. 

03- Florida, 555; Mississippi, 554, and Oklahoma, 51- 
Seventy-four of the 233 approved health center projects have 
een completed and are in operation. Mississippi has ~ 3 ’ So 
■arolina 22 and Georgia 15. Other states have but one or two 
ampleted projects. 
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AUSTRALIA 

Encephalitis Epidemics in Australia.—Epidemics of severe 
human encephalitis are in progress in various parts of this con¬ 
tinent. The evidence indicates that they are due to the Japanese 
B type of encephalitis virus; horses and dogs are likely res¬ 
ervoirs; a mosquito is the possible vector, and migratory birds 
may be the means of introduction into the country. 

There have been previous epidemics of encephalitis in Ausr 

iralia_1917-1918, 1922, and 1925. The present epidemic showed 

itself early this year in an area known as the Murray Valley, 
in North Victoria. This area is used for irrigated agriculture, 
and mosquitoes are prevalent due to the abundant water. 

The typical case history is one of commencing irritability and 
headache, followed by nausea and vomiting with temperature 
to about 105 F. A moderate degree of neck stiffness then de¬ 
velops, with some irrationality, even to violence. Tremors and 
localized spasticity are common. Coma then develops, associ¬ 
ated with muscle flaccidity. Some die, and others slowly improve 
and completely recover. 

Typical laboratory findings in the spinal fluid are as follows: 
100 cells per cubic millimeter (range 20-750) comprising poly¬ 
morphonuclear leukocytes, lymphocytes, and up to 10% mono¬ 
cytes. Protein content is slightly increased. Chlorides are 
decreased, and sugar is normal or slightly decreased. Children 
below 12 years predominated in the age distribution, but all 
ages are susceptible. The majority were males. 

Frozen central nervous system tissue was brought to the Wal¬ 
ter and Eliza Hall Institute of Medical Research in Melbourne, 
and emulsions were inoculated into developing chick embryos 
and laboratory animals. After five days, on second passage, 
focal lesions were produced on the chorioallantoic membrane 
of the chick embryo. When this was transferred to the brains 
of mice, rapidly fatal encephalitis developed. 

It was found that the focal lesions on the chick membrane 
provided a valuable antigen for the complement-fixation test. 
Nearly all (19 of 21) of the convalescent encephalitis patients 
in the area showed high titer antibody in their blood serum. 
Results in 10% of 109 contacts were positive. Antibodies were 
present in 11 out of 19 horses and two of four dogs in the area 
affected. But results were negative in the serums of 53 sheep, 
17 cows, 5 ducks, and 16 pigs. 

The serums of the staff of the Hall Institute did not contain 
antibodies. Serum in isolated cases of encephalitis in Melbourne 
also failed to show antibodies. 

A guinea pig serum prepared against Japanese encephalitis B 
reacted strongly in a complement-fixation test with the virus 
isolated in this epidemic. This serum had been prepared in the 
Commonwealth Serum Laboratories. From a study of the other 
properties of the virus, the clinical and epidemiological char¬ 
acters, and the serological evidence, there is a strong assump¬ 
tion that the virus isolated is identical with that of Japanese B 
encephalitis. 

By an unfortunate coincidence, this Murray Valley area had 
been recently the venue of a successful transmission experiment 
of the virus of myxomatosis among wild rabbits, the vector also 
being the mosquito. (The wild rabbit is a serious pest in Aus¬ 
tralia.) Some public alarm was caused by the association of 
the two epidemics, and the use of rabbit flesh as a food fell into 
serious disfavor. Fears were mostly allayed, however, after the 
public statement by Sir F. M. Burnet, director of the Hall Insti¬ 
tute and research professor of experimental medicine in the 
University of Melbourne, that there was no relation between 
the two diseases. The encephalitis virus produces no symptoms 
or lesions in rabbits. 

Two thousand miles away from the Murray Valley, on Morn- 
ington Island in the Gulf of Carpenteria (Northern Australia), 


Tlic items in these tetters arc contributed by regular correspondents in 
the carious foreign countries. 


serums from aboriginal patients suffering from encephalitis have 
been shown to contain complement-fixing antibodies active 
against the Murray Valley virus. A field study is in progress by 
the staff of the Queensland Institute of Medical Research, and 
serums will be taken, for investigation at the Hall Institute in 
Melbourne, from every inhabitant of the island and every acces¬ 
sible animal and bird. Sporadic cases in rural Queensland will 
also be investigated. This outbreak, occurring as it does in a 
geographic line between Japan and Victoria, lends support to 
the view that the virus was introduced by migratory birds. 

Death of “Flynn of the Inland”—On May 5 occurred the death 
of a legendary character who devoted his life to the develop¬ 
ment of medical services in the sparsely populated interior of 
this country. He was superintendent of the Australian Inland 
Mission, a position he had held for 40 years. He had seen it 
grow from a plan drawn with a stick on the sands of Central 
Australia to a highly efficient service covering a territory equal 
in area to half of Europe (2 million square miles) and costing 
$100,000 per year to maintain. 

The Very Reverend Dr. John Flynn, O.B.E., ranks with such 
immortals as Gorgas of Panama, Antle of British Columbia, 
and Grenfell of Labrador. He was a Presbyterian minister and 
for the usual term occupied the highest position in that church 
in Australia, that of moderator-general. His vision and his 
pioneering spirit transcended that of a denominational dignitary. 
It is indeed seldom that a man is canonized in his lifetime. 

During the period 1912-1928, he had established 13 small 
hospitals, each staffed by two trained nurses; in May 1928 at 
Cloncurry, in Western Queensland, the first “Flying Doctor” set 
out on his rounds. His territory was larger than France. Only 
two years previously, Alfred Traegar, an electrical engineer of 
Adelaide, had designed a small wireless set capable of receiving 
and transmitting voice and Morse code. The power for this is 
generated by the operator riding a fixed bicycle, the back wheel 
of which drives a generator. Until radiotelephony could be used, 
Traegar designed a typewriter keyboard that automatically sent 
out the letter in Morse code. All the operator had to do was to 
sit on the bicycle and pedal, then tap out the message on the 
keyboard of the typewriter. Even that ingenious system was 
developed to the stage of voice transmission. Before 1939 the 
cost of a pedal-generated “transceiver” was about £70 ($155), 
with an annual upkeep cost of $6. A child of 10 could operate 
it. Up to 500 miles is a normal range. It has been effective over 
2,000. This system of communication enables the mother in a 
remote homestead to “ring up” the doctor and ask his advice. 
With the aid of the Flying Doctor Medical Chest in every home¬ 
stead, many common ailments can be treated and emergency 
care given. It is in overcoming the feeling of isolation that the 
Flying Doctor serves so well. The service is aptly known as a 
“Mantle of Safety,” because it gives these lonely people an in¬ 
creased feeling of security. 

The Flying Doctors are usually given other duties by the gov¬ 
ernment. Dr. Allen Vickers, one of the first of them, had been 
appointed a police magistrate, protector of aborigines, and 
mining warden. One day he flew to Marble Bar (the hottest 
town in Australia) from Port Hedland in the far northwest. Dur¬ 
ing the day, he saw 12 patients, performed two operations, held 
an inquest, conducted a court case, pulled innumerable teeth, 
renewed the licenses of five hotels, and granted applications for 
mining leases and permits for native labor. Then he flew home 
for dinner in his aerial ambulance. 

On another occasion, a dislocated shoulder was reduced by 
wireless. The doctor was in his surgery at Broken Hill, seated 
before a microphone. A woman pedalled her transceiver set at 
Innamincka, 400 miles away. In the room was the injured man 
sitting on a stool. A police trooper and stockman stood by the 
man to do the manipulating according to the directions of the 
doctor, relayed over the woman’s shoulder from her position 
at the set. 
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“Hold his elbow close to his side. Have you got that? Over 
to you.” “We are holding his elbow close to his side. What next? 
Over to you.” 

“Let the other man hold the forearm; do you get the idea? 
Over to you.” 

And so it went on, until a grunt from the patient and a dull 
click from the shoulder made medical history. 

John Flynn’s dream has not only come true, it has proved 
itself and has become a permanent part of Australia’s medical 
services. It provides a means whereby the practice of medicine 
may be carried to a large number of people who cannot efficiently 
be reached in any other way. On the badge of the Flying Doctor 
Service are the three words “Medicine, Aviation, Radio." 

McGill University in 1940 conferred on John Flynn the honor 
of doctor of divinity in recognition of his life’s work to hu¬ 
manity. In 1933 he was honored by the King with the Order of 
the British Empire. So far, in no other country of the world 
has John Flynn’s triology of medicine, the airplane, and the 
radio been associated in such a service to isolated people. This 
saga of Flynn’s is a contribution which Australia offers to other 
nations to assist them in solving similar problems, which must 
exist in many countries. 

Dropping Medical Supplies from the Air.—In the interests of 
speedy delivery of perishable medical supplies, such as blood 
for transfusions and the equipment for its administration, ex¬ 
periments were made in Victoria with various types of drop¬ 
ping equipment. One of the parachutes tested was developed 
in New Zealand for "chuting” supplies to deer stalkers in the 
mountains. It is made of sacking, and it is claimed that anyone 
who can use a bag needle can make one in an hour. The blood 
bottles (V 2 liter) were packed in sawdust in a cardboard car¬ 
ton, wrapped in two woolen blankets. This was attached to a 
sacking parachute. The drop was from 600 feet. Recovery was 
completely satisfactory. 

Similar results were obtained with a full drop in a “storpedo- 
ette,” invented by Mr. T. R. Morris. This container is made 
of cardboard, 2 ft. long by 8 in. wide, and shaped like a bomb. 
It has a pressurized conelike nose which is designed to burst 
at a pressure of 3,500 lb. The nose is crushed on impact, and 
this protects the contents of the package. 


BELGIUM 

Hospitals for the Insane.—There is a tendency toward replace¬ 
ment of the term “insane asylum” by psychiatric clinic or hos¬ 
pital. The psychological reasons in favor of this modification 
are understandable. However, this change must be simultaneous 
with reforms to convert all the asylums into institutions of true 
hospital type. The management of hospitals for the insane needs 
great basic changes. Guided by these facts, Lamsens, in a presi¬ 
dential address opening the last session of the Society of Mental 
Medicine of Belgium, traced the history of the Duffel Asylum, 
near Antwerp. Duffel was a small asylum that could house 600 
patients. It was destroyed in 1914, and reconstructed after the 
war. It was then reserved for chronically ill patients, who num¬ 
bered only 234 in 1926. In the course of the last 25 years, new 
services were added—a medico-pedagogical center, a maternity 
ward, an antituberculosis dispensary, an establishment for chil¬ 
dren and a school for nurses. The mental patient benefits from 
the existence of other services which create a therapeutic atmos¬ 
phere of assistance as well as an environment of transition back 
to society. Lamsens condemned obsolete therapy, the methods 
of enforcing isolation, punishment, and the abuse of sedatives, 
and stressed the importance of occupational therapy. 

Exophthalmos Due to Endocrine Disturbances.—The Belgian 
Society of Ophthalmology devoted an important session to the 
study of Danis and Mahaux’s report on exophthalmos caused by 
dysendocrisiasis. The authors, in discussing the orbito-ocular 
symptoms associated with hypothyroidism and hyperthyroidism, 
emphasize the need of exophthalmometric measurements; cer¬ 
tain symptoms, such as the retraction of the upper eyelid, may 
mislead one into thinking that exophthalmos is present, while 
others, such as edema of the eyelids, may mask a real exophthal¬ 
mos. A sudden suppression (by surgical or by medical means) of 


a hyperthyroid manifestation appears dangerous, since it stimu- 
lates hypersecretion of the hypophyseal thyrotropic hormone 

The emergency treatment of malignant exophthalmos mav 
require decompressive orbital trephining or blepharorrhaphv 
Some authors believe that “dry” exophthalmic goiter of the 
Basedow type and malignant edematous exophthalmos have a 
common basis, differing only quantitatively. The role of the 
hypophyseal thyrotropic hormone has been clearly established 
m this condition. This hormone induces a collagen disease char¬ 
acterized by an abnormal increase of mucopolysaccharides ia 
the orbit, which causes orbital edema and degeneration of the 
eye muscles. Weekers maintains that there are transition forms 
between “dry” and edematous exophthalmos. In certain cases 
of thyrotoxicosis, exophthalmos may even be absent. 

De Walsche discussed unilateral exophthalmos. True uni¬ 
lateral exophthalmos is said to be very rare. Most of the time, 
the exophthalmos is more pronounced on only one side. Its 
existence is ascribed to unknown local factors. 


Welders’ Disease.—In a paper published in Medecin d'Usine, 
Mignolet ascribed the majority of intoxications observed in 216 
welders (blow torch or electric arc) to three main causes: (a) 
the cutting of sheet iron or other metals previously painted with 
lead colors, galvanized or, more rarely, coated with cadmium, 
in which case there is real volatilization of toxic metals due to 
the heat of the blow torch; (h) the use of certain rods or elec¬ 
trodes for electric arc welding, the covering of which contains 
or produces toxic products on combustion; (c) gases of com¬ 
bustion, such as carbon monoxide and nitrous gases which 
accumulate in confined quarters or an ill-ventilated workshop 
(welding in furnaces, tanks and boilers). The study of the cases 
observed shows that electric arc welding is definitely more 
dangerous and harmful than the other soldering procedures. It 
seems that it-is possible to attribute the respiratory and digestive 
incidents to the fumes caused by welding. Welding shops, espe¬ 
cially for electric welding, should be well ventilated especially 
in the proximity of the electric arc. 


Pulmonary Asbestosis—At the Society of Occupational Medi¬ 
cine, Clerens reported the results observed in 75 cases of asbesto¬ 
sis, presenting a well documented study. Function tests were 
performed, sputum was examined for asbestos content, and re¬ 
sults were then interpreted. However, as in other pneumoconi¬ 
oses, greatest attention should be given to roentgenologic study. 
Clerens’ statistics differ from those published by Anglo-Saxon 
authors, owing perhaps to the fact that the latter studied mainly 
workers of the asbestos textile industry, while Clerens was espe¬ 
cially interested in fibro-cement workers. A case is reported in 
which it was concluded, from clinical observation and the results 
of necropsy, that death was due to cardiac decompensation. 
Clerens, however, suggested that the case history indicated that 
pulmonary asbestosis was a possible diagnosis. 

Hemostatic Action of Amniotic Fluid.—At the Belgian Society 
of Clinical Biology, Verstraete discussed the coagulating action 
of amniotic fluid. The coagulation time of n ° rmal .^°°„ “ 
shortened to half in the mixtures of one part of amniotic flu 
with 25 carts of blood. The amniotic fluid does not contain pro¬ 
thrombin, 3 thrombin or fibrinogen. Its coagulating action seems 
to be similar to the effect of suspensions of thromboplastin, 
is probable that the amniotic fluid possesses the two consti u- 
ents of thromboplastin (the plasma factor f “J £?tal 
factor) The thromboplastin preparation made from he Placenta 
tissue is more active, resistant and thermostabile than the 
extracts prepared from the lung or the brain. 

Surgery of Arteries.-At the Belgian Society of 
Govaerts reported on the results he obtained with emboiec omy 
i „ n lLfpriectomv He made the following conclusions: (a) 
Fmbolectomy must be performed immediately if severe signs of 

Lh“. °”p'”“ithin • M» ** - «•** ?” ? 

other hand if the disturbances are little pronounced, it is P 
erable to wait for the improvement of the collateral cireu a 1 - 

(b) In arterial thrombosis, sympathectomy favoring colla 
circulation is indicated. Endarteriectomy is ,n principle more 
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logical than venous graft, because the anatomic integrity of the 
vascular system of the extremity is reestablished. Endarteriec- 
tomy must be reserved for limited lesions in young persons and 
should be done under the protection of heparinization. 


TURKEY 

Kala-Azar in Turkey.—At the 3d Turkish microbiology con¬ 
gress held at Ankara Oct. 4-6, 1948, Prof. Arif Ismet Cetingii 
of Istanbul University reported on kala-azar in Turkey, the first 
case of which appeared in Turkish medical literature in 1931. 
The clinical symptoms resembled those of malaria, but spleen 
puncture revealed Leishmania donovani. The patient, a girl of 
16, was given 32 days of ethylstibamine therapy and recovered. 
In l935, Professor Cetingii diagnosed kala-azar (autochthonous) 
in a second case, in a boy 5 years. The patient was presented 
at a meeting of the Turkish medical society. In 1935, kala-azar 
was diagnosed in three cases at the same medical department 
of the university in children 6 to 7 years old. Extreme spleno¬ 
megaly, hepatomegaly, and anemia were present in all patients, 
and sternal and spleen puncture revealed Leishmania. The red 
blood cell count was two to three million, the white blood cell 
count 1,900 to 2,400, and the hemoglobin value 30 to 40%. 
The differential study of the white cells showed 7 transitional 
mononuclear cells, 44 polymorphonuclear neutrophils, 41 lym¬ 
phocytes and 8% large monocytes. Results of the formol-gei 
and Chopra-Gupta tests were strongly positive. There were a 
great number of freely circulating Leishmania. Every other day 
these three patients received a 0.05 gm. intravenous injection 
of ethylstibamine; the dose was gradually increased to 0.3 gm., 
and the total dose was 1.95 gm. Two patients recovered; the 
third patient, though given a blood transfusion and pentose 
nucleotide, died of agranulocytosis. 

From 1937 to 1948, Ord. Prof. Ihsan Hilmi Alantar of Istan¬ 
bul University Children’s Hospital treated 25 children, 9 months 
to II years old, for kala-azar. During the same period, 10 chil¬ 
dren, 2 to 8 years old, were treated for kala-azar by Dr. Ali 
Siikru Savli, director of the Istanbul Municipal Hospital (Haseki) 
children’s department; also, Dr. Sirri Halil Aksoy, chief of the 
Istanbul -Haydar Pasha General Hospital children’s department, 
reported 13 children, 1 to 11 years old, with kala-azar. From 
1938 to 1948, Dr. N. Fakagetli of St. George Hospital, Istanbul 
-Pera, reported 49 cases, of which 37 were autochthonous kala- 
azar in children 16 months to 9 years old. In 1945, Prof Muzaffer 
Chevki Yener, Istanbul University medical department, reported 
a case of kala-azar in a man of 23. The patient had all the symp¬ 
toms of kala-azar; Leishmania were recovered from the spleen 
and the liver, but the sternal puncture was negative. The patient 
was given ethylstibamine and recovered. This patient, had prob¬ 
ably contracted the disease at Manisa, near Smyrna. Prof. Nebil 
Bilhan, Istanbul University, reported five cases in adults (20 to 
42 years old). Three patients were from Istanbul, and two were 
from Bursa; four recovered, and one died of agranulocytosis. 
The late Dr. Osman Serefeddin Celik, Istanbul Charity Hos¬ 
pital (Topkapu), diagnosed the disease in three adults. Associate 
Professor Celal Ertug, Ankara University, and Dr. Asil Mukbil 
Atakam, Koya, each reported one adult case. In 1945, Professor 
Cetingii reported a case in a man of 40; the patient was given 
ethylstibamine therapy and recovered. 

lhe kala-azar seen in Turkey resembles the Mediterranean 
type, it occurs mostly in children. Almost all patients contracted 
the disease in Istanbul or its environs, or on the Marmara, the 
Aegean or the Mediterranean seacoast. Kala-azar contracted on 
the Black seacoast has not yet been reported. Two patients were 
natives of Rize, on the Black seacoast, but had evidently con¬ 
tracted the disease in Istanbul. There have been no hospital 
cases of kala-azar in Central Anatolia reported in Turkish medi¬ 
cal literature. Kala-azar has been" added to the list of insect- 
borne diseases occurring in Turkey. During the summer and 
autumn, the phlebotomus is found almost everywhere in Tur¬ 
key mostly P. papatasii, but P, major, sergenti, chinesis and 
minutus are also encountered. As the symptoms of kala-azar 
closely resemble those of malarial fever, Leishmania organisms 
are looked for in all patients in whom a diagnosis of chronic 
malaria has not been absolutely confirmed. All hospitals in urban 


and rural communities provide free examination and treatment. 
Why kala-azar in Turkey is sporadic and never epidemic has not 
yet been ascertained. 

Hydatid Cyst in the Parametrium.—Dr. Emir Necip Atakam', 
chief of the Istanbul Si§li Hospital gynecological department, 
reported a case of a single, primary hydatid cyst in the para¬ 
metrium. The patient, a 19 year old married woman, had a 
normal delivery at 17. A year later, she had an abortion, fol¬ 
lowed by an elevation of temperature for six days. From then 
on menstruation was painful, and a gradually increasing swell¬ 
ing with pain toward the anus developed in the left inguinal 
region. The swelling was soft on palpation and sensitive on 
pressure; the liver and spleen were not palpable. There was no 
sensitiveness in other pa^ts of the abdomen. Pelvic examination 
revealed an intraligamentary cyst, which was tight and hard 
and the size of a large orange, the conical fluctuating end 
projecting into the vagina. The right inguinal region was nor¬ 
mal; the Douglas pouch was closed. The red blood cell count 
was 3,340,000, the white blood cell count 8,400, and the hemo¬ 
globin value 72%. The differential study of the white cells 
showed 7% eosinophils; sedimentation and coagulation rates 
were normal. Weinberg and Casoni tests elicited positive re¬ 
actions, and surgical intervention was decided on. The abdominal 
cavity revealed a cystic tumor the size of a child’s head, and a 
clear fluid was removed by trocar. Through the widened open¬ 
ing, the germinative membrane was pulled out and cleared of 
all echinococci; the cavity was swabbed with iodine and closed 
by capitonnage. Recovery was uneventful. Most pelvic hydatid 
cysts are multiple, but in this case the lesion was single. Also, 
most Echinococcus granulosus tumors are secondary; in this 
case it was primary. 


BRAZIL 

Biopsy During Operation.—Dr. Ernani T. Torres, head of the 
department of pathology of the Rio de Janeiro Hospital dos 
Servidores, published a report on 1,000 successive biopsies per¬ 
formed during operation; 1,258 specimens were examined. In 
this series, the pathological and clinical diagnoses coincided in 
890 cases (89%); in 109 cases (10.9%) the clinical diagnosis was 
changed by the result of the pathological examination per¬ 
formed during the operation, and in many instances the surgical 
operation was modified according to the results of biopsy. In 
only one case was a definite diagnosis not possible. The patient 
concerned had had jaundice for the previous seven months and, 
recently, loss of weight, abdominal pain, and dyspnea. There 
was rigidity of the abdomen and evident guarding over the 
right hypochondrium. The clinical diagnosis was obstructive 
jaundice, rupture, or perforation of the biliary ducts. An ex¬ 
ploratory laparotomy was performed, with excision of Vater's 
papilla. The biopsy performed during surgery demonstrated a 
chronic inflammatory process, but serial sections made later 
for more complete examination demonstrated the presence of 
a grade 2 adenocarcinoma (Broders), involved in abundant 
fibroblastic proliferation. 

The pathological examination was indispensable for the exact 
diagnosis of the diseases of the breast in 25.6%, of the stomach 
in 12.6%, of the female genitalia in 9.1%, of the bones in 83.3%, 
of the thyroid in 9.3%, and of the mouth, tongue, throat, larynx, 
and frontal sinuses in 43.9%. The clinical and the pathological 
diagnoses coincided in the diseases of the breasts in 74.4%, of 
the stomach in 87.4%, of the female genitalia in 90.8%, of the 
bones in 16.7%, of the thyroid in 90.7%, and of the mouth, 
tongue, throat, larynx, and frontal sinuses in 56.1%. 

Roentgenological Changes in Small Intestine in Infectious and 
Parasitic Diseases.—Drs. J. Rodrigues da Silva and Helio 
Morais, of the Rio de Janeiro Hospital dos Servidores, reported 
the results of their x-ray study of the small intestine in 95 hos¬ 
pital cases, in 74 of which there were symptoms caused, at least 
partially, by the following agents, alone or associated: Schisto¬ 
soma mansoni (38 cases), Ascaris lumbricoides (30 cases), Tri- 
churis trichiura (13 cases), salmoneilae (10 cases), Endameba 
histolytica (8 cases), shigellae (6 cases), and Strongyioides 
stercoralis (4 cases). The rest of the patients (21) had no evidence 
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of any parasitic or infectious disease, but their nutritional con¬ 
dition did not differ from that of the other patients, except for 
some digestive troubles that led to the diagnosis of irritable colon. 
The x-ray findings in the small intestine of patients having the 
aforementioned parasitic and infectious diseases were more fre¬ 
quently represented by changes in motility and tonus; hyper¬ 
peristalsis and hypertonia were the most frequent findings; 
hypotonia and retardation of the transit were rare. In a few 
cases meteorism and mucus were present, but in only one case 
a slight abnormality of the mucosal pattern was reported in 
the jejunum. These roentgen changes were not characteristic 
with respect to each cause, contrary to what might be expected 
because of pathogenic differences. The only notable fact was 
a greater frequency of hypertonicity in patients with mansonic 
schistosomiasis. Silva and Morais could not confirm the pres¬ 
ence of indisputably organic lesions already described by a few 
authors in cases of chronic amebiasis and shigelloses, nor could 
they find the changes that form the full picture of the so-called 
nutritional disturbances pointed out by some authors of works 
on mansonic schistosomiasis, intestinal parasites, shigelloses, 
and chronic salmonelloses. 

The authors believe that it is not yet possible to interpret the 
exact mechanism of the roentgen changes found in the course 
of these parasitic and infectious diseases. They point out that 
the absence of roentgen changes with respect to the functions of 
the muscularis mucosae adds to the improbability of local factors 
as causative since such factors affect the muscularis mucosae 
more frequently than the muscularis propria. The occurrence 
of these same roentgen changes in patients with an irritable 
colon, without parasitic-infectious etiology, points to systemic 
factors as causative. 


COLOMBIA 

French Medical Mission.—Drs. Paul Harvier, clinical internist; 
Joseph Logre, psychiatrist; Marc Richard Klein, neurosurgeon; 
Antoine Remond, electroencephalographist, and Guillaume 
Valetta, pharmacologist, were recently invited by the members 
of the National University of Colombia for a scientific “good 
will” trip to Colombia. The aforementioned invited members 
of the French medical mission arrived in Bogota on March 27, 
1951. They conducted an interesting scientific and social pro¬ 
gram for two weeks in Bogota and one week each in Medellin 
and Cartagena. The program included lectures in the faculties 
of medicine of the aforementioned cities and clinical lessons 
on experimental and surgical demonstrations in hospitals. Many 
social festivities were organized to honor the French physicians. 
The main purpose of the mission was to strengthen the cultural 
and scientific relations between members of the French and 
Colombian medical profession. 

Phosphoric Esters of Thiamine in Diabetes Mellitus.—The clini¬ 
cal and experimental results of administration of phosphoric 
esters of thiamine obtained by Drs. Gonzalo Montes Duque and 
Julio Cardenas Araque were discussed in a previous foreign 
letter from Colombia <7. A. M. A. 144:1394 [Dec. 16] 1950). 
Results of this treatment in four patients with diabetes mellitus 
are reported in Revista de la Sanidad Militar de Colombia (Nos. 
3 and 4, Dec. 1950). Two were treated with phosphoric esters 
of thiamine (cocarboxylase) and the other two with the ortho¬ 
phosphate of thiamine. Both substances were given orally in daily 
doses varying from 400 mg. to 1 gm. The patients were observed 
for periods varying from four days to one and one-half months. 
In all patients glycosuria disappeared and the blood sugar re¬ 
turned to normal while the patients were taking the drugs, even 
if they did not have the proper diet. The authors believe that 
the phosphoric esters of thiamine aid in the phosphorilization 
of dextrose in the body, facilitating the effects of hexokinase. 
It is also possible that the aforementioned substances facilitate 
the passage of dextrose through the cellular membranes to be 
used by the cells. In an introductory note the authors state that 
they were informed by the workers of a well-known American 
laboratory that they were unable to reproduce the experimental 
results obtained in rabbits in the laboratory of the faculty of 
medicine of Bogota. 
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NATIONAL FOUNDATION FOR 
INFANTILE PARALYSIS 

To the Editor:—On behalf of the National Foundation for In¬ 
fantile Paralysis and the thousands of American families who 
support its fight against infantile paralysis, I want to thank the 
fine men and women in the various branches of the medical 
profession who served poliomyelitis patients so willingly and 
competently during 1950, the second highest year of polio inci¬ 
dence in the history of the United States. 

The doctors, nurses, physical therapists, nonprofessional and 
volunteer hospital personnel-all who make up the polio medi¬ 
cal team—deserve our warm tribute. They are the ones, in the 
final analysis, who can give the poliomyelitis patient the thing 
he seeks: an opportunity to return to his family and to his com¬ 
munity a whole person. Through his acute illness and through 
the long re-education and rehabilitation period needed by the 
severely handicapped, the polio patient needs not only the skill 
of each member of the medical team, but also their personal 
interest, the strength of their encouragement,' the understand¬ 
ing of his own problem which only they can give him. Un- 
stintingly they have given this service to the poliomyelitis patient. 

The American people who support the National Foundation 
make possible its program of providing financial aid to needy 
polio patients and of supplementing existing polio facilities and 
personnel in communities hit by epidemic. We can be success¬ 
ful, however, only in proportion to the cooperation we receive 
from hospitals and the many and varied personnel needed to 
serve the polio patient. Without their help we would not have 
been able to meet the heavy onslaught of polio in these past 
few years. 

The National Foundation for Infantile Paralysis is deeply 
grateful to all those whose services helped to bring to each polio¬ 
myelitis patient bis full chance for recovery. 

Basil O’Connor, President, 

The National Foundation for Infantile Paralysis, Inc., 
120 Broadway, New York 5. 


MISMATCHED BLOOD TRANSFUSION 
To the Editor :—In reference to the article “Successful Treatment 
of Mismatched Blood Transfusion,” by Varney et al. (J. A. M. A. 
145:978 [March 31] 1951), I believe certain facts regarding 
hemolytic transfusion reactions should be noted. I do not believe 
alkalinization of the urine is of any use in the treatment of 
anuria due to so-called lower nephron nephrosis, nor do I be¬ 
lieve precipitation of acid hematin is an important factor in the 
causation of this condition. It has been shown that overburden¬ 
ing of the patient with intravenous fluids, in the amount indicated 
in the case report, is a most frequent cause of cardiac failure, 
pulmonary edema, and death. 

The important steps in the management of hemolytic trans¬ 
fusion reactions are first, relief of anoxemia by ra.smg of the 
hemoglobin to norma! values with transfusion of comp at 
whole blood or packed red blood cells; second, restrict,on 
Voids to approximately 1,000 cc. per 24 hr. above .he output, 
;hird, maintenance of electrolyte balance, the mode to be d - 
ermined by carbon dioxide and serum potassium levels and 

ilectrocardiograms. . 

In the case reported, there was only transient ofiguria wi h 
he development of little, if any, kidney damage. This, rather 
han the therapy used, is the explanation of the uneventful 

e< Since y the use of transfusion today is so routine, hemolytic 

f - reactions will be seen despite all precautions. Man 
ransfusmn_reactions^ met(!od described 

‘f,Particle in question can lead only to disaster in most cases. 

Leslie Hughes Tisdall, M.D, 
615 Third St., Brooklyn 15. 
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Workmen’s Compensation Acts; Employee’s Right to Change 
Physician.—The claimant filed a proceeding to recover compen¬ 
sation payments for temporary total disability resulting from an 
industrial accident and for necessary medical and surgical ex¬ 
penses. From a finding in claimant’s favor by the industrial com¬ 
mission, the employer appealed to the Supreme Court of 
Minnesota. 

In May, 1945, while employed by the Oliver Iron Mining 
Company, the claimant was engaged in pulling a heavy piece 
of timber with a “come-along,” a device with a wooden handle 
on each end and a pair of tongs in the center, used for dragging 
timber along the ground. While thus engaged, the "come-along” 
slipped out from the timber, and the employe fell backwards five 
or six feet onto an uneven pile of logs, striking his back and 
shoulder on the sharp edges thereof. He testified that as the 
result of the fall his back immediately commenced to pain all 
over and hurt him so much that he thought it was broken; that 
he lay on the timber at least 10 minutes before he could move 
and then got up and resumed work, but that the pain in bis 
back continued thereafter. On the same date he reported the 
accident to his foreman and at the latter’s direction, on the fol¬ 
lowing day, the claimant went to the Shipman Hospital fot 
examination and treatment by the company doctors. X-rays were 
taken, and one of the doctors, after feeling claimant’s back and 
examining the x-ray, informed the claimant that the extent of his 
injuries appeared to be a bruise on his back some place around 
the ribs; and that the x-ray did cot disclose anything further. 
During the next two years the claimant was in and out of the 
hospital five or six times, as the pain disappeared and recurred, 
but nothing specific was done for him. In March, 1947, still 
suffering pains in the lower part of his back, the claimant called 
upon a doctor of his own choice, Omer E. Snyker. Dr. Snyker 
immediately was impressed with the possibility of a spinal injury. 
He strapped the claimant’s back and advised him of its proper 
use in working and lifting. The doctor testified that his later 
physical findings, which disclosed radiation of pain in employee’s 
legs and nerve muscles, confirmed his earlier diagnosis of a 
possible spinal injury. He asked the claimant if he had sustained 
any accident, and was told of the fall which occurred on May 
25, 1945. Dr. Snyker then recommended a spinogram x-ray and 
referred the claimant to Dr. Smith of St. Paul for such purpose. 
Before acting on his advice, however, the claimant endeavored 
to obtain relief from a local chiropractor. Unsuccessful in this, 
be returned to Dr. Snyker and in August, 1948, journeyed to St. 
Paul for the spinogram x-ray recommended by the latter. This 
was taken at Miller Hospital under the direction of Dr. Smith, 
who also made a physical examination of the claimant. Based 
on the spinogram and the physical examination. Dr. Smith con¬ 
cluded that the claimant was suffering from a herniated intra- 
vertcbral disk pressing directly on the corresponding lumbar 
nerve and that the disk had already ruptured. On Aug. 27, 1948, 
Dr. Smith performed an operation on the claimant’s back, re¬ 
moving segments of the perforated disk therefrom, following 
which claimant made an uneventful recovery. Dr. Smith testified 
that the fall which the claimant sustained in May, 1945, was, in 
his opinion, the cause of the ruptured disk for which he was 
treated and operated upon. Dr. Snyker testified likewise. Dr. 
Smith gave further testimony that many people experience disk 
uijlines of this kind from a fall such as was disclosed by claim¬ 
ant; that ordinary X-rays are usually negative insofar as this 
type of injury is concerned, which was the reasoa for requiring 
a spinogram x-ray; that when the pain is due to a disk it may 
be temporarily relieved when the disk slips back into normal 
condition; that when the disk cannot resume its normal position 
the pain becomes constant; and that sometimes it is a matter 
of months before the disk gets out of position far enough to 
cause pressure sufficient to extend the pain to the leg of the 
injured person. 


We believe, said the Supreme Court, that the evidence is amply 
sufficient to sustain the findings of the industrial commission that 
the claimant’s injuries were due to the fall. It is the employer’s 
contention, however, that the claimant was not authorized to 
change physicians without the consent of the industrial com¬ 
mission, and that hence it is not liable for the additional expenses 
thus incurred by the employee in effecting his cure. 

The Workmen’s Compensation Act provides: "The employer 
shall furnish such medical, surgical, and hospital treatment, 
. . . as may reasonably be required at the time of the injury, 
and during the disability, to cure and relieve from the effects of 
the injury. In case of his inability or refusal seasonably to do 
so the employer shall be liable for the reasonable expense in¬ 
curred by or on behalf of the employee in providing the same. 
. . . The commission may at any time, upon the request of an 
employee or employer, order a change of physicians and desig¬ 
nate a physician suggested by the injured employee or by the 
commission itself, and in such case the expense thereof shall 
be borne by the employer. . . 

The statute thus indicates two separate situations in which 
a change of physicians furnished an employee under the act is 
permitted at the expense of the employer, pointed out the 
Supreme Court. In the first situation, the court continued, the 
statute does not specify t hat as a prerequisite to such a change 
an order therefore be procured from the commission. The in¬ 
ability or refusal of an employer or his physician to furnish 
the needed medical, surgical, or hospital treatment certainly 
would justify an employee in making an immediate change with¬ 
out jeopardizing his health or condition by even the slight delay 
involved in awaiting authorization therefor by the commission. 
In the second situation the statute contemplates that at the re¬ 
quest of either employer or employee a change of physicians 
may be authorized by the commission in its discretion, even 
though the physicians furnished by the employer are providing 
proper medical treatment, since other factors, such as the con¬ 
venience of parties, the location of required hospital facilities 
or medical equipment, the need for further specialized treat¬ 
ment, or many like considerations, may be deemed sufficient 
to authorize a change. 

In a prior Minnesota case it was held, where physicians fur¬ 
nished by the employer for a period of more than 16 months 
“had fumbled and delayed the discovery of relator’s real needs 
and requirements and had failed to furnish the professional aid 
really owed to realtor,” that “the statutory equivalent of ‘in¬ 
ability or refusal seasonably’ to furnish and provide that which 
the statute requires” bad been established. Based thereon the 
Supreme Court upheld the employe's right to change physicians 
at his employer's expense, even though the commission had 
failed to grant or act upon his request for such procedure. 

In the present case, said the Supreme Court, the evidence 
establishing inability or refusal to furnish proper diagnosis and 
adequate treatment of the claimant’s disability is even more 
substantial than in the prior case. Here, notwithstanding re¬ 
peated visits by the claimant to his employer's physicians for 
a period of over 21 months, no proper diagnosis of his disability 
had been made and no adequate medical or surgical treatment 
provided therefor. The evidence established that a spinogram 
x-ray is required for proper diagnosis of a disk rupture, but no 
spinogram was suggested by employer’s physicians. As far as 
the record indicates, there was never even a suspicion on the 
part of any of them that a disk rupture was the basis of claim¬ 
ant's disability. Dr. Snyker, on the other hand, on claimant's 
first call, suspected a spinal injury, while the diagnosis subse¬ 
quently made by Dr. Smith after the spinogram x-ray quickly 
established claimant’s need for immediate surgery, which was 
furnished and which shortly effected h is cure. 

We bold, the court concluded, that the evidence outlined was 
sufficient to establish the inability and refusal of employer’s 
physicians to furnish the required treatment and to justify the 
claimant in seeking further medical attention from physicians 
and surgeons of his own choice; and that under the circum¬ 
stances an order of the commission authorizing the change was 
not required. Accordingly the judgment in favor of the claimant 
was affirmed .—Manila v. Oliver Mining Co., -46 N.1V. (2d) 82 
(Minnesota 1951). ' 
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AMERICAN 


A.M.A. Arch. Internal Medicine, Chicago 

87:329-476 (March) 1951 

•Titrated, Regularly Spaced Radioactive Phosphorus or Spray Roentgen 
Therapy of Leukemias. E. E. Osgood.—p. 329. 

•Studies on Antibiotic Synergism and Antagonism: Interference of 
Chloramphenicol with Action of Penicillin. E. Jawetz, J. B. Gunnison, 
R. S. Speck and V. R. Coleman.—p. 349. 

Antistreptolysin O Response Following Hemolytic Streptococcus Infection 
in Early Childhood. L. A. Rantz, M. Maroney and J. M, Di Caprio. 
—p. 360. 

Multilobar Pulmonary Venous Obstruction with Pulmonary Hypertension: 
“Protective” Arterial Lesions in Involved Lobes. J. E. Edwards and 
H. B. Burchell.—p. 372. 

•Intermittent Peritoneal Lavage in Nephrectomized Dogs and Its Appli¬ 
cation to the Human Being. A. Grollman, L. B. Turner and J. A. 
McLean.—p. 379. 

Diffuse Calcification of Pancreas. B. J. Peters, J. M. Lubitz and M. 
C, F. Lindert.—p. 391. 

Syphilis: Review of Recent Literature. H. Beerman, L. Nicholas, W. 
T. Ford and M. S. Buerk.—p. 424. 

Irradiation Therapy of Leukemias.—Osgood believes that the 
use of massive doses of ionizing radiation in the treatment of 
leukemia is irrational, since such doses do not kill all leukemic 
cells and do have many undesirable side effects. He favors the 
use of multiple small doses at regular intervals to inhibit leu¬ 
kemic cell growth without discomfort to the patient, and he 
fells that every leukemic cell must be irradiated at once. These 
concepts led to the development of the technique of “titrated,” 
regularly spaced, total body irradiation by roentgen spray or 
radioactive phosphorous therapy. The roentgen therapy is given 
in the following manner. 200 to 400 kv.; no cone, 0.5 mm. Cu 
and 1 mm. A1 filtration; 80-100 cm. target skin distance; 
two ports for adults. The initial dose is 10 to 20 r. The maxi¬ 
mum subsequent dose is 25 r given at one to two week inter¬ 
vals for about six weeks. Subsequently 10 r per month is given 
for maintenance of control. Dosage is kept, if possible, below 
the level that produces anemia, bleeding, weight loss or any 
interference with the patient’s daily routine. When P 3 - is used, 
the initial dose is 20 to 40 pc. per kilogram of body weight and 
subsequent doses and time intervals, as with roentgen therapy, 
are determined by the patient’s response, which may vary 
greatly. Since the half life of P 32 is eight days, dosage effects 
are cumulative if the interval is much less than six weeks. In the 
author's series of 58 patients (20 with chronic granulocytic 
leukemia and 38 with chronic lymphocytic leukemia) treated 
between 1941 and 1949 there are 32 still living. The mean dura¬ 
tion of life from the onset of the disease is 3.6 years for the 
total series. While this is not significantly greater than the esti¬ 
mated 3.5 years natural life expectancy of patients with chronic 
leukemia, it is noteworthly that over 80 per cent of the total 
208 years of leukemic life in this series was spent in essentially 
normal living. 

Antibiotic Synergism and Antagonism.—Experiments in vitro 
with both gram-positive (Streptococcus) and gram-negative 
(Klebsiella) organisms and in vivo with streptococci in mice have 
demonstrated that chloramphenicol interferes with the bac¬ 
tericidal or therapeutic effect of penicillin. The antagonism ex¬ 
tends over wide ranges of concentrations of the drugs, but these 
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ranges are determined by the degree of antibacterial activity of 
each drug; for example, low, nonbacteriostatic concentrations 
of chloramphenicol do not inhibit the action of penicillin against 
Str. pyogenes, whereas high bacteriostatic concentrations of 
chloramphenicol do not interfere with the weaker action of 
penicillin on K, pneumoniae. These findings suggest that the 
two drugs do not interact in a chemical or physical way. This 
impression is confirmed by the observation that the antagonism 
occurs only if chloramphenicol is given prior to or simultane¬ 
ously with penicillin. Apparently, chloramphenicol interferes 
only with the early bactericidal effect of penicillin, probably 
by modifying the characteristics of the bacterial population so 
as to make it less susceptible to penicillin. Drugs synergistic 
with penicillin, e. g„ streptomycin or bacitracin, can overcome 
the antagonism between chloramphenicol and penicillin. 

Intermittent Peritoneal Lavage.—Grollman and co-workers 
state that intermittent peritoneal lavage is superior to other arti¬ 
ficial methods for removing excess waste products from the 
blood or adjusting the water, electrolyte, and acid base balance 
of the body. It is superior to the artificial kidney or exchange 
transfusions in that it requires no complex apparatus, cannula- 
tion of blood vessels, or large supplies of blood and it is less 
expensive and less dangerous. It also avoids the complex appar¬ 
atus, multiple incisions, and constant attention required for con¬ 
stant peritoneal perfusion, and it may prove more effective. 
Intermittent peritoneal lavage has prolonged the life of ne- 
phrectomized dogs in good condition for 30 to 69 days, several 
times longer than by any other method, and has produced 
striking clinical improvement in three of five uremic patients. 
In man 2 or 3 liters of a special perfusing fluid are introduced 
into the peritoneal cavity through an ordinary paracentesis 
trocbar or small plastic tube. The fluid is left in the peritoneum 
for two hours, then siphoned off through the same tube. This 
is repeated every two hours. Alteration of the composition and 
tonicity of the perfusing fluid alters the composition of the blood 
and the volume of the interstitial fluid. The addition of 25,000 
units of sodium penicillin and 25 mg. of streptomycin to each 
liter of solution and the use of sterile technique prevents the 
development of peritonitis. In the authors’ experiments there 
was no evidence of peritoneal irritation or decrease in the effici¬ 
ency of the peritoneum as a sem/permeable membrane many 
weeks after the procedure had been performed. The procedure 
may find application in conditions such as profound disturb¬ 
ances of water and electrolyte metabolism, pulmonary edema, 
and congestive failure not responding to usual therapeutic 
methods, and acute hypertensive encephalopathy. 


M.A. Arch. Otolaryngology, Chicago 

53:243-352 (March) 1951 

udy of Long Term Hearing Results in Fenestration Surgery. L. E. 

w. v. Sayad, A. 

r-“ g 

in Wall of Endolymphatic Sac. J. Arnvig. p. *vv; 

“ ,S) - 

^“mentation of' Aerosols in Interior of Sinuses. P. D. Ladoucc. 

ironic ’progressive Deafness and Otosclerosis. A. L. Juers. E. t. 
Derlacki and G. E. Shambaugh Jr.-p. 319. 

ng-Terni Results of Fenestration Surgery.—There has been 
le controversy about the permanency “f the heanng im- 
ivement following the fenestration operation for otosclerosis 
1 about the effect of the operation on the progression of the 



Vol. 146, No. 7 


MEDICAL LITERATURE ABSTRACTS 


675 


disease The authors followed 390 patients for five to 10 years 
after this operation. The hearing of 70% of the patients showed 
significant, sustained improvement; 20% lost some of their 
initial gain but retained a usable level of hearing; 5% had no 
hearing improvement, and 5% were considered to have bony 
closures. The number of probable bony closures was reduced 
to 0 6% during the last two years by the use of most of the 
features of the “improved Northwestern University technique.” 
Symptoms of inner ear disturbance suggesting Iabrynthine hy¬ 
drops were noted in more than 10% of the patients postopera- 
tively Pregnancy following the fenestration operation did not 
seem to result in further cochlear nerve damage. Progressive 
cochlear nerve degeneration was noted much more frequently 
in ears not operated on than in ears operated on. The opera¬ 
tion thus affords at least partial protection against future coch¬ 
lear nerve degeneration. The mechanism of this protection is 
not known. 

American Journal of Clinical Pathology, Baltimore 

21:201-300 (March) 1951 

Heterophile Antibody in Normal Adults and in Patients with Virus 
Hepatitis. S. Leibowitz.—p. 201. 

Pathogenesis of Salpingitis Isthmica Nodosa. C. L. Benjamm and D. C. 
Beaver.—p. 212. 

Problems Concerned with Histologic Diagnosis of Tuberculosis of Lymph 
Nodes. J. R. McDonald and L. A. Weed.—p. 223. 

Evaluation of Benzoyl Glucuronate Excretion Test (Snapper) for Liver 
Dysfunction. J. G. Sharnoft, M. Budnick and G. Jakab.—p. 234. 
Resistance of Mycobacterium Tuberculosis to Chemotherapeutic Agents. 
W. H. Bailey.—p. 241. 

American J. Obstetrics and Gynecology, St. Louis 

61:237-476 (Feb.) 1951. Partial Index 

Epithelia of Pregnant Cervix. L. A. Carrow and R. R. Greene.—p. 237. 
Myometrium and Leiomyomas in Endometrial Carcinoma: Failure of 
Involution and Reactivation of Smooth Muscle Tissue. S. Tannhauser. 
—p. 265. 

Coning Biopsy in Detection of Early Cancer of Cervix: Survey of 500 
Normal Women. S. B. Gusbctg.—p. 276. 

Total Abdominal and Vaginal Hysterectomy, Comparison. M. L. Lcven- 
thal and M. L. Lazarus.—p. 289. 

•Posterior Colpotoroy: Aid in Diagnosis and Treatment of Ectopic 
Pregnancy. C. C. Draa and H. C. Baum.—p. 300. 

•Racial Incidence and Mortality of Ectopic Pregnancy. G. W. Anderson. 
—p. 312. 

Histopathoiogical Changes in Cervix Associated with Hyperplasia of 
Endometrium. A. R. Bainborough.—p. 330. 

Analysis of Deaths Occurring in 5,318 Gynecologic Operations. J. P. 
Greenhiil and H. M. LoeiL—p. 340. 

Unanticipated Fetal Risks in Perineal Stage of Labor. J. A. Harrar 
and M. I. Buchman.—p. 348. 

Prolapse of Umbilical Cord: Analysis of 116 Cases at Cincinnati General 
Hospital. K. R. Brandeberry and R. W. Kistner.—p. 356. 

Cardiac Patient in Pregnancy: Five-Year Survey. L, H. Dougiass and 

L. L, Hoopes.—p. 373. 

True Toxemia of Pregnancy Occurring Before Third Trimester: Report 
of Three Cases and Review of Literature. T. W. McElin, J. E. Faber 
and L. M. Randall.—p. 379. 

Validity of Vaginal Smear Diagnosis in Carcinoma in Situ of Cervix: 
Report of 60 Cases. R. R. Achenbach, R. E. Johnstone and A. T. 
Hcrtig.—p. 385. 

Cerebral Effects of Papaverine Hydrochloride in Toxemia of Pregnancy. 

M. L. McCall, T. V. Finch and H. W. Taylor.—p. 393. 

Analysis of Premature Delivery of Liveborn Infants, P. I. Bookstavcr. 
—p. 399. 

Motbidity After Total Abdominal Hysletectomy. J. H. Pratt. M. J. 

Lee Jr., W. F. Hasskarl Jr. and others.—p. 407. 

Studies on Prematurity: Ill. Influence of Toxemia of Pregnancy on 
Fatality Rate. W. Pomerance and M. Steiner.—p. 436. 

Viability of Cast-oil Menstrual Endometrium, W, C. Keettel and R. 
J. Stein.—p. 440. 

Posterior Colpotomy in Ectopic Pregnancy.—While in some 
patients a fairly definite diagnosis of ectopic pregnancy can be 
made from the history, physical examination, and laboratory 
observations, in most instances the presence of an ectopic preg¬ 
nancy must be confirmed by surgical inspection of the site of 
pregnancy. Draa and Baum stress the value and safety of the 
posterior colpotomy incision. If insufficient endometrial scrap¬ 
ing was obtained for diagnosis, the posterior cul de sac was 
opened and inspected for fresh or old blood. Then the tubes 
ovaries, and uterus were inspected. If the ectopic pregnancy was 
an eariy one, it was usually removed. Occasionally, fibrinous 


adhesions would hold an early ectopic pregnancy against neigh¬ 
boring structures, but these often could be freed by gentle finger 
dissection. The diagnosis was established for 149 of the 224 
cases of ectopic pregnancy by the use of the posterior colpotomy 
incision and in 77 of these the pregnancy could also be removed 
through the incision. Laparotomy was required 72 times after 
the posterior colpotomy incision, the ectopic pregnancies in this 
group being of longer duration. The posterior colpotomy in¬ 
cision will aid in diagnosis and prevent delay in treatment of 
extrauterine pregnancy and will also prevent unnecessary lapa¬ 
rotomies. Although it is a simple, safe procedure, it has been 
used by few surgeons and has been condemned because of the 
danger of introducing infection into the peritoneal cavity. This 
has not been the experience of these authors. 

Incidence of Ectopic Pregnancy.—In 19 hospitals within the 
population registration area of the city of Baltimore, the racial 
incidence of ectopic pregnancy in relation to total births during 
five years (1944-1948) was determined. The unreliability of in¬ 
dividual hospital statistics was shown in variations of ratios of 
ectopic pregnancies to total births in white patients from 1:111 
to 1: 269 and in Negroes from 1; 31 to 1: 862. There was one 
ectopic pregnancy to 177 total births in white women, as com¬ 
pared to one ectopic pregnancy to 120 total births in Negro 
women. The mortality from ectopic pregnancy during the five 
year period was 0.7% for white patients and 3.9% for Negroes. 
In view of the high incidence of gonorrheal infection in Negro 
women, the conclusions would seem inescapable that the. dif¬ 
ferential in racial incidence of ectopic pregnancy is attributable 
to a higher incidence of pelvic inflammatory disease in Negroes. 
If this is true, the more efficacious methods of treating gonorrheal 
infection now in widespread use may well lead to a reduction 
in the incidence of this frequent and grave complication of 
pregnancy. 

American Journal of Ophthalmology, Chicago 

34:169-338 (Feb.) (Part I) 1951 

•Visual Problems of Supersonic Speeds. V. A. Byrnes—p. 169. 
Phlyctenular Keratoconjunctivitis Among Alaskan Natives. M. H. 

Fritz, P. Thygeson and D. G. Durham.—p. 177. 

Psychogenic Changes in Field of Vision: Associated with Tumors of 
Frontal Lobe of Brain. L. J. Gogela and C. W. Rucker.—p. 185. 

Ocular Complications of Erythema Exudativum Multiforme. J. W. 

Duggan and S. R. Gaines.—p. 189. 

Prescribing Prisms for Hyperphoria. A. Posner.—p. 197. 

Verhoeff's Theory of Normal Binocular Vision: Elementary Introduc¬ 
tion. Z. W, Colson.—p. 200. 

Sulfonamides in Treatment of Trachoma. S. Kamel.—p. 205. 

Position of Risley Prism in Maddox-Rod Test. E. L. Green and R. G. 
Scobee.—p. 211. 

•Chorionepithelioma of Choroid: Metastastic from Tumor in Testicle. 
M. M. Kulvin.—p. 217. 

Specific Reading Disability: Probiem in Integration and Adaptation. 
E. M. Cole.—p. 226. 

Generalized Xanthomatosis with Corneal Involvement: Report of Case. 

B. Davidson, C. G. Pilz and R. W. Zeller.—p. 233. 

Anomalous Retinal Correspondence: Its Essence and Its Significance 
in Diagnosis and Treatment. H. M. Burian.—p. 237. 

Torsional Eye Movements. R. S. Hewitt.—p. 253. 

Oblique Muscle Surgery from Anatomic Viewpoint. W. H. Fink.—p. 261. 

Visual Problems of Supersonic Speeds _Factors relating to the 

use of the eyes in the flying of aircraft at supersonic speeds are 
briefly ouliined. The following problems are discussed: The 
optical effect of the shock wave and the effect of slanting sur¬ 
faces on incident light; the effects of vibration on the eye and 
the effect of the delay in visual perception; the restricting visual 
effect of acceleration on the maneuverability of supersonic craft, 
and possible effects of temperature and high speed escapes on 
the eyes. 

Chorionepithelioma of Choroid.—The occurrence of chorionepi¬ 
thelioma in the testicle is rare. Metastasis of such a tumor to the 
choroid is exceedingly rare. The case here presented concerns 
a man, aged 22, who, following removal of a testicle in which 
chorionepithelioma was found, received a course of irradiation 
to the groin. He was symptom free until almost one year later, 
when pain developed in the left upper quadrant of the abdomen! 
An exploratory operation revealed metastatic nodules in the 
fiver. Dimness of vision developed 10 days later. The patient’s 



676 


MEDICAL LITERATURE ABSTRACTS 


course was downhill, and he died two months after develop¬ 
ment of eye symptoms. Histological studies during necropsy 
corroborated the diagnosis of chorionepithelioma in the eye 
metastatic from the testicle. Only four other cases of this type 
in males have been presented in the literature. 

American Journal of Surgery, New York 

81:147-258 (Feb.) 1951 

•Pseudocysts of Pancreas. K. B. Brilhart and J. T. Priestley.—p. 151. 
Kummell’s Disease. H. H. Steel.—p. 161. 

Use of Prophylactic Penicillin in Obstetrics. L. T. Dorgan, H. S. 

McGaughey and H. G. Giddens.—p. 168. 

Immediate Untoward Reactions to Spinal Anesthesia. C. S. Dwyer. 
—p. 172. 

Perforation of Gallbladder. A. G. Fletcher Jr. and I. S. Ravdin.—p. 178. 
New Approach for Subtrochanteric and Upper Femoral Shaft Fractures 
Using Dual Flange Nail Plate: Preliminary Report. E. L. Jewett. 

~p. 186. 

Experiences with Postoperative Temperatures Above 108 F.: Use of 
Hypertonic Glucoses. J. L. Mangiardi.—p. 189. 

Carcinoma of Breast: Review of 206 Cases. R. L. Sanders and R. M. 
Pool.—p. 193. 

Partial Gastrectomy for Peptic Ulcer. A. H. Levy.—p. 198. 
•Cystadenoma of Pancreas. A. A. Mozan.—p. 204. 

End Result Study of McMurray Osteotomy for Acute Fractures of 
Femoral Neck. O. C. Hudson , W. P. Bartels and C. F. Freese. —p. 215. 
Cancer of Stomach. S. E. Lawton, C. E. Fildes and L. Seidman.—p. 221. 
Thumb Fractures and Dislocations: New Method of Treatment. D. 
Goldberg.—p. 227. 

Pseudocysts of Pancreas.—Forty-four patients with pseudocyst 
of the pancreas were treated surgically at the Mayo Clinic during 
the years 1933 to 1947 inclusive. These cysts, which contain a 
semifluid material, are found adjacent to or occasionally within 
the pancreas. They may result from inflammation or trauma 
and do not have a lining epithelium, in contrast to a true reten¬ 
tion type of cyst. Pseudocysts are one of the commonest types 
of cystic lesions of the pancreas. A patient with a cyst of this 
type has a history suggestive of recurring pancreatitis and has 
a rounded mass in the upper abdomen. The mass may change 
in size or at times disappear entirely. In this series incision and 
drainage was done in 19 of the 44 cases, incision and marsupiali¬ 
zation in 12, complete excision in five, excision of cyst and 
partial pancreatectomy in three, partial removal of cyst in one, 
and no surgical treatment of cyst in four cases. At the Mayo 
Clinic it has been observed that unless unusually small, a pseudo¬ 
cyst does not lend itself to total excision, as it does not have 
the wall of a true cyst, is adherent to all surrounding structures, 
and may require an extensive operation for total extirpation. 
If complete removal were attempted in all cases, the operative 
mortality would be excessive. Internal drainage by anastomosis 
of the cyst to the stomach, gallbladder, or jejunum has been 
reported, but in most cases external drainage of adequate dura¬ 
tion, preferably by marsupialization, if the cyst is large, appears 
to be the treatment of choice. Recurrence can generally be 
prevented. The danger of serious infection is minimal with irri¬ 
gation and antibiotic therapy. Probably the main objection to 
this type of treatment is the prolonged care necessary while the 
cystic cavity is gradually being obliterated. 

Cystadenoma of Pancreas.—A case is reported in which a benign 
cystadenoma of the pancreas was completely extirpated, and 
56 cases collected from the literature are reviewed. Little is 
known of the etiology of pancreatic cystadenoma, and it occurs 
rarely. Cystadenomas are rounded, neoplastic masses with a 
coarsely lobulated surface. They vary from the size of a cherry 
to tumors as large as a football. They usually have a semi- 
translucent, fibrouslike, tense capsule. On palpation, they exhibit 
a tense, hard, nodular consistency. Their gross appearance may 
be likened to a mass of glass marbles set in a dense, rubbery 
substance. Sectioning reveals that the cystadenoma is usually 
multilocular, whereas the pseudocyst, which is the commonest 
among the pancreatic cysts, is usually unilocular or bilocular. 
Cystadenoma is a benign tumor, but its histopathological dif¬ 
ferentiation from cystadenoma carcinoma and multilocular cysts 
may at times be difficult. Clinically, cystadenoma is character¬ 
ized by an insidious, slow growth. Later, a palpable tumefac¬ 
tion, abdominal pain in the upper epigastrium, dyspeptic 
symptoms and weight loss appear. Roentgen examination (with 
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use of lateral plate technique) has proved a most valuable 
adjunct m diagnosis. Eight of the 56 cases had associated diabetes 
melhtus. The ratio of females to males was 7:1 Comntet? 
surgical extirpation is the method of choice in the opinion of 
most authorities. The surgical mortality is about 13.6%. A plea 
is made to surgeons to keep in mind routine examination of the 
pancreas by palpation in the course of operations on the call 
bladder, common bile duct, stomach, and duodenum. This pro¬ 
cedure will afford him the opportunity to recognize the normal 
feel of the pancreas and thereby insure the disclosure of patho¬ 
logical disorders that would otherwise remain hidden. 

Annals of Allergy, Minneapolis 

9:1-132 (Jan.-Feb.) 1951. Partial Index 

•Adrenocorticotropic Hormone (ACTH): Its Edccts in Alopic Derma¬ 
titis. T. G. Randolph and S. P. Rollins.—p. 1. 

Therapeutic Effects of Antihistadine Decarboxylase and Amiiiislaniuie 
Combination. J. Schultz.—p. IS. 

Treatment of Bronchial Asthma with Pregnenolone Acetate A 0 
Lima,—p. 31. 

Use of Antihistaminic Drugs in Treatment of Epidermophytosis of Feet 
and Epidermophytids: Preliminary Report. E. Austin.—p. 50. 
Evaluation of Solid ("Dust”) Aerosols as Therapeutic Agents. M. S. 

Segal. H. J. Rubitsky, E. Bresnick and !..■ Levinson.—p. 53. 

Role of Questionnaire in Diagnosis of Allergic Conditions. E. A. Brora. 

—p. 60. 

Toxic Cutaneous Manifestations of Para-Aminobenzoic Acid Derivatives. 
G. J. Greenwood.—p. 72. 

Benadryl—Its Uses in Narcotic Withdrawal Syndrome and in Other 
Conditions. M. Vaisberg.—p. 74. 

Injections of Massive Doses of Pollen Extract at Three-Week Intervals 
and Their Effect on Skin-Test Sensitivity. H. I. Shahon, A. H. 
Lappin, V. Agranat and others.—p. 77. 

Skeptophylactic Smallpox Vaccination in Children: Immunity Without 
Morbidity. J. G. Little.—p. 85. 

Dermatitis Due to Para-Aminosalicylic Acid. E. J. Luippold.—p. 97. 
Skin Tests with Mixtures of Bacterial Antigens and Antihistamines. M. 
R. Lichtenstein.—p. 99. 

Symptoms of Hay Fever Caused by Algae: II. Microcysts, Another 
Form of Algae Producing Allergenic Reactions. H. A. Heise.—p. 100. 
Effects of Antihistaminic Drugs on Antigen-Antibody Reaction During 
Anaphylactic Shock. V. Traina.—p. 102. 

Pollinosis with Intense Pruritus Vulva. R. M. Mulligan.—p. 104. 

Hay Fever: Review of Literature of 1949. M. A. Kaplan and N. J. 
Ehrlich—p. 105. , 

Adrenocorticotropic Hormone in Atopic Dermatitis.—The bene¬ 
ficial effects of pituitary adrenocorticotropic hormone (ACTH) 
in bronchial asthma, ragweed hay fever, and other allergic dis¬ 
turbances prompted a study of its effect in atopic dermatitis. 
Patients were selected on the basis of typical acute dermatitis 
that had failed to respond completely to specific allergic man¬ 
agement. Aggravation of the dermatitis could be induced fol¬ 
lowing the ingestion of one or more known allergenic foods. 
Three patients were hospitalized, and acute exacerbations of 
their dermatitis were induced by the ingestion of foods to which 
they were known to be sensitized. Although allergenic foods 
were continued in tfaeir diets, each showed rapid clearing of 
the lesions of atopic dermatitis during short courses of pituitary 
adrenocorticotropic hormone therapy. This degree of improve¬ 
ment lasted four or five days following the cessation of treat¬ 
ment with the hormone in two of the patients m whom allergenic 
foods were continued in the diet. Another patient was managed 
similarly, except that allergenic foods were withdraw from the 
diet coincident with the cessation of hormone therapy. his cUn 
cal improvement lasted 10 days. The fourth patient, of whom 
relatively less was known from the standpoint of specific f o 
allergy, was treated with pituitary adrenocorticotropic hormon 
for three weeks; during the latter part of this interval the dosage 
of the hormone was gradually reduced. Although his diet was 
constant, dermatitis recurred two days after the cessation 
therapy but the recurrence was less abrupt and pruritus 
less severe during the first 10 days of gradually recurring eczema. 
Each patient had a recurrence of dermatitis following the cessa 

more acute than that present for several weeks prior to tn 
institution of treatment. This degree of severity persisted from 
one to three weeks and then reverted to the previous status I 
eeneral the results of treatment with pituitary adrenocorti 
cotropic hormone in atopic dermatitis are not as good as « hay 
fever and bronchial asthma. 
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Archives of Physical Medicine, Chicago 

32:71-120 (Feb.) 1951 

•Experimental Study of Effects of Ultrasonic Energy on Lower Part of 
Spinal Cord and Peripheral Nerves. T. P. Anderson, K. G. Wakim, 
3 F. Herrick and others.—p. 71. 

Head Traction Attached to Corset in Care of Scoliosis. R. L. Bennett. 
—p. 84. 

Fitting and Alinement of Braces for Lower Extremities. O. F. von 
Werssowetz.—p. 90. 

Use and Abuse of Physical Medicine in Treatment of Peripheral Vascular 
Diseases. A. G. Prandoni.—p. 100. 

Effects of Ultrasonic Energy on Spinal Cord and Nerves.—The 
question of the effects of ultrasonic energy on the nervous sys¬ 
tem has arisen because this type of energy has been used for 
disorders, such as sciatica and lumbago, that involve the nervous 
system. Paralysis was observed in laboratory animals after single 
applications of ultrasonic energy to the midline of the back given 
in practically the same manner as the recommended therapeutic 
application in cases of lumbago and sciatica. In further experi¬ 
ments on dogs and rats, with use of a sonostat, which generates 
sound vibrations at a frequency of 800,000 cycles per second, 
it was found that ultrasonic energy had much greater destruc¬ 
tive effect on the spinal cord than on the sciatic nerve. The 
theory that there is an effect of ultrasonic energy on nerve tissue 
other than its heat effect is supported by two findings: (1) the 
occurrence of marked destruction of the cord when temperatures 
recorded in the spinal canal were as low as 42 to 43 C. after 
application of ultrasonic energy and (2) the occurrence of much 
less regular myelin degeneration in sciatic nerves with action 
potential completely blocked by ultrasonic energy than in those 
with action potential similarly blocked by direct heating. Whether 
ultrasonic energy can be safely used for therapy cannot be de¬ 
termined from this study. Perhaps a safe procedure for the thera¬ 
peutic application of ultrasonic energy can be determined by 
further studies, if the moving technique of application (or pulsed 
energy) and smaller doses are used. 

California Medicine, San Francisco 

74:81-150 (Feb.) 1951 

Treatment of Difficult and Involved Colles’ Fracture. F. J. Cox and 
A. VV. Meier.—p. 81. 

Immunization with Influenza Virus Vaccines. S. S. WooHngton.—p. 87. 
Concept of Continuation Education in Medicine. F. D. Murphy.—p. 89. 
Hysterectomy—Total or Subtotal for Benign Lesions. D. A. Dallis. 
—p. 92. 

Use of Antithyroid Drugs. D. W. Petit.—p. 99. 

Nutritional Status of the Aging: Public Health Aspects. H. D. Chope 
and S. Dray.—p. 105. 

Refrigeration Treatment of Chronic Osteomyelitis. R. Bingham.—p. 108. 
Review of Literature on Etiology of Hodgkin’s Disease. W. L. Bostick. 
—p. UI. 

Common Errors in Management of Acute Myocardial Infarction: 

Critical Analysis of 58 Fatal Cases. D. S. Rubsamen.—p. 115. 

Use of Benzidine Test for Occult Blood in Abnormal Mammary Secre¬ 
tions. C. E. Rees.—p. U7. 

Establishment and Operation of Nerve Block Clinic: One Year’s Ex¬ 
perience at the Los Angeles County Hospital. J. S. Denson.—p. 118. 
Coccidioidomycosis as Complication of Pregnancy. J. E. Vaughan and 
H. Ramirez.—p. 121. 

Mcphencsin as Relaxing Agent in Treatment of Tetanus: Clinical 
• Experience in 12 Cases. H. E. Godman.—p. 126. 

Dental Caries. G. O. Boucher.—p. 128. 

Delaware State Medical Journal, Wilmington 

23:27-52 (Feb.) 1951 

Achalasia Treated by Transabdominal Esophagogastrostomy: Case Re¬ 
port. H. S. Ratal and J. J. SelinkoiL—p. 27. 

Esophagocardiomyotomy for Intractable Achalasia. H. R. Hawthorne and 
H. C. Davis.—p. 32. 

•Eilccts of 17-Ketostcroid Deficiency and Male Hormone Therapy in 
Rheumatic Fever and Arthritis. C. W. Dunn.—p. 36. 

Use of Dimcthylyn in Management of Certain Symptoms of Menopause. 
G. J. Boincs.—p. 41. 

17-Kctosteroid Deficiency and Male Hormone Therapy in Rheu¬ 
matic Fever and Arthritis.—Dunn called attention to the role 
of endocrine deficiency and the value of endocrine therapy in 
arthritis as early as 1940. In 1950 he performed routine endo¬ 
crine examination on 17 boys (6 to 14 years of age) who were 
receiving convalescent care for rheumatic disease and found that 
three-fourths of them showed signs of severe hypogonadism. A 


group of 17 adult males who had arthritis showed an 88% inci¬ 
dence of low 17-ketosteroid content in their urine. A group of 
30 women with arthritis showed a 66% incidence of reduced 
17-ketosteroid content in their urine. Of two male children with 
rheumatic fever and arthritis, one was given male hormone 
therapy, and his recovery was dramatic; in the control patient, 
the illness ran the usual course. Both had been given routine 
antirheumatic therapy in the form of antibiotics, ascorbic acid, 
and salicylates. The 17-ketosteroid deficiency seems to produce, 
an inferior constitutional environment which permits the un¬ 
known etiologic factor of rheumatic fever to invade the impaired 
collagen tissue structures in the fibromuscular, articular, and 
para-articular structures. Therapy with 17-ketosteroids in the 
form of testosterone propionate and methyl testosterone is indi¬ 
cated in the treatment of rheumatic fever and arthritis when¬ 
ever a 17-ketosteroid deficiency is apparent. Hypogonadal male 
children should receive male hormone therapy earlier and in 
larger dosage. There seems to be no contraindication to 
the use of male hormone therapy in females with rheumatic 
fever. The beneficial effects of cortisone and pituitary adreno¬ 
corticotropic hormone in rheumatic fever and rheumatoid arthri¬ 
tis illustrate the value of ketosteroid therapy in arthritis. 

Endocrinology, Springfield, Ill. 

48:125-244 (Feb.) 1951. Partial Index 

Inhibition of Gonadotrophic Hormone Secretion by Physiological Doses 
of Estrogen. W. W. Byrnes and R. K. Meyer.—p. 133. 

Effect of Steroids and Lactone Derivatives on Hypophyseal Gonado¬ 
trophin Content. G. E. Mortimore, C. A. Paulsen and C. G. Heller. 
—p. 143. 

Studies with Labelled Anterior Pituitary Preparations: Adrenocortico- 
tropin. M. Sonenberg, A. S. Keston and W. L. Money,—p. 148. 

Influence of Thyroid on Cerebral Metabolism. J. F. Fazeks, F. B. 
Graves and R. W. Alman.—p. 169. 

Some Observations on Physiologic Activity of Delta 4,6-Dehydrocortisone 
(Diene). G. M. Higgins, K. A. Woods and E. C. Kendall.—p. 175. 

Antithyroid Activity of 5-Halogeno-2-Thiouracils. H. W. Barrett, K. 
X. Gassner and K. Dittmer.—p. 189. 

Influence of Sex and of Testosterone Upon Fatty Liver Due to Ethionine. 
E. Farber, D. Koch-Wescr and H. Popper.—p. 205. 

Effect of Cortisone and Adrenocorticotrophic Hormone of Pituitary on 
Blood Pressure in Experimental Renal Hypertension. A. Grollman 
and A. Konnerth.—p. 213. 

Comparison of Urinary Estrogens Determined Biologically and of 
“Estroids” Determined Chemically. F. D. Humra, P. L. Munson and 
W. T. Salter.—p. 225. 

Iowa State Medical Society Journal, Des Moines 

41:37-70 (Feb.) 1951 

Primary Cancer of Lung. T. J. Kinselia.—p. 37. 

Acute Small Bowel Obstruction. B. C. Bames.—p. 43. 

Peritoneoscopy. P. G. Keil and S. N. Landis.—p. 48. 

Wills for Physicians. W. F. Waugh.—p. 50. 

41:71-108 (March) 1951 

Metabolic and Nutritional Studies in the Adolescent. J. A. Johnston. 
—p. 79. 

•Folic Acid Antagonists in Treatment ol Leukemia. A. B. Hendricks and 
W. M. Fowler.—p. 84. 

Management of Lacrimal Duct Obstruction. C. A. Noe.—p. 86. 

Stenosis of Pulmonary Conus Without Associated Defects: Case Re¬ 
port. E. O. Theilen and L. E. January.—p. 88. 

Folic Acid Antagonists in Leukemia.—Ten patients with acute 
leukemia were subjected to a therapeutic trial with two of the 
folic acid antagonists, namely, 4-aminopteroylgiutamic acid 
(aminopterin) and amethopterin (4-amino-N 10 -melhyl folic acid). 
The daily dose of aminopterin varied from 0.5 to 2 mg. with a 
total dose of 6 to II mg. A daily dose of 5 mg. of amethopterin 
was given for six to 11 days. Results were satisfactory but tem¬ 
porary in three patients, fair in three, and poor in four. The 
drugs appeared to be most effective in subacute lymphocytic 
leukemia and ineffective in the acute fulminating type. They 
produce only temporary remissions and do not cure leukemia. 
Folic acid antagonists are toxic to the patient, and daily leuko¬ 
cyte counts, platelet counts, and frequent checks of the bleeding 
and clotting time are desirable. Manifestations of toxicity, such 
as stomatitis, bleeding from the bowel, and thrombopenia neces¬ 
sitated discontinuance of the folic acid antagonists in three 
patients. 
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Journal of Gerontology, St. Louis 

6:1-104 (Jan.) 1951. Partial Index 

Studies in Experimental Atherosclerosis: I. Preparation of Injectable 
Cholesterol Sols, O. J. Poliak and B. Wadler.—p. 1. 

Serum Alkaline Phosphatase in Middle and Old Age. L. C. Clark Jr., 
E. I. Beck and N. W. Shock.—p. 7. 

Vitamin Studies in Middle-Aged and Old Individuals: VI. Tocopherol 
Plasma Concentrations. M. Chieffi and J. E. Kirk.—p. 17. 

Nitrogen Balance Studies in Four Elderly Men. W. B. Kountz, L. 
Hofstatter and P. G. Ackermann.—p. 20. 


Journal Lab. and Clinical Medicine, St. Louis 

37:331-498 (March) 1951 

Induced Pregnancy in Mammalian Host Following Severe Total Body 
X-Irradiation. P. E. Rekers.—p. 331. 

Blood Volume Determination: Comparison of T-1824 and P 2 - Labeled 
Red Cell Methods. L. R. Wasserman, Tse-Fei Yoh and I. A. Rash- 
koff.—p. 342. 

Method for Continuous Recording of Evans Blue Dye Curves in 
Arterial Blood, and Its Application to Diagnosis of Cardiovascular 
Abnormalities. J. W. Nicholson III, H. B. Burchell and E. H. Wood. 
—p. 353. 

‘Comparative Effects of Ether, Alcohol, Tetracthylammonium, and 
Priscoline in Producing Vasodilatation in Peripheral Vascular Condi¬ 
tions. W. J. Reedy.—p. 365. 

Precipitation of Cerebrospinal Fluid Globulin by Zinc Sulfate. A. M. 
Donovan, J. M. Foley and W. C. Moloney.—p. 374. 

Primary Atypical Pneumonia with High Titer of Cold Hemagglutinins, 
Hemolytic Anemia, and False Positive Donath-Landsteiner Test. F. 

L. Neely, W. H. Baria, C. Smith and C. F. Stone Jr.—p. 382. 

Comparative Evaluation of Several Complement Fixation Techniques for 

Laboratory Diagnosis of Rickettsioses. J. H. Schubert, S. M. Stanford 
and E. J. Tiffany.—p. 388. 

Effect of Prolonged Administration of Antibiotics on Human Fecal 
Flora. H. R. Bierman and E. Jawetz.—p. 394. 

♦Polymyxin B and Polymyxin E: Clinical and Laboratory Studies. B. 

M. Kagan, D. Krevsky, A. Milzer and M. Locke.—p. 402. 

Variable Effect of Atropine Sulfate on Fasting Gastric Secretion in 

Man. E. Levin, J. B. Kirsner and W. L. Palmer.—p. 415, 

Reducing Substance in Urine of Patients Treated with Para-Amino- 
benzoic Acid. C. J. D. Zarafonetis and J. P. Chandler.—p. 425. 

Alterations in Plasma Proteins, Plasma Volume, and Volume of Packed 
Red Cells in Patients Receiving ACTH or Cortisone. B. V. Jager, 
H. Brown and M. Nickerson.—p. 431. 

Effect of Adrenocorticotrophic Hormone (ACTH) in Idiopathic Ac¬ 
quired Hemolytic Anemia as Related to Hemolytic Mechanisms. F. 
H. Gardner, A. E. McElfresh, J. W. Harris and L. K. Diamond. 
—p. 444. 

Effect of ACTH on Leukocyte Counts in White Mice. E. H. Kass, M. 
M. Lundgren and M. Finland.—p. 458. 

Influence of ACTH on Course of Experimental Influenza Type A Virus 
Infection. C, G. Loosli, R. B. Hull, B. S. Berlin and E. R. Alexander. 
—p. 464. 

Effects of Drugs in Producing Vasodilatation.—Several drugs 
were tested for their immediate vasodilating action following a 
single intravenous injection in 16 patients, including 11 with 
arteriosclerosis of the lower extremities, one with arteriosclerotic 
endarteritis obliterans of the upper extremities, and four with 
vasospastic disorders of the lower extremities. Fifteen of these 
patients were given 75 mg. of 2-benzyl-2-imidazoline hydro¬ 
chloride (priscoline®), 11 received 500 mg. of tetraethylam- 
monium (etamon®) chloride, six received ethyl alcohol, and six 
received ether, 25 cc. in one-half liter of a 5% dextrose or iso¬ 
tonic sodium chloride solution. The intravenous infusion of 5% 
ether solution had a minimal effect on digital cutaneous blood 
flow, as measured by determination of skin temperature. The 
intravenous 5% alcohol infusion produced vasodilatation in one 
patient with vasospastic disturbances of the lower extremities 
but produced no rise in skin temperature in four patients with 
arteriosclerotic peripheral vascular disease. The administration 
of intravenous tetraethylammonium appeared to have a weak 
effect on increased cutaneous blood flow, as measured by skin 
temperature determinations. The effect was minimal and incon¬ 
stant. Results suggested that tetraethylammonium is not a suffi¬ 
ciently potent agent for use in estimation of the degree of 
vasoconstriction in peripheral vascular disorders. The single 
intravenous injection of priscoline® appeared to be effective in 
relieving the component of abnormal vasoconstriction associ¬ 
ated with arteriosclerotic obliterative vascular disease and in 
relieving vasospastic disorders. It was the most consistent and 
most effective vasodilator of the several agents used in this study. 
The presence of arteriosclerosis in the extremities does not 
necessarily indicate arterial insufficiency, but if this insufficiency 
is demonstrated to be present, then the use of vasodilating agents 
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may clearly indicate to what extent it is due to organic occlusive 
changes. In addition to the demonstration of arteriosclerosis 
the absence of palpable pulsations and decreased oscillometrir 
excursions may not indicate occlusive organic arterial disease 
alone but may reflect abnormal vasoconstriction in the presence 
of sclerotic vessels. If there is no surface temperature response 
to the intravenous administration of priscoline,® it is probable 
that the arterial insufficiency is due to organic occlusion of the 
vessels as a result of thrombosis or mechanical block. The druE 
is offered as a test agent to aid in separation of the element of 
vasoconstriction from the mechanical obliteration of the lumen. 

Polymyxin B and Polymyxin E —In vitro tests showed that both 
polymyxin B and polymyxin E had a pronounced effect against 
some of the gram-negative pathogenic bacteria, which did not 
respond well either clinically or in vitro to any of the olher 
presently available drugs. Polymyxin B and polymyxin E were 
given a therapeutic trial in 36 patients, 30 infants and children, 
and six adults, 22 with urinary tract infections, one with infec¬ 
tion of both the urinary tract and the blood stream, nine with 
gastrointestinal infections, two with pulmonary infections, one 
with chronic otitis media, and one with meningitis. The infants 
and children were given 0.8 mg. of the drug per kilogram of 
body weight every four hours. All the adults were given the 
maximum dose of 20 mg. every four hours intramuscularly. 
Results showed that infections that may not respond to olher 
less toxic drugs or antibiotics and for which polymyxin may 
be useful are those due to Escherichia coli, Aerobacter aero- 
genes, Pseudomonas aeruginosa, Shigella and Hemophilus influ¬ 
enzae. Polymyxin B appeared to be less toxic than polymyxin 
D. The principal evidences of toxicity due to polymyxin D were 
renal; those due to polymyxin B and E were neurological and 
allergic. The neurotoxic signs included weakness, drowsiness, 
ataxia, numbness of fingers and feet, impaired position sense, 
transient blurring of vision with diplopia, and nystagmus. All 
of these were usually mild and transient. Other evidences of 
toxicity were intense itching, especially about the mouth and 
face, feeling of very tight skin about the face, chilly sensations, 
sweating, and urticarial and maculopapular rashes. The latter 
symptoms were much relieved by tripelennamine (pyribenza- 
mine®) hydrochloride. Most patients complained of moderate 
to pronounced pain at the site of the injection. The evidences 
of toxicity were much less pronounced in infants and children 
than in adults. Polymyxin is the most effective drug against 
serious infections due to most strains of Ps. aeruginosa. The 
drug should be considered also in infections due to other sensi¬ 
tive gram-negative bacteria that are resistant to other less toxic 
agents. 


Laryngoscope, St. Louis 

61:99-185 (Feb.) 1951 

Embryonic Hearing Organs After Maternal Rubella. L. A. Schall, M. H. 
Lurie and G. Kelemen.—p. 99. 

Acute Laryngotracheobronchitis: Analysis of 1,175 Cases with J 8 
Tracheotomies. A. R. Everett, p. 113. 

Third Statistical Study of Auditory Tests in Relation ,o Fcnn ' ,Jl '™ 
Operation. W. R. Thurlow, H. Davis, T. E. Walsh and E. Elder t. 

♦Headache 4 and Vertigo Associated with Hypoglycemic Tendency. J. A. 

More rr Complet’e 3 Adenoidectomy to Overcome Interference with Nasal 
Breathing by Salpingonasal and Salpingopalatine Folds.. E. Reeves 

Laryngfal Granuloma Following Intratracheal Anesthesia: Report of 
Four Cases. R. Feimer and S. S. Feuerstem.—p. 165. 

Headache and Vertigo Associated with Hypoglycemic Tendency. 
—Headache, and to a lesser extent vert.go, are common symp¬ 
toms of patients with spontaneous hypoglycemia. The case h.s- 
tories of 72 patients complaining of headache or vertigo and 
whose symptoms were relieved by high protein diet were re¬ 
viewed. In all patients the symptoms were reproduced or,aggra¬ 
vated during the five hour dextrose tolerance test which m 
most instances, gave a low curve, especially from the second 
through the fifth hour. In only 15 patients did the fifth hour 
level reach the fasting level, and in seven of these IS the curve 
was flat. Symptoms were usually produced when ffi e level 
dropped to 70 or less; in others the rapidity of the fall o the 
sugar levels appeared to be the important factor. The headache 
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experienced is visceral in character and is described as being 
dull and throbbing. It is often present at night and may be re¬ 
lated to meals. Patients respond well to a diet high in protein 
and low in carbohydrates. Supplementary feedings may be 
necessary. 

Minnesota Medicine, St. Paul 

34:105-192 (Feb.) 1951. Partial Index 

Significant Developments in Blue Cross and Blue Shield. A. M. Calvin. 
—p. 133. 

Appendicitis: Failure to Correlate Clinical and Pathologic Diagnoses; 

a Surgeon's Viewpoint. R. L. Gorrelt. p. 137. 

Appendicitis: Failure to Correlate Pathologic and Clinical Diagnoses: 

a Pathologist’s Viewpoint. A. H. Wells.—p. 139. 

•Dangers of Penicillin Therapy in Syphilis of the Central Nervous Sys¬ 
tem; with Special Reference to Occurrence of Delayed Reactions. S. 
K. Shapiro and B. Berris.—p. 141. 

Peripheral Neuritis Due to Polycythemia Vera. W. Chalgren and D. R. 
Johnson.—p. 145. 

Trauma to Urethra and Bladder in Association with Pelvic Fractures. 
E. J. Richardson.—p. 148. 

Arrhenobiastoma: Report of Case with Normal Pregnancy During 
Remission and Two Subsequent Normal Pregnancies After Surgical 
Removal. P. F. Eckman.—p. 152. 

Penicillin Therapy in Syphilis of Central Nervous System.—Ten 
patients with neurosyphilis and one patient with tertiary syphilis 
of the skin were treated with penicillin according to the follow¬ 
ing schedule; from the first to the fifth day respectively, doses 
of 5,000, 10,000, 20,000, 50,000, and 100,000 units of penicillin 
were injected intramuscularly every three hours. From the fifth 
to the fourteenth day, patients received 100,000 units intra¬ 
muscularly every three hours, and an additional 1,000,000 units 
of penicillin dissolved in 500 cc. of isotonic saline was admin¬ 
istered daily intravenously. As controls, six nonsyphilitic patients 
were treated in a similar way. Eight of the i l syphilitic patients 
had toxic reactions, all delayed in type. These reactions occurred 
on various days during the intravenous treatment. Symptoms 
were malaise, headache, nausea, chilly sensation, and tempera¬ 
ture elevation. Two patients also had exacerbation of syphilitic 
symptoms. Two patients (one with pulmonary complications) 
succumbed after institution of the therapy. Three of the six 
control patients had systemic reactions: headache, malaise, 
chills, and fever. In all but one patient, the onset of the reaction 
followed intravenous injection of penicillin by one to three 
hours. In all patients, including controls, reactions occurred 
only after intravenous administration, but it is possible that the 
increasing intramuscular dosage that preceded it sensitized the 
patients and accentuated the reactions. Another possibility is 
that penicillin might have a direct neurotoxic effect, as sug¬ 
gested by the fact that delayed reactions occurred in the control 
group. However, exacerbation of specific syphilitic symptoms 
in four syphilitic patients suggests that another mechanism was 
operating, separately or in combination with the above. Severity 
of toxic reactions contraindicates the use of combined intra¬ 
muscular and intravenous administration of penicillin in the 
schedule described, in treatment of neurosyphilis. 

New England Journal of Medicine, Boston 

244:275-314 (Feb. 22) 1951 

Bilateral Thyiotomy for Carcinoma of Larynx. J. 1. Kemler.—p. 275. 
Cardiovascular Manifestations in Acute Poliomyelitis. L. Weinstein and 
A. Shelokov.—p, 281. 

•Analgesic Meet of Dromoran Hydrobromide (3-Hydroxy-N-Methyl 
Murpmnan Hydrobromidc) in Postoperative Pam, E. Keutmann and 
F. F. Foides.—p. 286. 

^ CVCr: Report of Case in Massachussets. F. P. Vosc.—p, 288. 
Medicine as Social Instrument: Public Health. H. Emerson.—p. 289. 

Cardiovascular Manifestations in Acute Poliomyelitis.—The in¬ 
cidence and character of cardiovascular disturbances were 
studied in 428 patients with acute poliomyelitis. Since 50% of 
the patients were adults, it was possible to compare the relative 
frequency of disturbances in the heart and blood vessels of per- 
sons of all age groups. Abnormalities of the electrocardiogram, 
including high-peaked, notched T waves, increase in P-R and 
Q- T intervals, a Qj T, pattern, T wave inversions in leads other 
than 3, depression of the S-T segment, and a Qi T, pattern were 
observed. In every case, the normal electrocardiographic pat¬ 
terns reappeared as the patients recovered from the acute phase 
of poliomyelitis. Thirty patients, eight less than 16 years old 


and 22 aged over 16, had prolonged elevation of blood pressure 
during their illness. Its development in most cases was probably 
related to hypoxia. Return to the normotensive state could be 
produced by establishment of a clear airway, overcoming of 
respiratory failure by various mechanical means or administra¬ 
tion of oxygen. Myocarditis developed oftener and was severer 
in older patients than in young patients. The mild form is prob¬ 
ably hypoxic in origin, whereas the severe form may be due 
to invasion of the heart by the virus. Pulmonary edema was re¬ 
vealed by necropsy in four of 16 fatal cases of the bulbar forms 
of poliomyelitis. Careful management of fluid intake in patients 
with bulbar disease is necessary. Intravenous hydration is prob¬ 
ably best avoided. In one case sterile verrucous endocarditis was 
revealed by necropsy. The authors’ observations as well as others 
cited in the literature support the growing concept of polio¬ 
myelitis as a diffuse disease rather than one limited to the 
anterior horn cells of the spinal cord. That damage may be pro¬ 
duced in structures outside the nervous system is strongly sug¬ 
gested by the observation of severe myocarditis. The problem 
of the cardiovascular disturbances in poliomyelitis needs further 
study. 

Analgesic Effect of Dromoran® in Postoperative Pain.—The 
analgesic effect of dromoran® hydrobromide (3-hydroxy-N- 
methylmorphinan hydrobromide), a new synthetic morphine 
analogue, in postoperative pain was compared with that of 
morphine sulfate in 623 surgical patients. Dromoran 1 ® hydro¬ 
bromide (5 mg.) and morphine sulfate (10 mg.) were adminis¬ 
tered subcutaneously to 311 and 312 patients respectively. The 
first postoperative dose of dromoran® gave complete relief in 
66.5% of the patients as compared to 46.2% with morphine. 
Following a total of 1,336 injections of dromoran,® complete 
relief was obtained in 75% of the patients, the average total 
number of injections per patient being four. After a total of 
1,097 injections of morphine, complete relief was obtained in 
54.7% of patients, the average number of injections per patient 
being 3.4. The average duration of analgesia produced by 5 mg. 
of dromoran® was 6.1 hours as compared to 5.8 hours with 
10 mg. of morphine. The incidence of nausea and emesis was 
less with dromoran® than with morphine. 

New York State Journal of Medicine, New York 

51:561-688 (March 1) 1951 

Clinicai Comparison of Alpha-Estradiol and Conjugated Estrogens in 
Treatment of Menopausal Syndrome. N. B. Reicher, C. E. Clark and 
E. Bechlold.—p, 601. 

Chemically Active Air Pollutants. I. R. Tabershaw.—p. 607. 

Evaluation of Morusut in Treatment of Varicose Veins. N. Berg. 
—p. 610. 

Use of Bacitracin-Tyrolhricin Ointment in Treatment of Pyogenic 
Dermatoses. I. 1. Lubowe.—p. 61!. 

Suppuration of Salivary Glands in the Newborn. I. N. Kugelmass. 
—p. 613. 

* Intrasynovial Procaine for Symptomatic Relief of Osteoarthritis. H. 
Berger.—p. 615. 

New Lange Colloidal Gold Test in Psychiatry. N. E. Stein, L. dcMello 
and B. Dattner.—p. 617. 

Use and Abuse of Antibiotics in Treatment of Localized Pilonidal and 
Perirectal Suppurations. R. Turell.—p. 619. 

Observations in Sterility, J, S. Beilly and M. W. Greenberg.—p. 621. 
Moderate Doses of Estrogen and Thyroid in Prevention of Abortion. J. 

Brimberg, N. H. Hass, M. G. Drimer and C. C. Wcitzman.—p. 623,. 
Delay in Cancer Diagnosis. W. S. Wiggins, M. F. Hiifinger and L. G. 
Berman.—p. 626. 

Administrative Aspects of BCG Vaccination Clinic for Newborns: Pre¬ 
liminary Report. E. G. Ccrmak and K. Birkhaug.—p. 629, 

Inferior Vena Cava Ligation for Prevention of Recurrent Pulmonary 
Embolism. F. R. Cole.—p. 633. 

Postspinal Headache in Obstetrics. J. Halperin and A. BcUwin.—p. 635, 
•Estradiol Pellet Implantation in Carcinoma of Prostate. M, V, Okie, 
M. L. Carden, H. J. McGee and E. M. Tracy Jr.—p. 637. 

A 14-Year Survey of Parturient Ruptured Uterus at the Harlem Hos¬ 
pital. L. B. Posner, D. F. Smith and H. L. Trambcrt.—p. 641. 

Procaine Hydrochloride in Osteoarthritis.—Fourteen patients 
with osteoarthritis of one or both knees had unsatisfactory re¬ 
sults from procaine hydrochloride administered intravenously, 
either because pain was not relieved or reappeared rapidly, or 
because of unpleasant toxic effects or mechanical difficulties. 
Following this, 10 cc. of 2.5 to 3% procaine hydrochloride were 
injected by intrasynovial route into the involved joint and the 
patients were followed for a period of four months to one year. 
All were improved, and some were completely relieved. One 
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resumed his occupation as a track walker, covering several miles 
daily, and another resumed her trade of retail grocer, in which 
she spends long hours daily on her feet without pain. The re¬ 
sults were so satisfactory that recently five patients who had 
not received procaine hydrochloride intravenously were so 
treated intrasynovially with equally gratifying results. This 
would negate the possible conclusion that this improvement was 
due to delayed action of previous intravenous administration 
of procaine hydrochloride. 

Estradiol Pellet Implantation in Carcinoma of the Prostate.— 
Nine patients between the ages of 50 and 74 with prostatic car¬ 
cinoma were treated by subcutaneous implantation of 50 mg. 
pellets of alpha-estradiol every three to four months. This type 
of administration was not associated with the undesirable gastro¬ 
intestinal effects that orally administered estrogenic compounds 
often produce. Subcutaneous administration assures a constant 
source of supply, in contrast to oral administration, which may 
be interrupted by forgetfulness, indifference, or other factors. 
Results were eminently satisfactory. Relief from pain was 
prompt and in most cases complete. The patients were main¬ 
tained in optimal state, free from pain, gastric distress, and 
breast hypertrophy. Progression of the prostatic tumor and of 
metastases was retarded. Cachexia of advanced carcinoma was 
frequently reversed, with substantial gains in weight, increase 
in strength, and return to gainful occupation. Two patients, who 
were first seen in advanced stages, died. It is suggested that a 
sustained high level of circulating estrogenic substance has been 
responsible for the pronounced efficiency of the alpha-estradiol 
pellets used in the authors’ cases. 

Northwest Medicine, Seattle 

50:73-144 (Feb.) 1951 

Early Care of Traumatic Wounds of Face. C. E. Gurney and V. V, 
Lindgren.—p. 92. 

Perforated Peptic Ulcers. W. H. Tousey.—p. 95. 

•Physiologic Position for Delivery. F. H. Howard.— p. 98. 

50:145-228 (March) 1951 

The Future of Medicine. J. W. Cline.—p. 165. 

Cardiac Catheterization—Diagnostic Aid in Congenital Heart Disease. 

J. H. Lehmann, A. D. Johnson, W. C. Bridges and others.—p. 170. 
Newer Concepts in Rheumatoid Arthritis. K. K. Sherwood and B. 
Zimmerman.—p. 176. 

Rh Factor in Obstetrics. M. S. SicheJ.—p. 181. 


Plastic & Reconstructive Surgery, Baltimore 

7:73-168 (Feb.) 1951 

Sehavior^o^Autogermus Human Tissue Grafts: H. L. A. Peer am) 

Influence of ACTH on Wound Healing in Man. H. Baxter, C. Schiller 
and J. H. Whiteside.—p. 85. fcr 

Three Age Phases of Orthodontic Treatment of Cleft Palate Chile r 
U. Conroy.—p. 100. '• 

Skin Thickness in Human. D. E. Barker.—p. 115. 

•Complications of Decubitus Ulcers in Patients with Paranlecia it 
Conway, R. B, Stark, J. C. Weeter and others.—p. 117 

Polyethylene—Three Year Study. U R. Rubin—p. 131. 

Plastic Surgical Treatment of Chronic Suppurative Hydradenitis p 
W. Greeley.—p. 143 . ' ' 

Plastic Method for Refilling of Facial & Skull Depressions. E. Alduaak 
—p. 147. 

Marjolin Ulcer Case Reports. W. B. Macomb^c md I. C. TTubot 
—-p. 152. 

Method for Reconstruction of Large Nasal Fistula. J. A. Tamerin 
—-p. 157. 


Decubitus Ulcers in Patients with Paraplegia.—This paper re¬ 
views the surgical treatment of 102 decubitus ulcers in patients 
with paraplegia. Experience with two groups of cases attested 
to the soundness of surgical technique, which includes the fol¬ 
lowing steps: complete excision of the ulcer and regional scar 
tissue, excision of regional new bone formation together with the 
underlying bony prominence, rotation of a flap of muscle over 
the exposed bone, closure of the wound by the use of a flap of 
skin and fat rotated to the area of the decubitus (placed so that 
suture lines and resultant scars are not over the site of previous 
decubitus) and the use of a free graft of skin at the point from 
which the flap was elevated. Excision of the underlying bony 
prominence has been reflected in an increased percentage of 
success in the operative closure of these ulcers. In 56 operative 
closures previously reported, 71% were successful In the series 
of 70 operations reported herein, 81.5% were successful. As 
patients advance from life in bed to wheel chair existence, an 
increase in the occurrence of decubitus ulcers over the ischial 
tuberosities is noted. In these cases excision of the underlying 
bony prominence effected a dramatic improvement •in the re¬ 
sults of operative treatment. When this step was not employed, 
healed wounds were maintained in oniy 47% of cases; when it 
was employed, healed wounds were maintained in 80% of cases. 
Extensive calcification of soft tissues in paraplegic patients indi¬ 
cates a poor prognosis. 


The Physiological Position for Delivery.—The conventional 
positions now generally in use in obstetrics are the modified 
lithotomy position, with the patient on her back, and to a lesser 
extent the Sims position, wherein the patient reclines on her 
side, the upper knee being drawn up to the abdomen. Most 
lecturers in obstetrics pass lightly over the so-called physiologi¬ 
cal position, which is the squatting position. Williams’ textbook, 
describing the second stage of labor, says “the primipara, . . . 
if left to herself, will usually assume the crouching or squat¬ 
ting posture.” Buxbaum, discussing delivery in ancient times, 
describes the squatting position. The author of this paper cites 
several considerations that suggest that the squat or crouch is 
the physiological position for delivery. He describes a mechan¬ 
ism whereby tentorial tears are caused in the lithotomy position, 
and he shows that the physiological position minimizes this 
danger. The author recommends a specially designed obstetric 
chair-table. 

Pennsylvania Medical Journal, Harrisburg 

54:97-192 (Feb.) 1951 

Diagnosis and Therapy in Various Forms of Coronary Heart Disease. 
C. B. Ethridge.—p. 113. 

KoJe of Antibiotics in Modem Treatment of Otorhinolaryngologic Con¬ 
ditions. M. S. Ersfler.-—p. 120. 

Multiple Primary Malignancies. C. T. Beecham and A. S. Frantz, 
—p. 123. 

Anatomic Surgery in Peripheral Vascular Disease. $. N. Rowe, p. 127. 

Responsibility of the General Practitioner in Public Health Aspects of 
Tuberculosis. C. H. Marcy.—-p. 130. 

Etiology of Rheumatic Fever. G. S- Gregg and F. J. Gregg.—p. 132. 

Bronchiectasis: Rehabilitation with Surgical Treatment. G. P. Rosemond. 
—p. 134. 

Cardiac Rehabilitation in Action in Industry. L. S. Ylvisaker. p- 135. 

Home Care for the Convalescent- and the Elderly. R. R. Hoffman. 
—p. 139. 


Postgraduate Medicine, Minneapolis 

9:101-192 (Feb.) 1951 

Evaluation of Amibiolic Therapy. C. S. Keefer.—p. 101. 

“Performance Index” as Method for Estimating Effectiveness of Re¬ 
ducing Regimens. N. Jolhffe and E. Alpert.—p. 106. 

Management and Treatment of Cosmetic Dermatitis. N. Tobias.—p, 116. 
Cryptogenic Fever. L. H. Sloan.—p. 118. 

Management 3 nd Outlook of Coronary Disease. R. S. Berghoff.—p. 123. 
Causes of Failure in Surgical Treatment of Hypertension. G. de 
Takats—p. 128 . 


SYMPOSIUM ON TREATMENT OF AMEBIASIS 
•Results with Diodoguin and Carbarsone. H. C. Conn and P. W. 
Re^trimAureomycto. D. J. Mendelson and R. D. Friedlander. 
•Results 1 with Bismuth Glycolylarsanilate. H. C. Conn.—p. 144. 


lodohydroxyquinoline and Carbarsone in Amebiasis. —A 
g/e course of therapy with diiodohydroxyquinolme (mono- 
,- n ®) a nd carbarsone was given to 497 patients with amebiasis, 
e dosage of diiodohydroxyquinolme was 0.63 gm. three times 
ijy for 20 days. For 10 days 0,25 gm. of carbarsone was given 
ice daily. Patients were followed up for four years, with one 
imin'ation every two months for one year whenever poss.b e 
i then two examinations yearly for three years. The o y 
ic effects noted after administration of diiodohydroxyqutno- 
e were frequent mild diarrhea and pruritus ant. After treat- 
nt with carbarsone one patient reported a mild skm rash, 
ich quickly cleared after administration of the drug was 
pped q Treatment failed in 66 of the 497 patients 
e^oercentage gradually became less as more examinations 
re made but there were still some positive stools even after 
■'successive 1 negative specimens. Thus relapses were discov- 
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ered after one or more years of . presumed cure. Failures .may 
be extremely resistant to treatment with any drug. The terms 
“arrested” or “apparent cure” seem to be much more appropri¬ 
ate in relation to amebiasis than that of “cure.” Long-term follow¬ 
up is essential to proper control of amebiasis, which is becoming 
increasingly prevalent in civilian contacts of war veterans. A 
standard ideal laboratory diagnostic method using polyvinyl 
alcohol fixative stain as a preservative for trophozoites of intes¬ 
tinal amebas is suggested. 

Bismuth Glycolylarsanilate in Amebiasis.—Thirty-six patients 
with amebiasis were treated with bismuth glycolylarsanilate 
(milibis*). The recommended adult dose is 0.5 gm. three times 
daily for seven days. In the presence of diarrhea larger doses 
may be needed. None of the patients reported on by the author 
had acute diarrhea, and they received only the above dosage. 
Treatment failed in four of the 36 patients (11.1%). One of the 
patients in whom treatment failed had two negative stool exami¬ 
nations after a second course of the drug. No toxic manifesta¬ 
tions occurred in the group treated. It is felt that amebiasis in 
the future should be treated with chloroquine phosphate (ara- 
len®) for systemic action and with a drug such as bismuth gly¬ 
colylarsanilate for lumenal action. Long-term observation is a 
necessity in the treatment of amebiasis. All the drugs in use 
are effective in some cases. A few patients will be extremely 
resistant to any therapy. Patience and persistence will almost 
invariably produce a good clinical result. 

Proc. Soc. Exper. Biol. & Med., Ufica, N. Y. 

76:207-412 (Feb.) 1951. Partial Index 

Eosinophil Levels in Hospitalized Psycho tics During Combined Testos¬ 
terone Estrogen Therapy. R. R. Sackler, M. D. Sackler, A. M. 
Sadder and others.—p. 226. 

Serum Anti-Hyaluronidase in Human Leukemia and Lymphosarcoma; 
Effects of Cortisone and ACTH. H. H. HensteU and R. I. Freedman. 
—p. 239, 

Effect of Intravenous Digitoxin on Fluid Distribution in Hospitalized 
Males Without Cardiovascular Disease. J. K. Aikawa, V. H. Knight 
and M. P. Tyor.—p. 250. 

•Propagation of Pathogenic Fungi in Yolk Sac of Embryonated Eggs. 

I, W. Brueck and G. J. Buddingh.—p. 258. 

•Loss of Protection by Vaccination Following Cortisone Treatment in 
Mice with Experimentally Induced Tuberculosis. M. Solotorovsky, F. 
3, Gregory and H. C. Stoerk.—p. 286. 

•Absorption and Excretion of Viomycin in Humans. C. A. Werner, C. 
Adams and R. DuBois.—p. 292. 

Inverse Changes of Serum Glucuronidase and Esterase of Breast Cancer 
Patients on Estrqgen Therapy. S. L. Cohen and R. A. Huseby.—p. 304. 
Influence of Storage on Viability of BCG Vaccine. K. Birkhaug.—p. 3U. 
Effect of Treatment with ACTH or Cortisone on Anatomy of Brain. C. 

W. Castor, B. L. Baker, D. J. Ingle and Choh Hao Li.—p. 353, 
Effects of Ultrasonic Vibrations on Nerve Tissue, V. J. WuIJf, W, J. 

Fry, D. Tucker and others.—p. 361. 

Effect of Citrovorum Factor in Pernicious Anemia. R. R. Ellison, S. 

Wolfe, H. Lichtman and others—p. 366. 

Passive Immunity in Poliomyelitis: II. Lansing Antibody Content of 
Human Gamma Globulins, A. J. Rhodes and E. M. Clark.—p. 379. 
Role of Aurcomycin and Citrovorum Factor in “Folic Acid” Defi¬ 
ciencies. H. A. Waisman, M. Green, J. C. Munoz and others.—p. 384. 
Acid-Binding Capacity of Dialyzed Mucin Fractions from Human Gastric 
Juice. G. B. J. Glass, B. L. Pugh and S. Wolf.—p. 398. 

Propagation of Pathogenic Fungi in Yolk Sac.—The studies re¬ 
viewed in this report began with an attempt to produce infec¬ 
tion of the chorioallantois with Actinomyces bovis. The extra- 
embryonic membranes were found to be indifferently suited 
for this purpose. Chance inoculation of the yolk sac resuited 
in the abundant growth of A. bovis. This observation led to a 
more thorough investigation of the possibilities of this method 
of inoculation for the propagation of pathogenic fungi and the 
study of mycotic infections. Embryos of seven to nine days’ 
incubation proved to be most suitable for this purpose and 
u.ere used throughout; The micro-organisms were introduced 
into the yolk sac of living embryos through a small slit in the 
eggshell by means of a tuberculin syringe and 22 gage needle. 
The yolk sac of the developing chick embryo proved to be 
highly suitable for the propagation of the following pathogenic 
fungi; A. bovis, Nocardia asteroides, N. intracellularis, Sporo- 
trichum schenkii, Histoplasma capsulatum, Cryptococcus neo- 
formans, and Coccidioides immitis. This method promises to 
be of value for the experimental study of these and other mycotic 
infections. 


Loss of Vaccination Protection Following Cortisone Treatment. 
_The studies reported in this paper demonstrated that treat¬ 
ment with cortisone overcame the beneficial effect of vac¬ 
cination in mice infected with a highly virulent strain of 
Mycobacterium tuberculosis, human type, but did not sig¬ 
nificantly increase the deaths in nonvaccinated mice. Treatment 
with cortisone increased the susceptibility of mice to infection 
with M. tuberculosis of reduced virulence. It is pointed out 
that exacerbation of tuberculosis during the hyperadrenal state 
has been observed in man and experimental animals. The 
mechanisms by which cortisone enhances the infectious proc¬ 
ess in experimental tuberculosis have not yet been completely 
elucidated. The results of the present study suggest that one of 
the mechanisms by which cortisone may alter the course of this 
disease is by interference with the immune response. In rapidly 
progressive tuberculosis where the role of acquired immunity 
would be expected to be minimal, cortisone did not exert a sig¬ 
nificant effect on the course of the disease. However, when 
vaccinated animals were treated with cortisone, the prolonged 
survival conferred by vaccination was lost. 

Viomycin: Absorption and Excretion.—Viomycin, which is a 
derivative of a species of Streptomyces, has been of interest 
because of an inhibitory effect on mycobacteria, including M. 
tuberculosis, and because of its ability to suppress tuberculosis 
in animals. Preliminary clinical studies with viomycin in tuber¬ 
culous patients have been carried out. The present study con¬ 
cerns the absorption and excretion of viomycin following its 
intramuscular injection in human subjects. It was demonstrated 
that viomycin was rapidly absorbed and that high concentrations 
were achieved in the serum after intramuscular injection. This 
may bear only a loose relationship to the successful utilization 
of the drug in antimicrobial therapy. However, the serum con¬ 
centrations of viomycin that were attained were well in excess 
of the minimal inhibitory concentrations of viomycin required 
in vitro to suppress strains of M. tuberculosis isolated from 
patients with active tuberculosis. The pattern of absorption and 
urinary excretion of viomycin was similar to that of strepto¬ 
mycin. 

Public Health Reports, Washington, D. C. 

66:223-258 (Feb. 23) 1951 

Heallh of Ferrous Foundry Workers. H. Heimann.—p, 223. 

66:259-294 (March 2) 1951 

Research Conlribuiions of BCG Vaccination Programs: I. Tuberculin 
Allergy as Family Trait. C. E. Palmer and S. N. Meyer.—p. 259. 
♦Resistance to Streptomycin of Tubercle Bacilli Isolated from Patients 
Treated with Streptomycin. S. H. Ferebee and F. W. Appel.—p. 277. 

66:295-326 (March 9) 1951 

Negro Mortality: IV. Urban and Rural Mortality from Selected Causes 
in North and South. M. Y. Pennell and M. Gover.—p. 295. 

Health Department Assistance in Nutrition Education in Elementary and 
Secondary Schools. F. E. Whitehead and F. J. Stare.—p. 306. 

Rickettsialpox Case Due to Laboratory Infection. M. H. Sleisenger, E. 
S. Murray and S. Cohen.—p. 311. 

Resistance of Tubercle Bacilli to Streptomycin.—Investigators 
from several sections of the country participated in cooperative 
studies on streptomycin resistance of cultures of tubercle bacilli 
isolated at intervals during a period of one year from 157 
patients who had been treated with streptomycin for 91 days. 
At the end of 53 weeks tubercle bacilli could not be cultured 
from the sputum of 40% of the patients but could be isolated 
from the sputum of 55%. The remaining 5% of the patients 
had died. The tubercle bacilli of approximately two-thirds of 
the patients who still had positive sputum at the end of 53 weeks 
were resistant to streptomycin. This resistance to streptomycin 
tends to persist after the cessation of treatment, although re¬ 
version to streptomycin sensitivity was observed in cultures iso¬ 
lated from approximately 18% of patients. In the majority of 
patients, the development of resistance of tubercle bacilli to 
streptomycin occurred during the administration of streptomy¬ 
cin. Of 18 patients who could not be included in the program 
because their initial cultures of tubercle bacilli were found to 
be resistant to streptomycin, five had previously received strep¬ 
tomycin therapy. The development of streptomycin-resistant 
organisms may influence the patient’s chances of converting to 
negative cultures. 
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Annals of Tropical Medicine, Liverpool 

44:299-382 (Dec.) 1950. Partial Index 

Survival of Yellow Fever Virus in Refrigerated Mosquitoes. R. W. 
Ross.—p. 299. 

Correlation Between Blackwater Fever, Malaria. Quinine and Atabrin. 
H. Foy and A. Kondi.—p. 309. 

Neutralization of French Neurotropic Yellow Fever Virus by Sera of 
Bwamba Children. G. \V. A. Dick.—p. 319. 

Simple Method of Taking Stereoscopic Photomicrographs. D. Gall and 
W. H. H. Andrews.—p. 339. 

Cyclical Transmission of Yellow Fever Virus Through Grivet Monkey, 
Cercopithecus Aethiops Centralis Neumann, and Mosquito Aedes 
(Stegomyia) Africanus Theobald. R. W. Ross and J. D. Gillett. 
—p. 351. 

•Review of Incidence of Cysticercus Bovis in Cattle in Great Britain, 
Together with Consideration of Some Aspects of Taenia Saginata 
Infection in Man. R. B. Griffiths.—p. 357. 

Cysticercus Bovis in Cattle and Beef Tapeworm in Man.—Grif¬ 
fiths reviews the incidence of infection of cattle in Great Britain 
with Cysticercus bovis, the larval stage of Taenia saginata, the 
human beef tapeworm, and records the incidence recently ob¬ 
served by himself at an abattoir in the Liverpool area. The data 
indicate that within recent years there has been a decided in¬ 
crease in the incidence of C. bovis infection in cattle in Great 
Britain. It is therefore of importance to consider whether the 
incidence of the adult T. saginata has increased in the human 
population. In Denmark T. saginata infection in the human pop¬ 
ulation increased with a rising incidence of C. bovis in Danish 
cattle. In Great Britain there is unfortunately little information 
available on the incidence of the adult tapeworm. It is known 
that there is a higher incidence of infection in women than in 
men. One report suggests that housewives may acquire the in¬ 
fection when beef is available in the raw state, i. e., in the 
kitchen before it is cooked. They also make the interesting ob¬ 
servation that the cyst readily adheres to the hands, so that, in 
the preparation of diseased meat, the cysticerci may become at¬ 
tached to the hands of the housewife and thence be ingested. 
This tendency of cysticerci to adhere to the skin surface—and 
indeed to any surface—was noted by the writer when carrying 
out routine identification examinations of specimens received in 
the laboratory. 

Archivum Chirurgicum Neerlandicum, Arnhem 

2:301-400 (No. 4) 1950. Partial Index 

Spondylitis Tuberculosa and Its Relation to Neurological Affections. 
A. C. de Vet.—p. 303. 

•Therapeutic Possibilities of Grafting Cultivated Embryonic Tissues in 
Man: Parathyroid Gland in Cases of Postoperative Tetany. P. 3. 
Kooteman and P. J. Gaillard.—p. 326. 

Million’s Eosinophilic Granuloma. H. N. Hadders, R. Ruding and D. 
Vervat.—p. 355. 

Retrograde Intussusception of Efferent Jejunal Loop After Gastrectomy. 
M. Vink.—p. 377. 

•Pedicle Graft for Ulcers of Lower Extremities. R. Brummelkamp. 
—p. 391. 

Grafting of Cultivated Embryonic Parathyroid Tissue in Post¬ 
operative Tetany.—The various possibilities of therapeutic graft¬ 
ing are discussed, but particular attention is given to “real 
grafts,” those which survive and become an integral part of the 
organism. In grafting endocrine gland tissue the following re¬ 
quirements must be fulfilled: the fragments must be thin; bleed¬ 
ing must be absent; the diffusion possibilities must be good; 
the revascularization must be fast; individuality factors must be 
in agreement or absent, and the grafts must be bacteriologically 
sterile. The work of Bert is mentioned, who stressed the impor¬ 
tance of using tissues from embryos, because they do not yet 
possess much individuality and have a high regenerative power. 
Moreover, according to the work of several other investigators, 
cultivation of the tissues in mediums prepared from the future 
host is of great importance for good transplantation resuits. 
The authors of this report, Kooreman and Gaillard, started in 
1940 to transplant cultivated fetal human parathyroid tissue into 
the patients with postoperative or with idiopathic tetany. Within 


An asterisk (*) before a title indicates that the article is abstracted. Single 
case reports and trials of new drugs are usually omitted. 
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three hours after death, the thyroid glands from newborn 
babies who died in the obstetric clinic were removed and 
stored in 10% placental vein serum in Gey’s balanced salt sola- 
lion. The thyroid gland was studied under the dissecting mi- 
croscope. In this way organs such as extra thyroid glands, lymph 
glands, thymus glands, and real parathyroid glands could be 
seen. Neither topographical relations nor crude morphological 
criteria were sufficient to permit differentiation of the real para¬ 
thyroid glands; all organs were therefore cultivated until—after 
one or two days—histological control and the behavior of the 
explants was absolutely conclusive on this point. After describ¬ 
ing the cultivation of the tissues and the technique of implanta¬ 
tion, the authors present the histories of the 27 patients with 
postoperative tetany and two with spontaneous tetany into whom 
42 parathyroid grafts were implanted. The results of “real 
grafts” can be evaluated only after at least a year, since tem¬ 
porary grafts can be active for six or eight months. It was pos¬ 
sible to evaluate 21 patients. The possibility of obtaining a 
positive result decreased with increasing age. Between 16 and 26 
years of age four out of five patients were cured (80%). Be¬ 
tween 26 and 36 years of age three out of eight patients were 
cured (37.5%). None of the eight patients between 36 and 56 
years of age were cured. Repeated transplants were sometimes 
necessary to obtain a positive result in the younger groups. 

Pedicle Graft for Ulcers of Lower Extremities.—Ulcers located 
on the anterior or medial aspect of the distal part of the kg 
are often refractory to treatment. The edges soon adhere to 
the tibia and become completely rigid. As the bottom of the 
ulcer rests on the tibia, vascular supply from the depth is only 
minimal; this renders the granulation tissue atrophic and inade¬ 
quate as a substratum for the epithelium. However, the con¬ 
nective tissue reacts to wound irritation, in the crater as well as 
in the immediate vicinity of the ulcer. It will eventually begin 
to shrivel, thus constricting the afferent vessels and giving rise 
to a callous, ischemic mass in and around the ulcer. Once the 
process has reached this stage, spontaneous healing can no longer 
be expected. Lasting cure can be attained only by removal of 
all callous tissue and filling of the defect with full thickness 
skin. Implanting of full thickness skin with a layer of fat on 
such a defect is possible only by means of a pedicle graft. For¬ 
tunately, this persistent form of ulcer is nearly always situated 
along the anterior or medial aspect of the distal part of the leg. 
It is therefore possible to place the affected leg in such a position 
that the wound lies adjacent to the calf of the healthy leg from 
which the flap is taken. The author describes a method of sus¬ 
pending the donor leg freely over the affected one. This method 
offered no difficulties of fixation or nursing. The five patients 
treated in this manner all showed a favorable result. 


British Medical Journal, London 

1:373-430 (Feb. 24) 1951 

Types of Human Diabetes. R. D. Lawrence.—p. 373. 

Constitution and Insulin Sensitivity m Diabetes Melbtus. J■ Lister, J. 

Response 3 ^ Mcgaloblaslic Macrocytic Anaemia to Crystalline Penici '‘'" 
Gt pAliminary Report. H. Foy, A. Kondi and A. Harereaves.—p. 380. 
Trial of Cinchoninic Acid Derivative in Some Collagen Diseases. . 

n Rennie J A. MiJne and J. Sommerville.—p. 

Side Effects of Chloramphenicol and Aureomycin, with Special Reference 

Baber ’ E - ap L Rosser 

Renal Complication, H. Brebncr. 

—p. 394. 

jonsfiftition and Insulin Sensitivity.—In a study of 95 diabetic 
atients, 38 (eight men and 30 women) were found to have an 
inremarkable constitution in that no characteristic features com¬ 
mon to the group could be observed. Thirty-seven (six men and 
1 women) conformed to a definite constitutional type recog- 
iizable clinically, although ail the stigmas were not present m 
ach case The latter group tended to be overweight, on the basis 
f a weight-height ratio of 2:1 as the standard of normality. 
)ne-fifth of the patients examined were intermediate in type 
nd could not be classified. The mean msuim sens ‘ tlv ' ty of .^ 
atients with an unremarkable constitution °.78, and . 

rose with a characteristic constituUon it was 0.48. Partial c 
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relation coefficients for insulin sensitivity and obesity in the two 
types of diabetics did not enable the authors to define precisely 
the effect of weight on insulin sensitivity, but their clinical im¬ 
pression was that in most cases the actual sensitivity of a patient 
is a fundamental constitutional characteristic. Anthropometric 
measurements and somatotypiogs from 225 diabetics were ana¬ 
lyzed by other workers who observed that two clearly different 
morphological types could be recognized. Although no insulin 
sensitivity tests were carried out by these workers and no somato- 
typing was done in the authors’ 95 patients, the similarity be¬ 
tween the observations in these two series of diabetic patients 
is stressed. There are two constitutional types of diabetic pa¬ 
tients who differ in their reaction to insulin and in whom the 
etiology of the diabetic state is probably different. 

Megaloblastic Anemia Treated with Penicillin.—A native Afri¬ 
can woman with megaloblastic macrocytic anemia was given 
400,000 units of crystalline penicillin G daily for seven days. 
The reticulocyte level rose to 37%, and this was followed by 
a rise in the hemoglobin and red blood cells. No other treat¬ 
ment was given. The megaloblasts had disappeared from the 
marrow by the fifth day of treatment, and the giant stab cells 
had become much less numerous. The Price-Jones curve, which 
had originally shown anisocytosis and macracytosis, reverted to 
the normal pattern. The response to penicillin in this patient in 
no way differed from that obtained in other patients with megal¬ 
oblastic macrocytic anemias when treated with a potent liver 
extract, pteroylglutamic acid, vitamin Bu, or a yeast extract 
(marmite). It is suggested that the penicillin may have been ef¬ 
fective by destroying an organism that was competing for some 
hemopoietic substance or it may have removed a hematopoietic 
antagonist. It may have even prevented the absorption of glu¬ 
tamic acid by competing organisms, which might thus have 
interfered with the synthesis of pteroylglutamic acid. Penicillin 
may have affected the metabolism and excretion of some essen¬ 
tial amino acids. Any or all of these concepts might explain the 
response to penicillin. 

Trial of a Cinchoninic Acid Derivative.—Twelve patients, nine 
adults and three children, four with rheumatic fever, two with 
polyarteritis nodosa, three with scleroderma and three with lupus 
erythematosus were treated with a cinchoninic acid derivative, 
3-hydroxy-2-phenylcinchoninic acid. The dosage used was 20 mg. 
per kilogram of body weight by mouth daily, which in some in¬ 
stances was increased to 40 mg. Seven patients were treated for 
one week, the remaining five patients for two or three weeks. The 
drug was taken after breakfast in three divided doses at hourly 
intervals. Fever and acute arthritis were speedily relieved in the 
patients with rheumatic fever. Results in polyarteritis nodosa 
were equivocal. The most striking effects were obtained in the 
patients with scleroderma, a disease hitherto not responsive to 
any known treatment. Improvement occurred in all three pa¬ 
tients, as shown microscopically by biopsy specimens obtained 
before and after treatment. The results have so far been main¬ 
tained in one patient and were only temporary in the other two. 
Slight and inconstant improvement followed the administration 
of the 3-hydroxy-2-phenylcinchoninic acid in chronic lupus 
erythematosus but was not confirmed by microscopic examina¬ 
tion. Toxic effects were infrequent and less severe than those that 
may follow the use of sodium salicylate and consisted in slight 
nausea, diarrhea, and, more rarely, vomiting. 


Deutsche medizinische Wochenschrift, Stuttgart 

76:165-196 (.Feb. 9) 1951. Partial Index 

•Indications and Results of Surgical Treatment of Prolapsed Lumb. 
n crvertcbral Disk: Follow-Up Examination of Z10 Cases Operatt 
on* H. Kuhlcndahl and V. HcrtseU.—p. [65. 

Today's Picture of Plasmocytoma. S. Sandkuhier.—p. 16S. 

Old and New Problems of Goiter. W. Eickhoff.~-p. 171 
Traumatic Cushing’s Disease. H. Robbers.—p. 17S. 


Surgical Treatment of Prolapsed Lumbar Intervertebral Disk. 
—Various forms of prolapsed lumbar intervertebral disk, rang¬ 
ing from simple degeneration or chondrosis of the disk with rup¬ 
ture of the annulus fibrosus to a “sequestrated prolapse” on the 
dorsal-paramedian surface of the completely ruptured disk, may 
be observed, but usually surgery is definitely indicated only in 


the latter form. Decompression of the nerve root is the first and 
foremost aim of surgical treatment. Not all the patients with a 
compressed nerve root and not every patient with protruded lum¬ 
bar intervertebral disk should be operated on. Two hundred and 
ten patients operated on for prolapsed lumbar intervertebral disk 
were followed up by the author for more than one to four 
years. Complete disappearance of the sciatic pain and of the back 
pain and restoration of work capacity was obtained in 40% of 
the patients. Except for temporary insignificant back pain, the 
same good results were obtained in an additional 25%, so that 
satisfactory results were obtained in a total of 65% of the pa¬ 
tients operated on. Thirty per cent of the patients were consid¬ 
erably improved, with 19% able to resume their former work, 
while 11% could only perform lighter work. Thus a total of 
95% of the patients were operated on successfully. Five per 
cent of the patients operated on were therapeutic failures be¬ 
cause of considerable back pain, which prevented them from re¬ 
suming work. For the majority of them fusion operation seems 
advisable. An additional 5% of the patients operated on had 
recurrences; of these 12 patients, seven made a complete recov¬ 
ery after a second operation, and two with a mild recurrence 
made a spontaneous recovery. A review of 6,600 patients oper¬ 
ated on, followed up, and cited in world literature revealed sat¬ 
isfactory results in 83 to 95% of the cases. 


Gynaecologia, Basel 

. 131:65-128 (Feb.) 1951. Partial Index 

Morphological Study of Endocervical Mucosa rn Relation to Menstrual 
Cycle and to Leufcorrhea. G. Duperroy.—p. 73. 

Anesthesia During Shock and Hemorrhage. V. Ftnderie.—p. 87. 

Utrasonics and the Ovaries. P. Friedli.—p. 97. 

♦Problem of Perineal Endometriosis. J. Dubas. —p. 2 25. 

Perineal Endometriosis.—The woman whose case is reported 
had undergone episiotomy in the course of a delivery VA years 
before. The area-healed, and two weeks later the uterus had to 
be evacuated manually because of hemorrhage. The episiotomy 
scar was then ruptured, and, after that, healing was slow. Sub¬ 
sequently there was intermittent pain in the scar and occasionally 
there was bleeding, but real symptoms did not develop until 
about three years after the episiotomy had been done. An in¬ 
durated area developed and gradually increased in size. The 
growth was painful, and drops of blood were discharged from 
it during the second half of the menstrual cycle. It was excised, 
and histological examination disclosed changes typical of endo¬ 
metriosis. This case is noteworthy because perineal endometrio¬ 
sis is rare. If the implantation therapy of endometriosis is ac¬ 
cepted this may seem surprising, in view of the high incidence 
of perineal tears and episiotomies. The author feels that this 
rarity can be explained by the fact that the decidua expelled dur¬ 
ing the postpartum period is not implantable and is not capable 
of further development. Only mucosa in the phase of hormonal 
regeneration is implantable. It is suggested that in the reported 
case implantation took place not immediately after delivery but 
at the time of the profuse hemorrhage and uterine evacuation 
two weeks after delivery. The author believes that apart from 
rare hematogenous cases, perineal endometriosis arises from 
mechanical implantation. 


Journal of Bone and Joint Surgery, London 


32B:451-778 (Nov.) 1950 

Orthopaedic Surgery in the United States of America. L. Mayer.—p. 461 
Orthopaedics in Continental Europe. 1900-1950: The Changing Pattern 
H. Platt.—p, 570. 

Fifty Years of Orthopaedic Surgery in Canada. R. 1. Harris, W. E 
Gallie, A. McLachlin and others—p. 587. 

Australian Orthopaedics in the Last 50 Years. H. J. Burrows—p. 601. 
First Half-Century of Orthopaedic Surgery in New Zealand. C. Milsom 
—p. 611. 


, 01 Orthopaedic Surgery in South Africa During the Past 

Half-Century. J. M. Edelstein—p. 615. 

Orthopaedic Surgery j n Southern Rhodesia. J. H. G. Robertson—p. 618. 
Half a Century of Orthopaedic Progress in Great Britain, H. Osmond- 
Clarke.—*p. 620. 

s? rr ! e ,F la! ' S i? S . Brilish Orthopaedic Literature. D. L. Griffiths—p 676 
Medullary Nailing of Frarlurcs After 50 Years, with Review of Difficul¬ 
ty;'’ 1 * Complications of Operation. R. WalsonJones, 3. G. Bonnin 
T. King and others—p. 694. ’ 

Endocrinology and Orthopaedics in 50 Years. S. L. Simpson—p. 730. 
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Journal de Chirurgie, Paris 

67:1-112 (Jan.) 1951 

Invaginations of Ileal Termination: Roentgenologic Examination. M. 
Fevre.—p. 5. 

•Surgical Treatment of Portal Hypertension by Portacaval Shunts. J. 
Auvert.—p. 26. 

Portacaval Anastomosis for Portal Hypertension.—Portal hyper¬ 
tension as it is encountered in Banti’s syndrome or jn certain 
cirrhoses can cause massive hematemesis. The demonstration of 
esophageal varices is a pathognomonic sign of this syndrome. In 
this report Auvert discusses the various aspects of the surgical 
treatment of portal hypertension. The operations employed are 
of two types: (1) splenectomy followed by implantation of the 
splenic into the renal vein after nephrectomy on the left side and 
(2) implantation of the portal vein into the inferior vena cava 
above the renal veins. At the time of operation it is important to 
determine whether there is intrahepatic portal obstruction due to 
cirrhosis or extrahepatic obstruction of the portal vein or its 
branches (splenic or mesenteric). Special attention is given to the 
initial abdominal exploration during which proof is established 
for portal hypertension. After the incision has been made (prefer¬ 
ably a transverse, subumbilical one) the stomach, the spleen and 
its vessels, the porta hepatis, and the entire liver are subjected to 
visual and manual exploration, and this is followed by manom¬ 
etry at various points for verification of the existence of portal 
hypertension and its location. Manometric tests may be combined 
with intraoperative roentgenography of the portal vein with the 
aid of a contrast medium. Depending on the observations during 
these preliminary explorations, the surgeon can then enlarge the 
incision along the ninth rib either to the right side of the thorax 
for direct portacaval anastomosis or to the left half of the thorax 
for splenectomy and splenorenal anastomosis on the left side. 
Although the postoperative administration of heparin may seem 
desirable, it is often dangerous. Follow-up examinations show 
that only large anastomoses will prevent the recurrence of 
hematemesis. 

Journal of Physiology, Cambridge 

112:1-242 (Jan. 30) 1951. Partial Index 

•Dyshidrosis Produced by General and Regional Ultra-Violet Radiation 
in Man. M. L. Thomson.—p. 22. 

•Cause of Changes in Sweating Rate After Ultra-Violet Radiation. M. 
L. Thomson.—p. 31. 

Effects of Severe Asphyxia on Kidney and Urine Flow. K. J. Franklin, 
L. E. McGee and E. A. Ullmann.—p. 43. 

Urinary Excretion of Creatinine During Inhibition of Water Diuresis in 
Man by Ischaemic Muscle Pain. A. R. Kelsall.—p. 54. 

Tension and Resistance to Stretching of Human Skin and Other Mem¬ 
branes, with Results from Series of Normal and Qedematous Cases. 
J. C. Dick.—p. 102. 

Intra-Abdominal Pressures During Quiet Breathing. J. N. Mills.—p. 201. 
Decrease in Hand Blood Flow Following Inflation of Arterial Occlusion 
Cuff on Opposite Arm. I. C. Roddie.—p. 204. 

Effect of Posterior Pituitary Extracts on Renal Excretion of Sodium 
and Chloride in Man. T. M. Chalmers, A. A. G. Lewis and G. L. S. 
Pawan.—p. 238. 

Dyshidrosis Produced by Ultraviolet Radiation.—In a hot, wet 
environment general ultraviolet radiation in moderate erythemal 
doses produced, in seven persons acclimatized to heat but not to 
radiation, up to 60% diminution in sweating rate on the second 
or third day after exposure. After recovery from the disturbance 
of sweating caused by one exposure to radiation, a second ex¬ 
posure produced a further fall in sweating rate in the same per¬ 
sons. The wave lengths causing the reduction in sweating rate 
are probably present in natural sunlight. 

Cause of Changes in Sweating Rate After Ultraviolet Radiation. 
—The vesicular rash found in many subjects after ultraviolet 
radiation provided evidence that blockage of sweat gland ducts 
was at least partly responsible for the diminished sweating that 
followed the radiation. Occlusion of a proportion of the sweat 
gland ducts in irradiated skin was confirmed histologically. 
Blockage of sweat gland ducts, however, appears not to be the 
sole factor responsible for the decreased sweating. Indirect evi¬ 
dence suggests that the secretion itself is reduced. It is suggested 
that the reduced sweat secretion is brought about by toxins that 
have diffused from the injured epidermis. Skin injury produced 
by allyl isothiocyanate (mustard oil) also caused a fall in sweat¬ 
ing rate similar in extent and duration to that produced by uitra- 
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violet radiation. The slight reduction of sweating rate caused bv 
locally applied massive doses of histamine suggested that ih? 
above effect of ultraviolet radiation and allyl isothioevanate wn 
not mediated through the release of a histamine-like’substance 

Lancet, London 

1:359-418 (Feb. 17) 1951 

•Myocardial Ischaemia and Its Surgical Relief. G. A. Mason-p 359 

Anaemia of Pregnancy Treated with Intravenous Iron J M Scott 
A. D. T. Govan. —p. 367. ' 

Incidence of Tuberculin Sensitivity in Hospital Children: RclalcJ 
Mortality. M. J. Lunn.—p. 370. 

Persistent Hypokalaemia Requiring Constant Potassium Therapy K 
Kjerulf-Jensen, N. B. Krarup and A. Warming-Larsen.—p. 372 . 

Treatment of Chronic Renal Potassium Deficiency. H. G, DavuUen K 
Kjerulf-Jensen and N. B. Krarup.—p. 375. . 

Fingerprint Detection and Mercury Poisoning. T. H. Blench and H 
Brindie.—p. 378. 

Effect of Venous Occlusion on Peripheral Arterial Blood-Flow 3 E 
Thompson and J. R. Vane.—-p. 380. 

Recurrent Kaposi’s Varicelliform Eruption in an Adult. W. C. Doate 
3. A. Dudgeon and M. Burnet.—p. 383. 

Clinico-Anatomical Study of Successful Leucotomy. S. D. McGrath. 
—p. 385, 

Delayed Pulmonary Complications of Bronchography. P. W. Robertson 
and K. D. F. Motie.—p. 387. 

Fata! Thyroid Crisis Complicating Toxic Granulopenia During Thiouracil 
Therapy. A. B. Pollard.—p. 388. 

Myocardial Ischemia and Ifs Surgical Relief.—Although myo¬ 
cardial ischemia is often manifested by angina or coronary 
thrombosis, in many cases it is more insidious: there may be 
shortness of breath on exertion, a sense of oppression in the 
chest, or other sign of cardiac dysfunction, such as congestive 
failure, auricular fibrillation, or heart block. Since medical treat¬ 
ment is of little avail, various surgical treatments have been 
tried. These include (1) attempts to reduce the metabolic activity 
by reduction in thyroid activity, (2) interruption of nervous path¬ 
ways, so that pain is eliminated, (3) stimulation of intercoronary 
compensating circulation by obstruction of the flow in the car¬ 
diac veins, and (4) operations to improve the vascularity of the 
heart muscie by the provision of extracardiac collateral vessels. 
Mason reviews observations on 30 patients subjected to the last 
type of operation during the past 14 years. In his earlier cases the 
original O’Shaughnessy anterolateral thoracotomy and trans¬ 
pleural exposure of the heart were used, and a pedicled graft of 
great omentum was brought up and applied to the heart. Later 
Beck’s revised approach was used. With this the third, fourth, 
and fifth left costal cartilages are removed, the pericardium being 
opened extrapleurally and between the intercostal bundles. The 
parietal pericardium was abraded with Beck’s raspatories and 
then it was smeared with paste made of a purified wheat gluten 
preparation (aleuronat) or asbestos powder was insufflated into 
the sac. If the condition of the patient permitted, the omentum 
was first brought up, spread over the heart surface, and tacked to 
the pericardium. For a time the author avoided suturing directly 
to the heart, but he now feels that this probably need not be 
feared. Eleven of the 30 patients did not survive the first month, 
three were not relieved of their angina, and 16 are thought to 
have benefited from grafting, but in six of the 16, the relief is 
problematical. It should be remembered, however, that nearly 
all these were rather hopeless cardiac cases. To restore only a 
third of such patients to full activity, even temporarily, as well 
as to relieve them of their painful disability seems to have been 
worth while. Experience and better facilities for anesthesia will 
probably improve the results. 

Intravenous Iron for Anemia of Pregnancy.—Resistance to 
orally administered iron therapy is comparatively frequent in 
pregnant women with anemia, but in these resistant patients b 
intravenous method is often effective. Scott and Govan treated 
150 anemic pregnant women with non intravenously admm 
istered. On the first day the equivalent of 30 mg. of elements 
iron is given, on the second day 60 mg., and on the third y 
10 0 mg 8 Thereafter 100 mg. is given daily until the end of the 
first week. During the second week, 100 mg. is given every 
second day so that by the end of this week 790 mg. of elemental 
^ has been given, in moderate cases the blood is then-above 
ffle anemiaTevel and the patient may then be given iron by 
mouth if necessary. Patients with severe anemia may 
to receive iron intravenously, 100 mg. every second day, 
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subsequent weeks, or once a week, according to the seventy of 
the anemia. If a single dose of elemental iron exceeds 100 mg., 
severe reactions tend to develop. Minor reactions, such as pain 
in the arm, common to many types of intravenous injection, 
occurred in about 20% of cases. During the antenatal period 
most of the patients responded immediately, and with the dosage 
used there was an average increase of 1.5 gm. of hemoglobin per 
100 ml in a week. About a third of the patients showed no re¬ 
sponse until the second week of treatment. This delay seemed 
to be related to the availability of protein. During the puer- 
perium the average response to intravenous iron almost reached 
the calculated level of 4% increase in hemoglobin per 100 mg. 
of elemental iron administered. In a few cases this figure might 
be exceeded, probably owing to the hemoconcentration, which 
begins usually about the third day after delivery. However, some 
puerperal patients did not respond immediately. In five the 
cause was infection and cardiac failure. The rest had suffered 
severe shock at delivery. Intravenous iron therapy is useful in 
anemia in pregnancy, especially when quick therapy is needed. 


Medicina, Buenos Aires 

10:411-490 (Dec.) 1950. Partial Index 

•Subacute Bacterial Endocarditis: Clinical, Anatomic and Therapeutic 
Studies in Chile. A. Garretdn Silva.—p. 411. 

Subacute Bacterial Endocarditis.—During the last 25 years the 
author has studied 605 cases of subacute bacterial endo¬ 
carditis. The clinical aspects, special characteristics of the dis¬ 
ease in Chile, the relation of the disease to rheumatic fever or 
congenital abnormalities of the heart, the diagnosis, prognosis, 
and pathological anatomy are discussed in detail. Penicillin was 
given to 172 patients whose disease was of rheumatic origin. 
This was administered on a three hour schedule with an initial 
dose of 200,000 units and a total daily dose of 1,600,000 units. 
Treatment was continued until the erythrocyte sedimentation 
rate was normal. The total dose varied from 8,500,000 units to 
270,000,000 units. There was no correlation between the results 
of the pretreatment blood cultures and the results of penicillin 
treatment. Complete clinical cure occurred in 74 cases (43%). 
The ultimate outcome of these patients varied as follows: (1) 
permanent and complete clinical cure, (2) occurrence of embo¬ 
lism shortly after occurrence of apparent clinical cure (three 
cases in the author's group), (3) recurrence of the disease and 
subsequent control by reestablishment of penicillin treatment 
(four cases in the author's group), (4) clinical cure of the bac¬ 
terial process with persistence of cardiac insufficiency, and (5) 
paradoxical clinical cure with appearance of progressive cardiac 
insufficiency and fatal outcome. The paradoxical results are 
frequent in patients with aortic lesion. The treatment in the 
three cases of persistent ductus arteriosus consisted of a surgi¬ 
cal operation in two cases (with one cure and one failure) and 
successful penicillin therapy in one. 


Minerva Medica, Turin 

41:1203-1222 (Dec. 8) 1950. Partial Index 

•Possibility of Accelerating Reabsorption of Intrapleural Blood by 
Means of Diffusion Factor: Preliminary Report of Experimental 
Study. B. Amistani and A. Vangelista.—p. 1208. 

Frequency of Appendectomy in Patients with Cholecystitis. R. Cattaneo 
and P. C. Feraboti.—p. 1217. 

•Tuberculous Peritonitis with Pseudoappendicular Symptoms. A. Mazzi. 

—p. 1220 . 


Reabsorptiou of Intrapleural Blood by Hyaiuronidase.—Youn 
dogs and rabbits were given intrapleural injections of their ow 
b ood mixed with an equal quantity of normal sodium chlorid 
solution. Some were given 10 cc. of this mixture, others 300 ct 
injection was given into the right pleura through a small it 
tcrcostal wound. Half the animals in each large group also rt 
cciveii an intrapleural injection of 250 viscosity units of hyah 
ronuiase, whereas the control animals did not. Daily roentge 
examination of the dogs showed reabsorption of the intrapleurt 
blood mixture usually within the first 24 hours after the injet 
ton m those receiving hyaiuronidase or, in a few animals, withi 
tnc first three days, whereas the quantity of the intrapleural bloo 
mixture remained unchanged for five days or more in the cor 
rols. The rabbits were killed 24 hours after administration c 
the injection, and the residual intrapleural liquid was measurer 


There was half the quantity of residual intrapleural blood in 
the animals that had hyaiuronidase in comparison to that meas¬ 
ured in the controls. The results indicate that hyaiuronidase 
favors reabsorption "of blood collected in the serous cavities. 
The authors therefore advise clinical administration of the sub¬ 
stance in all cases in which blood is collected into the serous 
cavities as a result either of a surgical operation or of trauma. 

Tuberculous Peritonitis with Pseudoappendical Symptoms.— 
According to Mazzi, the pathological lesion of tuberculous peri¬ 
tonitis with pseudoappendical symptoms consists of a form of 
latent miliary tuberculosis, which is limited to the peritoneum 
and the ileocecoperitoneai segment. The lesion is not macro- 
scopically identifiable. The author observed 230 patients who 
had an appendectomy for either acute or chronic appendicitis. 
Macroscopic lesions of tuberculous peritonitis were not seen 
during the operation. However, tuberculous peritonitis developed 
within three months after operation in 85 patients (38.99%). 
Hereditary predisposition to tuberculosis, temporarily dimin¬ 
ished organic resistance of the patient, and, probably, surgi¬ 
cal trauma transform the disease from latent to active. The 
author points out the danger of appendectomy in these cases 
and advises a careful evaluation of the clinical symptoms of 
appendicitis, either acute or chronic, in patients with previous 
symptoms of mild fever and pleuropulmonary or other diseases 
of tuberculous nature. 

Mtinehener medizinische Wochenschrift, Munich 

93:305-352 (Feb. 16) 1951. Partial Index 

•Selective Angiography of Pulmonary Vessels: Preliminary Report. W. 

Bolt, A. Stanischeff and Zom.—p. 305. 

Lymphography. H. Cramer and A. Karpati.—p. 309. 

Floating Kidney, a Frequently Unrecognized Symptom Complex. W. 

Martin.—p. 313. 

Significance of Medicometeorologicai Observations in Diseases of 

Nursing Infants. F. Trendtel and Heibig.—p. 317. 

Selective Angiography of Pulmonary Vessels.—A preliminary 
report is presented on 300 selective angiograms of pulmonary 
vessels. Five to 12 cc. of 80% solution of methyl glucamine 
salt of 3,5-diiodo-4-pyridone-N-acetic acid (perabrodil-M 80%) 
were injected into the pulmonary artery. Serial roentgen 
ray pictures of the lung segment concerned were made after 
the injection of the contrast medium, so that all the phases 
of the circulation in the segment concerned could be demon¬ 
strated. The contrast medium should not be injected under pres¬ 
sure if one of the vessels has been obturated by the catheter. 
The patients were aware of the local anethesia in the region 
of the vena mediana cubiti, but they were not aware of the 
passage of the catheter through the right side of the heart into 
the pulmonary artery. By this technique arteriography does not 
entail opening or damaging of the arterial wall. Selective angi¬ 
ography of the pulmonary artery is indicated for the early diag¬ 
nosis of bronchial carcinoma. It is emphasized that the angio¬ 
gram of atelectasis is completely different from that of bronchial 
carcinoma. Early stiffness of portions of bronchi and of areas 
of pulmonary parenchyma due to fiat growth of the neoplasm 
may be better demonstrated by angiography than by bronchog¬ 
raphy. Selective angiography of pulmonary vessels also proved 
valuable in cases of silicosis of second and third degree, in nearly 
all of which the venous reflex could be clearly demonstrated 
in the segment concerned. The method also revealed the length 
of time during which the contrast medium remained in. the 
capillaries. Selective angiography of pulmonary vessels should 
not be used as a routine procedure, but it may be considered 
an adjunct to old proved methods, such as bronchoscopy, tomog- 
raphy, and bronchography. 


Proceedings of Royal Society of Medicine, London 

44:1-100 (Jan.) 1951. Partial Index 

Delay in Diagnosis of Tuberculous Meningitis and Us Relation to 
Results of Treatment. J. Lorber.—p. l. 

Plastic Operation for Hydronephrosis. 3. C. Anderson and \V. Hynes. 

Parenteral Alimentation in Relation to Nitrogen Balance and Liver 
Damage. S. A. Doxiadis.—p. 5. 

SQ ^lp T 'f 9 * Tum0BIS; Tfac “ Na *ural History and Treatment. S. Cade. 
Ctrebral Basis of Consciousness. W. R. Brain._p. 37 . 
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Neurology and Psychiatry in General Practice. Edited by Henry R. Viets, 
M.D. In collaboration with C. Charles Burlingame, M.D., Clarence B. 
Farrar, M.D,, and Z. M. Lebensohn, M.D. Cloth. $3.50. Pp. 150. Grune 
& Stratton, Inc., 381 Fourth Ave., New York 16, 1950. 

This small volume of sixteen chapters and 150 pages contains 
a wealth of material for the general practitioner which will aid 
him in the management of the neurological and psychiatric 
problems commonly encountered in his practice. The book is 
a summary of the discussions at the Clinical Session of the 
American Medical Association held in Washington, D. C., in 
the winter of 1949. The topics and the discussants were selected 
by the late Dr. C. Charles Burlingame, and the manuscripts 
were edited in a form suitable for the volume by Dr. Henry 
R. Viets, in collaboration with Drs. Burlingame, Clarence B. 
Farrar, and Z. M. Lebensohn. The choice of topics was excel¬ 
lent, and the leading authorities in the various fields have given 
a brief but lucid summary of the management of patients with 
the various disorders considered. Among the neurological condi¬ 
tions discussed are convulsive disorders of childhood and adult 
life, the Parkinsonian syndrome, neurosyphilis, and headache. 
Emphasis is placed on the medical therapy and general man¬ 
agement of these conditions by the practitioner. 

In the psychiatric section the physician is given information 
that will help him to decide which patients he can adequately 
care for and which ones should be referred to the psychiatrist 
for more intensive therapy. There are also chapters to orient 
the physician in regard to the value and limitations of electro¬ 
convulsive therapy and psychosurgery. 

The book is well printed, and there is an adequate index. 
There are no illustrations, because the nature of the material 
presented did not require their use. The material presented 
in all the chapters is concise and relevant, and the volume should 
be of great value to the general practitioner. 

Medical Psychology: A Basis for Psychiatry and Clinical Psychology. 
By G. K. Yacorzynski, Ph D., Associate Professor of Nervous and Mental 
Diseases, Northwestern University Medical School, Chicago. Cloth. $6. 
Pp. 535, with 68 illustrations. The Ronald Press Co., 15 E. 26th St., New 
York 10, 1951. 

This book has been prepared primarily as a textbook based 
on a theoretical-experimental approach. It is intended for use 
as a first year course in psychiatry. The author has presented 
only those theoretical constructs that have the widest acceptance 
and has endeavored to provide the experimental and clinical 
evidence from which they are derived. An attempt has been 
made to integrate the concepts of the behaviorist, Gestalt, and 
Freudian schools with the stated purpose of providing an inte¬ 
grated orientation for the student without the bias of any 
particular school. 

The comprehensive coverage of the text makes it of value as 
a source background for psychiatrists, internists, sociologists, 
and other persons concerned with the problems of human 
behavior. 

Medical Treatment in Obstetrics & Gynecology. By C. Frederic Fluh- 
mann, B.A., M.D., C.M., Clinical Professor of Obstetrics and Gynecology, 
Stanford University School of Medicine, San Francisco, California. Cloth. 
$3. Pp. 157, with 27 illustrations. Williams & Wilkins Company, Mount 
Royal and Guilford Aves., Baltimore 2, 1951 

This small volume will find a ready demand among busy 
physicians. Dr. Fluhmann has assembled a quick and authorita¬ 
tive answer to questions which perplex many physicians in at¬ 
tempting to use the recently developed medications in this field. 
The preparations available in female endocrinology have con¬ 
fusing names and dosages, but with this ready reference you 
can write a prescription that may even satisfy your pharmacist. 
This is a clear, concise book on materia medica for the ob¬ 
stetrician and gynecologist. 


The reviews here published have been prepared by competent authorities 
and do not represent the opinions of any official bodies unless specifically 
stated. 


surgical torum: Proceedings of the Forum Sessions Thirfy-Sixlh Clinical 
Congress of the American College of Surgeons, Boston, Massachusetts 
October, 1950. Surgical Forum Commillee: Owen H. Wangensteen, M D ’ 
F.A.C.S., Chairman, and others. Cloth. $10. Pp. 665, with 260 illusua” 
tions. W. B. Saunders Company, 218 W. Washington Sq„ Philadelphia 5 - 
7 Grape St., Shaftesbury Ave., London, W.C.2, 1951. 


This attractively printed volume represents a definite inno¬ 
vation in surgical literature. The Forum on Fundamental Surgi¬ 
cal Problems was established in 1941 as a permanent feature 
of the clinical congresses of the American College of Surgeons. 
The forum was created to give an opportunity to the younger 
men engaged in research on surgical problems to present their 
work before the older members of the profession. The papers 
represent what is best in the field of surgical research. The 
length of an individual paper was limited to 3,000 words. The 
present volume consists of reports on original research dealing 
with practically every aspect of modern surgery. In addition 
to the regular papers, each subdivision contains a number of 
abstracts. These are brief reports by authors who for one reason 
or another could not complete their papers. The publication of 
this type of literature has two advantages: it gives the younger 
men an opportunity to present their research, and it stimulates 
the older men preoccupied with practical clinical work. The 
volume is well illustrated. 


Sludies in Pathology Presented lo Peler MacCallum. Edited by E. S. J. 
King, T. E. Lowe and L. B. Cox. Cloth. $7; 35s. Pp. 350, with 48 illus¬ 
trations. Melbourne University Press, Carlton, N. 3, Victoria; Cambridge 
University Press, 51 Madison Ave., New York 10; Bentley House, 200 
Euston Rd„ London, N.W.l, 1950. 

This book presents a series of papers in the field of pathology 
which were written by students and associates of Peter Mac¬ 
Callum, pathologist, of Melbourne, Australia, on the occasion 
of his sixty-fifth birthday. The papers cover various aspects of 
morphologic pathology, but many of them are also of interest 
to the clinician and concern broad aspects of biology. Special 
reference should be made among the 23 papers to “The Con¬ 
tribution of Pathology to Biology” by King, “Metaplasia” by 
Willis, “Normal and Pathologic Patterns in the Liver” by Cam¬ 
eron, and “Vascularization and Hemorrhage in the Arterial 
Wall” by Wartman. The last two authors were associated with 
Peter MacCallum only a very short time, whereas most of the 
others have been his students. The papers, as well as the laige 
number of excellent illustrations, make worthwhile reading and 
give information not necessarily available elsewhere. 


History of the New England Female Medical College, 1848-1874. By 
Frederick C. Waite. Cloth. $3. Pp. 132. Boston University School of Medi¬ 
cine, 80 E. Concord St., Boston 18, 1950. 


In the preface and in chapter one, the author points out that 
he establishment about 100 years ago of a female mcdicalcol- 
ege was part of a public agitation for womans ns h . whch 
lad been going on in the United States since 1836. By 1848, the 
lumber of agitators had increased to such an extent that a na- 
lonal convention was held, at which the right of wornen to Me 
he profession of medicine was advocated. Other liberalizing 
novemen tsgot under way about this time The first homeopa ic 
nedical college was founded m the United States in 1836. 
rhomsonianism, a cult of botanic medicine, which had been 
amDant since the early 1820’s, disintegrated in 1843, and trom 
^emnan“aros \ e.ecticism, another cult, the keystone: of whtc 
vas the administration of only one drug at a time. The vagary 
if mesmerism, phrenology, spiritualism, and animal magnetism 
ried to attach themselves to medicine, but they soon disap¬ 
peared 0 A semblance of order was brought about by the orgam- 
ation of the American Medical Assoc.at.on m 1847 In 1848 
nstmetion began in the first institution in the United States 
or teaching medical subjects to women the Boston Female 
dpdical College. This institution changed its name in 1851 
he^New England Female Medical College. In writing thts h.s- 
tv thl. author derives his information from the complete 
nanuscript records of the trustees and faculty, from a nearly 
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complete file of reports and catalogues, from official records of 
legislative actions, and from articles in medical journals and 
newspapers. The American Medical Directory classifies the 
New England Female Medical College as homeopathic, but 
the author states (page 87) in discussing its graduates that “A 
point of interest is whether these graduates, educated in an in¬ 
stitution where regular (allopathic) therapeutics was taught, 
continued to be regular in their practice or became allied with 
one of the medical sects. . . - The practice of women physi¬ 
cians was almost exclusively with women and children with 
whom the mild and tasty medicaments of homeopathy were 
popular. Therefore, it was not surprising that some of these 
graduates adopted homeopathic methods.” Only 98 women re¬ 
ceived the degree of Doctor of Medicine from this college be¬ 
fore it merged with the Boston School of Medicine in 1874. 

Hemodynamics in Failure of the Circulation. By W. B. Youmans, M.D., 
Ph.D., Professor of Physiology, Department of Physiology, University of 
Oregon Medical School, Portland, and A. R. Huckins. M.S., M.D., Re¬ 
search Assistant, Department of Physiology, University of Oregon Medical 
School, Portland. Publication number 88, American Lecture Series, mono¬ 
graph in American Lectures in Physiology, edited by Robert F. Pitts, 
M.D., Ph.D., Professor of Physiology, Syracuse University College of 
Medicine, Syracuse, N. Y. Cloth. $2.75. Pp. 71, with 10 illustrations. 
Charles C Thomas, Publisher, 301-327 E. "Lawrence Ave„ Springfield, Ill.; 
Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford. England; 
Syerson Press, 299 Queen St., W., Toronto 2B, 1951. 

This monograph describes in simple terms the present concept 
of heart failure. The authors have restricted the term "heart 
failure” to those conditions in which the heart is primarily in¬ 
volved. For those disturbances of circulation in which venous 
congestion is prominent and the cardiac output is increased, 
such as in the case of arteriovenous aneurysm and the so-called 
“beri beri heart,” the term “chronic venous congestion without 
heart failure” is used. To one who has always been disturbed 
by the term “heart failure with high cardiac output” in cases 
in which the heart was not primarily involved, this new method 
of classification makes sense. 

In order to make the total presentation as simple as possible, 
the authors have wisely refrained from long discussions on 
controversial matters. However, a bibliography consisting of 
two hundred references is available for those who wish to read 
further on the subject. The role of the kidney in the picture 
of congestive heart failure is well presented. The confusing 
terms of “backward" and “forward” failure are wisely omitted. 
Diagrams are used to show the effects of heart failure and 
schematically indicate the mechanisms concerned in the total 
picture. This monograph will be of considerable value to medi¬ 
cal students and to those physicians who have not had an oppor¬ 
tunity to review the voluminous literature on this subject in the 
past few years. It could also be read with profit by those who 
are working in the field of cardiovascular diseases. 

KUnixchc Chcmie und Mlkroskopie: AusgewahUe Untersucbungsmetho- 
den fur das meduinlsch-cheraische Laboratorium. Von Dr. Lothar Hall- 
mann. Sixth edilion. Cloth. 24.60 marks; $5.85. Pp. 594. with 173 illustra¬ 
tions. Georg 1 hie me, Dicmcrshaldenstrasse 47, (14a) Stuttgart O, 1950. 

This well-organized book gives the information usually avail¬ 
able in the standard textbooks of laboratory diagnosis in this 
country. The initial chapter deals with general technique of 
the clinical laboratory, with a special section devoted to re¬ 
agents. The chapters following deal with the examination of 
saliva, gastric and duodenal content, feces, sputum, exudate, 
transudate, content of cysts and prostatic secretion, urine, spinal 
fluid, and blood. Included is a special chapter on normal values 
in blood, urine, and spinal fluid, and another one is devoted to 
micromethods. In an appendix, relatively few references to 
the literature (mostly German) are given and technical terms 
are explained. The entire presentation concentrates on descrip¬ 
tion of methods, with relatively little theoretical discussion. In 
the selection of the methods, clinical application is kept in mind. 
Much use is made of tables and very good illustrations. The 
book is unusually well organized, and a surprising amount of 
information is compressed into a small space. Nevertheless, it 
mainly reflects the methods used at present in Germany, which 
are not necessarily identical with those used widely in the United 
States. Consequently, it is of only little value in the American 
laboratory. 


Handbuch dcr Vinisforscbang. Herausgegeben von Prof, Dr. R. Docrr 
und Prof. Dr. C. Hallauer. II. Erganzungsband. Bearbeitet von F. M. 
Burnet, et at. Cloth. $16.50, Pp. 425, wit): 187 illustrations. Springer- 
Vertag, Molkerbastei 5, Wien 1, 1950. 

This handbook contains a series of reviews by an interna¬ 
tional group of experts. Some chapters contain practical techni¬ 
cal information; others discuss special problems such as the 
phenomenon of hemagglutination, virus pneumonia, variation 
in influenza viruses, and immunity in influenza. Almost half of 
the volume is devoted to an excellent review of electronmicro- 
scopy in virus research fay Helmut Ruska. This investigator 
compares electronmicroscopy with other methods, including 
other microscopic procedures, used in research on viruses. After 
a thorough discussion of principles, characteristics, limitations, 
and methodology, there is a report of findings of electronmicro- 
scopic studies on protozoa, spirochetes, bacteria, rickettsiae, 
and viruses. This review contains a large number of very fine 
photographs of these agents prepared by the author and other 
investigators in Europe and America. The bibliography consist 
of more than 600 references. 

A good bit of useful information is given in the chapters on 
roller tube tissue culture by A. E. Feller, on drying of viruses 
by E. W. Flosdorf, and application of reflected light and dark- 
field microscopy by M. Kaiser and P. Vonwiller. There is also 
a discussion of variation in influenza viruses by F. M. Burnet. 
This problem is of vital importance not only from the stand¬ 
point of better understanding of the nature and behavior of 
these viruses, but also from the point of view of practical con¬ 
siderations in the control and prevention of influenza as illus¬ 
trated by the subsequent chapter by T. Francis Jr., who presents 
a timely subject, immunity and vaccination in influenza. A dis¬ 
cussion hearing somewhat on the virus of influenza but covering 
comprehensively a phenomenon exhibited by several viruses 
and other agents is contained in a chapter by C. Hallauer. M. D. 
Eaton gives an interesting and extensive review of virus pneu¬ 
monia and pneumonitis viruses of animals which are transmis¬ 
sible to man. The chapters by the European authors are in 
German; those by the American and Australian workers are 
in English. In addition to a table of contents, there is also a 
composite subject index. 

Die suprapubisebe Prostatcktomic mlt primarem Blasenverschluss nach 
eigener Metbodc: Vorbereitung, Tecbnik, Nachbehandtung. Von Univ.- 
Frof, Dr, Theodor Hryntschak, Vorstand dcr urologischen Abteilung der 
Wiener siadtischen allgemeinen Poliklinik. Clolh. $5.70. Pp. 166, wilh 35 
illustrations. Wilhelm Maudrich, Spitalgasse IB. Wien 71, 1951. 

This monograph is limited to a discussion of suprapubic 
prostatectomy with primary closure according to the technique 
devised by the author. A good historical review of the various 
methods used in bladder closure is presented, and as far as 
the author is able to determine, he is the first person to use 
purse string sutures in closing the bladder. In some instances 
he uses a cross stitch over the first purse string suture, over 
which he uses another purse string suture. 

The author stresses the importance of close cooperation with 
the internist in the study of the cardiovascular system before 
the operation. In the preoperative preparation of the patient, 
he prefers to avoid the use of the indwelling catheter when there 
is no infection. He believes the use of the indwelling catheter 
predisposes to embolism and thrombosis, two conditions that 
play a large role in the cause of deaths. The importance of 
meticulousness in the postoperative management is stressed. 

On the subject of bleeding after the operation, the author 
differentiates between the slight ooze from the wound bed, which 
can be controlled with a syringe at the patient’s bedside, and 
the profuse bleeding, which necessitates opening the bladder 
to control it. The slight ooze from the prostatic bed he desig¬ 
nates as “bleeding on the day of operation.” 

The author gives a detailed description of his operation and 
the manner in which it differs from the operation first proposed 
by Dr. Harris of Australia. The monograph contains a report 
of 100 cases of suprapubic prostatectomy with primary closure. 
There were four deaths, three of which were due to pulmonary 
embolism, and one was due to sepsis, in only one case did a 
suprapubic fistula develop. The author has also used this method 
of primary closure of the bladder in cases of foreign bodies. 
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bladder stones, and bladder tumors. These are illustrated with 
brief case reports. 

This monograph has been prepared in great detail. The 
printing is very good, and the illustrations, of which there are 
thirty-five, are excellent. The author has a vast experience and 
is well qualified to write this kind of book. To those interested 
in this type of prostatectomy, this book will be of great value. 

Congenital Heart Disease. By James W. Brown, M.D., F.R.C.P., 
Physician to Grimsby General Hospital, , Grimsby, England. Second 
edition. Cloth. $6; 30s. Pp. 344, with 128 illustrations. Staples Press, 
Ltd., Mandeville Place, London; 70 E. 45th St., New York 17, 1950. 

In the eleven years since the first edition of the book was 
published, there have been so many important advances in 
diagnosis and treatment that this edition is largely rewritten 
and is, therefore, practically a new book. The author has de¬ 
scribed his own observations based on a large series of cases 
followed for many years. He has also quoted extensively from 
the literature and has included a well-chosen, fairly complete 
bibliography of the important literature. The common abnor¬ 
malities, particularly those that can be recognized clinically, 
are given more prominence than rare lesions that can be diag¬ 
nosed only at autopsy. Although information gained by catheteri¬ 
zation is discussed adequately, angiocardiography is only briefly 
mentioned, chiefly because the author, as he himself states in 
the preface, has had little personal experience with the tech¬ 
nique. The book is easy to read, even in the sections devoted 
to the more complicated congenital defects. The illustrations 
are simple and well chosen. The monograph is, therefore, a 
good reference book, not only for the cardiologist, but for any 
physician who has occasion to see a patient with congenital 
heart disease. 

Human Biology. By George Alfred Baitsell, Colgate Professor of Bi¬ 
ology, Yale University, New Haven. Second edition. Cloth. $6. Pp. 730, 
with 361 illustrations. McGraw-Hill Book Company, Inc., 330 W. 42nd 
St., New York 18; Aldwych House, Aldwych. London. W.C.2, 1950. 

This book presents the subject of biology from the standpoint 
of that most interesting of organisms, man. The phenomena of 
animal and vegetable life are interpreted as to their significance 
to man and their resemblances to processes in the human body, 
and practically every aspect of human anatomy and physiology 
is compared with analogues among other living things, large 
and small. The treatment is kept from becoming unduly general 
and abstract by a wealth of illustrations, constant reference to 
specific examples in the text, and a remarkable 153 page appen¬ 
dix. This last consists largely of verbatim quotations from 
especially famous or well-written sources, such as Beaumont's 
description of the observations on St. Martin. 

Very few minor faults are to be found; an example is the 
description of the stomach on page 56. The author would also 
be justified in adhering more consistently to the metric system, 
since the book is for college students. On the whole, it is a most 
commendable and substantial work. 


Trends in Gerontology. By Natlian VV. Shock, Chief, Section on 
Gerontology, National Heart Institute, United States Public Health 
Service. Cloth. $2.50. Pp. 153, with 12 illustrations. Stanford University 
Press, Stanford University, California, 1951. 

Gerontology is defined as “the scientific study of the phe¬ 
nomena of aging.” In this readable, informative book, Dr. Shock 
surveys present day problems, programs, and plans concerning 
older persons. An expansion of a preliminary report submitted 
to Stanford University in 1949, this volume discusses twelve 
topics: population, employment, income and retirement, health 
insurance, housing, education (public and professional), com¬ 
munity programs, present activities in medical research, labora¬ 
tories and institutions that are engaged in or planning research, 
needs in research, and a detailed outline of how an institute in 
g er ,—--d-igy should be- organized and what it could do. Thus 
the\:V-ceraphasis is on research. Not a clinical volume, this 
boolH^ as a summary and discussion of statistical, social, 
economic, community, and research phases of the “grave social 
problem” created by the rapid increase in number and pro¬ 
portion of our population of older persons. The book is note¬ 
worthy if only for its summary of current research in the 
biology, physiology, medicine, and sociology of aging. 


Cornell Conferences on Therapy. Volume IV. Edited 
M.D., Managing Editor, and others. Cloth. S3 50 Pp 
millan Company, 60 Fifth Ave., New York 11 1951 


by Hatty Gold 
342. The Mac. 


The Cornell Conferences on Therapy were inaugurated in 
1937 as a joint venture of the departments of medicine and 
pharmacology. The intention was to take up such topics as 
seemed of particular interest at the time. A conference is usually 
initiated with introductory remarks, but the discussion is for 
the most part, extemporaneous. The aim, according to its editors 
was limited to the exploration of some aspects of special interest' 
analysis of the evidence on controversial points of opinion ami 
practice, elaboration of the physiologic, pharmacologic, and 
chemical basis of therapeutic measures, and presentation of these 
on the level of the general practitioner. After the first year’s 
experience, it was felt that a permanent record would enhance 
the value of these conferences. Accordingly, the proceedings 
were taken down by a stenotypist. The next step in the evolution 
of these records was their monthly publication from 1937 to 
1940 in The Journal. In 1940, the publication was transferred 
to the New York State Journal of Medicine and still later to the 
American Journal of Medicine. Since 1946, the plan was adopted 
to print one conference every other month in the New York 
State Journal of Medicine' and one every other month in the 
American Journal of Medicine. The final step in the evolution 
of the conferences was their annual publication in a volume 
reporting a group of conferences selected for their quality and 
value. 

The “conferences” published in this volume reflect the variety 
of topics that come under discussion. “Household Poisonings,” 
“Management of Disorders of Cardiac Rhythm,” “Medical Man¬ 
agement of Hypertension,” “Therapeutic Uses of Gamma 
Globulin," and “Management of the Menopause” are some of 
the fifteen topics covered in this volume. The nature of the dis¬ 
cussion is preeminently practical. The information which is 
supplied by experts in a given field is valuable and is up-to-date. 
Each conference is terminated by a summary. The small volume 
should prove of great interest both to the internist and to the 
general practitioner. 


The Student's Handbook of Surgical Operations. By Sir Frederick 
Treves, Bart., G.C.V.O., C.B., Ninth edition, revised by Sir Cecil Wakeiey, 
K.B.E., C.B., D.Sc., Senior Surgeon to King’s College Hospital, London. 
Cloth. $5.50. Pp. 580, with 269 illustrations. Paul B. Hoeber, Inc. 
(Medical Book Department of Harper & Brothers), 49 E. 33rd St., New 
York 16, 1951. 


The popularity of this book is attested by the fact that since 
its first appearance in 1892, it has gone through eight additional 
publications. The new edition has been thoroughly revised, 
many new illustrations have been added, and the text has been 
brought up-to-date. Many of the old illustrations have been re¬ 
placed by modern ones. This handy little volume, of some 500 
pages covers the entire field of surgery in a somewhat condense d 
but otherwise satisfactory manner so far as the student is con¬ 
cerned. In conformity with the older textbooks, part one con¬ 
sists of “Ligature of Arteries.” The importance of this pro¬ 
cedure in the light of modern surgery is probably secondary. 
This particular chapter could be left out. The print and the 
illustrations are satisfactory. 


HeMfli and Human Relations in Germany. Report of Conference on 
’robiems of Health and Homan Relations in Germany, Nassau Tavern, 
'rinceton N J one 26-30, 1950. Paper. SI. Pp. 207. Josiah Macy, Jr. 
foundation, 565 Park Ave., New York 21; National Assoc.a.ton for 
dental Health, 1790 Broadway, New York 19, 1950. 

This is a reoort of a conference attended by persons who have 
lone workTn Germany in connection with the United Stales 
Military Government, now High Commission for Germany, 
JNESCO some British and French representatives, and a f 
Jermans Although “health” is first in the title, most of the 
■olume is devoted to education and the function of the demo- 
■ratic process in relation to the German character. The report 
i U ght to be of wide interest but probably will not be, because 
he indications are that, despite the recommendanons of qu h- 
ied persons who have been in Germany the policy of the 
Jnited States seems to be constant ^ttailment o pe sonn 
nd funds through which human relations and health progres 
i Germany could be fostered. 
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SUDDEN SEVERE PRECORD1AE PAIN 
To the Editor: — Eight months ago a patient experienced sud- 
den, severe, persistent precordial pain. He had some ashy 
pallor, bradycardia followed by tachycardia and temperature 
of 100 F. on admission to the hospital. There was no dysp¬ 
nea; the skin mas cool, clammy and moist. He had a duo¬ 
denal ulcer of 18 months’ duration, although positive x-ray 
findings were noted one month preceding sudden onset of 
pain in the chest. Sedimentation time was 15 and the leuko¬ 
cyte count 8,500; the temperature was normal in 12 hours. 
An electrocardiogram showed slight elevation of the RS-T 
interval. The patient was out of bed in two weeks and home 
in four weeks. An unusual symptom was prolonged tender¬ 
ness of the chest wall anteriorly and posteriorly and inability 
to lie on either side. Chair back pressure on the left scapula 
ii-ftj painful,' causing acute soreness. After eight months, how¬ 
ever, the soreness disappeared. The patient used banthine % 
for the duodenal ulcer but discontinued it because of pre- 
cordial distress, similar to that induced by exercise. The car¬ 
diologist was not convinced that the patient had a coronary 
occlusion. Heparin and dicumarol were used. Graduated 
exercise is now in progress, with discontinuance short of 
fatigue. Do you concur with the general plan of treatment? 
How long should the rest period be continued before gradual 
return to light activity? 1 have never encountered a case 
before with such acute chest wall tenderness. 

Everett D. Hockenberry, M.D., Coral Gables, Fla. 


Answer. —It seems that acute coronary occlusion with tittle 
or no myocardial infarction can best explain the severe illness 
eight months ago. The tenderness of the chest wall is not easily 
explained, because most patients with disease of heart or lungs 
do not have such tenderness. Nervously sensitive persons, how¬ 
ever, who are subject to neurocirculatory asthenia frequently 
show tenderness of the chest wall. Rest in bed can result in 
muscular or joint soreness, due perhaps to posture or to actual 
arthritis, myositis or neuritis, generally temporary in duration. 
When full activity is resumed, these symptoms usually clear up. 
It would be important to know the details of serial electro¬ 
cardiograms, in which leads the RS-T intervals were elevated, 
and what progressive changes were shown in repeated records. 

Another possible explanation of the prolonged pain and 
tenderness around the left chest (back as well as front) is that 
of an initial or primary or of a complicating herpes zoster 
although no note was made of any skin eruption therefrom if 
it was present, A direct nerve origin of these troublesome 
symptoms seems quite logical. 

The therapy of the attack seems to have been adequate. 
Advice as to future activity must depend on the coronary 
reserve. If certain physical or nervous strain brings on angina 
pectoris, such strain should be avoided. Care must be taken to 
rule out other causes of discomfort, such as neurocirculatory 
asthenia and the peptic ulcer itself. It would not seem neces¬ 
sary to continue the rest period for the heart now except for 
avoidance of strains that might produce angina pectoris. It 
does not take many weeks for the complete healing of a myo¬ 
cardial infarct. Sometimes, however, months or years pass be- 
ore angina pectoris yields to the natural development of an 
adequate collateral circulation, and sometimes angina pectoris 
recurs persistently for the duration of life but can be tolerated 
y avoidance of strain and the use of nitrites. 


ThciMlTttot h ho»«S U ? Cil ha ' e S Cett b * competent authorities 
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PERSISTENT SALTY TASTE 

To the Editor: — A 57 year old white man has had an annoy¬ 
ing salty taste in his mouth for three years. The symptom 
started while he was having teeth removed for pyorrhea 
and persisted after removal of all teeth and after he was 
fitted with full upper and lower acrylic dentures. It is so 
annoying that he constantly sucks on candy or chews gum. 
He uses no salt on his food. He ■ is in good health except 
for a traumatic glaucoma, for which he has been using 25 
per cent pilocarpine, one drop daily in the right eye for 
seven years. The blood is normal except for 5 per cent 
eosinophils. The urine is normal. No oral lesions or systemic 
diseases were detected on physical examination. I should 
like an opinion on diagnosis and suggestions for further 
study. Robert A. Marks ]r., M.D., Buffalo. 

Answer.— If the timing of the onset of symptoms is correct 
and the mouth condition is normal, several possible causes 
can be ruled out. The constant salty taste should have no rela¬ 
tion to the previous use of pilocarpine or the later use of den¬ 
tures. Pilocarpine produces an increase in saliva, but the dose 
in use is so small and infrequent that it is not probable that 
it could be effective on a single type of taste bud in the mouth. 
The salty taste aberration could not be explained on a basis 
of nerve change or injury at the time of extraction. Taste 
changes may occur between the ages of 50 and 70 as a part 
of senescence but are usually due to lowered sensitivity, espe¬ 
cially if the palate is covered by a plate. Subclinical glossitis 
can produce taste abnormality, as described in the answer to 
a query in The Journal of Sept. 17, 1949 {page 237). Saliva 
contains taste-activating hormones, but the use of salivary de¬ 
pressants and stimulants to determine the effect of saliva volume 
on taste might disturb the glaucoma. The persistence of the 
salty taste suggests a psychoneurotic etiology, and a capable 
neuropsychiatrist could check both the nerve and psychic 
aspects. 

DUODENAL ULCER IN DIFFERENT RACES 
To the Editor: — Is there any particular race subject to duo¬ 
denal ulcer, and what are the ratios in the different races? 

Beniamin Berger, M.D., New York. 

Answer. —Data concerning the racial incidence of duodenal 
ulcer are not as plentiful as is indicated by the importance of 
the question. In 1945, L. G.' Rowntree, in analyzing a large 
number of selective service registrants, reported a 0.52 per cent 
incidence of peptic ulcer in white troops as compared with 0.14 
per cent in Negroes. A detailed analysis of this problem is pre¬ 
sented m the book on peptic ulcer by A. C. Ivy, M. I. Gross- 
man and W. H. Bachrach (New York, The Blakiston Company, 
1950), According to these authors, the findings obtained as a 
result of a large series of autopsies performed on a group of 
Chinese and Javanese male laborers in Sumatra revealed pro¬ 
found differences. Thus in 1,370 autopsies on the Chinese labor¬ 
ers, 151 ulcers or scars of ulcers were found, an incidence of 
II per cent. On the other hand, in 1,269 Javanese laborers 
examined postmortem, ulcers or scars of ulcers were found in 
only 8, an incidence of 0.6 per cent. The authors quote Bonne 
as noting that absence of visible emotion is rather characteristic 
of the Malay race. This study in Sumatra is valuable in that the 
comparison was made between two races with subjects of the 
same sex and similar occupation. With the increasing evidence 
that environmental factors, such as occupation and subjection 
to stress and strain, play such an important role in the disease 
before one can attribute variations in incidence of peptic ulcer 
to differences in race, it is essential that comparisons be made 
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between persons of the same sex and subjected to the same 
environmental pressures. Although a general impression exists 
that the incidence of duodenal ulcer in Negroes in the United 
States is significantly less than in the white race, this difference 
has become much less pronounced when environmental factors 
have been about the same. 

BONE CYSTS 

To the Editor:' —A 17 year old boy is 12 pounds (5 Kg.) over¬ 
weight; his height is 70 inches (17S cm.), blood calcium 10.6 
mg. and blood phosphorus 3.4 mg. X-ray reveals a normal 
pituitary; the lower ends of both femurs show small partly 
healed bone cysts and slight osteoporosis; the lower end of 
the right tibia shows a solitary, partly healed bone cyst. 
The diagnosis probably is hyperparathyroidism (von Reck¬ 
linghausen), but the parathyroids are not palpable. Would 
use of calcium gluconate be advisable? A diet rich in calcium 
and phosphorus was given. What is the best treatment? How 
can one exclude a tumor or hyperplasia of the parathyroid? 

Jacob Aisenstat, M.D., blew York. 

This inquiry was referred to two authorities, whose respec¬ 
tive replies follow.—E d. 

Answer. —With normal serum calcium and serum phos¬ 
phorus levels, hyperparathyroidism is unlikely. There is nothing 
in the query to suggest that there is generalized demineraliza¬ 
tion of bone. One would have to consider polyostotic fibrous 
dysplasia. The most likely diagnosis from the facts at hand is 
neurofibromatosis with bone involvement. The lower ends of 
the femurs are apt to be involved in this condition. The same 
is true of the lower thirds of the tibias. The fact that the 
parathyroids are not palpable is of no significance in ruling 
out hyperparathyroidism. The treatment in this case depends 
on the diagnosis. The diagnosis would be strengthened if cafe 
au lait areas of pigmentation or subcutaneous neurofibromas 
could be demonstrated. 

Answer. —One should make calcium balance studies in order 
to observe the excretion of caicium on an inadequate calcium 
intake. Concentration of calcium and phosphorus in serum 
appear to be within normal limits, but further studies should 
be made. Hyperparathyroidism may be present without a palp¬ 
able tumor in the neck. Enlarged parathyroid glands may be 
found in the mediastinum or buried in the thyroid. Parathyroid 
tumors may be so small that they are difficult to palpate even 
though they are present in the usual location. Hyperpara¬ 
thyroidism may be associated with hyperplasia of the para¬ 
thyroid glands without much enlargement. The development 
of bone cysts does not necessarily mean that hyperparathyroid¬ 
ism is present, but they do mean that every effort should be 
made to exclude this condition. If hyperfunction of the para¬ 
thyroid glands is not present, it would seem logical to admin¬ 
ister fairly large doses of calcium supplemented by vitamin D. 

NYMPHOMANIA 

To the Editor: —A 30 year old married woman had a subtotal 
hysterectomy seven years ago. Three months ago she com¬ 
plained of irritability and hot flashes and was given estrogens 
with relief. She then complained that she had had excessive 
libido for six years. On cessation of treatment with estrogens, 
hot flashes returned but excessive libido remains. She states 
that full orgasm is reached at each intercourse and that she 
is forced to awaken her husband two to three times per night 
to satisfy her desire. She cannot go to dances and even avoids 
men on the street, as this produces painful pelvic congestion. 
Pelvic examination reveals no masses. Please help me with the 
etiology of this condition and treatment in this case. 

M.D., Colorado. 

Answer. —It was unfortunate this woman had her uterus 
removed when she was only 23 years of age, but most likely this 
operation has nothing to do with the present disturbance. The 
patient has nymphomania; this is not related to the use of 
estrogens. The usual basis for this serious condition is a psychic 
disturbance; hence psychotherapy should be instituted without 
delay. 


CESAREAN SECTION 

To the Editor:—/ s there any exception to the ride "Once a 
cesarean section, always a cesarean section?" 

Walter A. Landry, M.D., Chester, Pa. 

Answer. -The dictum, “Once a cesarean section, always a 
cesarean section,” is by no means universally followed. Several 
reports have been published dealing with cases in which vagina! 
delivery was carried out after previous cesarean section 
J. P. Greenhill in the 1949 “Year Book of Obstetrics'and 
Gynecology,” page 227, says, “Whenever a cesarean section 
is performed, the question arises; Shall a woman who has 
once had a cesarean section always have a cesarean section? 
Formerly I delivered many women through the vagina who 
had previously had cesarean sections. However, the risk from 
cesarean section is so slight that 1 do not believe it worthwhile 
to chance rupture of the uterus, regardless of what the indi¬ 
cation was for the first operation. I therefore almost routinely 
perform a repeat cesarean section. Of course, if a baby is small 
in a subsequent pregnancy and the woman goes into labor 
spontaneously and if she is in a hospital where she can be 
watched carefully, labor may be permitted to proceed. But 
even under these conditions, I would feel ill at ease, despite 
the excellent results obtained by some obstetricians. One can 
never be certain that rupture will not take place, though rup¬ 
ture of the uterus during pregnancy is extremely rare alter 
cervical cesarean section. On the other hand, after classic opera¬ 
tion, rupture of the uterus at seven to nine months is not too 
uncommon. The death rate from rupture is extremely high, 
whereas that from repeat cesarean section is almost negligible, 
because most of these operations are elective and performed 
when the patient is in good condition.” 

DEAD FETUS 

To the Editor: —A young bipara was delivered of a dead, 
slightly macerated fetus. Her first baby was normal, and 
there were no complications during her period of gestation. 
Her second pregnancy was equally uncomplicated. She went 
to full term; she felt violent fetal activity three days before 
the birth of this child and none afterward. The delivery was 
uneventful. Is it possible that this infant started to breathe 
in utero at the time she felt the violent fetal activity? On 
delivery there was discolored anmiotic fluid coming from the 
lungs. M.D., Pennsylvania. 

Answer. _In most cases, like the one described, it is not 

possible to determine the exact cause of death of the fetus 
even when an autopsy is performed on the macerated fetus- 
In a few instances there is separation of the placenta, but 
nearly always there is some external bleeding to indicate the 
condition. Furthermore, in such cases, when the placenta is 
delivered, some blood clots will be found attached to the 
maternal’surface of the placenta. Discolored amniotic fluid is 
nearly always present when the fetus is macerated. The finding 
of amniotic fluid in the lungs or escaping from the lungs has 
no significance, because amniotic fluid can be aspirated into 
the lungs of norma) babies owing to the intrauterine respira¬ 
tory movements which most likely occur in all babies during 
their intrauterine existence. 


anure on a football field 

) THE Editor- _ The school board is contemplating using barn¬ 

yard manure to fertilize the football field. What is the pos¬ 
sibility of tetanus being contracted by the players. 

A. L. Delaney, M.D., Liberty, Texas. 

Answer _The use of manure on a football field is defi- 

eiy contraindicated, in view of the high incidence of tetanus 
’lowing contamination of skin injuries with the spores of 
ostridfiim tetani contained in manure. Moreover, it would be 
- (ha . ,|i ti, e players be immunized with tetanus toxoid 
S" a Heir citato, urnrn 

der all conditions of play be minimized. 
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DWARFISM 

To the Editor: — A 4 year old girl, has been well except for 
chickenpox and whooping cough at the age of 3 years and at 
fire months, respectively. Birth weight was 7 pound 3 ounces 
(3,260 Gin.). Since the age of 1 year, the child has grown 
very little. Her present weight is 22 pounds (10 Kg.). Physi¬ 
cal examination disclosed no abnormalities, and the child 
was mentally alert. Four repeated urinalyses have shown 
albumen (3 plus) and sugar (3 and 4 plus) with no acetone 
and normal specific gravity and miscroscopic findings. Fast¬ 
ing blood sugar iras 92 mg. Medical advice was sough: 
mainly because of the child's poor appetite. Please suggest 
further diagnostic procedure and treatment. 

M.D., New Mexico. 

Answer. _A 4 year old child weighing only 22 pounds must 

be extremely short and have the general conformation of a 
dwarf. The height-weight-age tables of Bird T. Baldwin and 
Thomas D. Wood present the lowest weight for a female of 4 
years and under 5 years as 25!/2 pounds (11.53 Kg.) with a 
height of 33 inches (83.82 cm.) Dwarfism may fall into a num¬ 
ber of categories as (a) ateliosis, or true infantilism, character¬ 
ized by childish skeletal, genital, and mental development, (b) 
primordial dwarfism, present at birth and with normal osseous, 
sex and mental development and (c) renal rickets or dwarfism, 
which is not true dwarfism but is due to impairment of bone 
growth from hyperparathyroidism. There are associated urinary 
disturbances with renal rickets, including glycosuria. Other 
types are achondroplastic dwarfism, cretinism from congenital 
hypothyroidism and endocrine dwarfism, particularly that due to 
hypopituitarism. Other causes of dwarfism, or retarded growth, 
are pancreatic deficiencies, sprue, celiac disease, encephalitis 
and various bone dystrophies. 

The cause of the glycosuria with a fasting blood sugar within 
normal range (70-100 mg. per 100 cc.) may be diabetes mellitus. 
Renal diabetes, fright, excessive consumption of easily as¬ 
similable carbohydrates, renal dwarfism and pentosuria may 
be other causes of glycosuria. For differentiation, the type of 
sugar should be identified, and several glucose tolerance tests 
should be performed in case the curve suggests true diabetes. 

Albuminuria may be due to various causes, among which are 
orthostatic albuminuria, which is symptomless; pyuria; nephri¬ 
tis; nephrosis; renal dwarfism, and Bence-Jones proteinuria. 

The three major signs presented, dwarfism, glycosuria and 
albuminuria are all common to renal dwarfism. If the diag¬ 
nosis of this condition can be established, nephritic therapy, 
large amounts of vitamins A and D, sufficient alkali, partic¬ 
ularly potassium, and removal of a parathyroid tumor, if pres¬ 
ent, would constitute adequate treatment. If the diagnosis of 
diabetes mellitus is established, hospitalization with an attempt 
to control the disease by proper diet should be made before 
insulin therapy is instituted. The normal urinary specific grav¬ 
ity would make the diagnosis of nephritis or diabetes doubtful. 

HORMONE TREATMENT FOR 
BLEEDING FIBROID UTERUS 

lo the Editor: —Will any hormone treatment—estrogen or tes¬ 
tosterone-stop bleeding from a fibroid uterus? Will it affect 

the size of the fibroid? 

Lewis W. Berry, M.D., Chelan, Wash. 

ANSWER.—Both estrogen and testosterone can stop bleeding 
from a fibroid uterus temporarily. Likewise, enormous amounts 
of testosterone can produce a slight decrease in the size of 
fibromyomas, but this also is temporary. It is useless to employ 
endocrine therapy to reduce the size of a fibroid uterus, because 
the necessary doses are far beyond safety. In almost all in¬ 
stances in which any appreciable effect can be observed on a 
i romyomatous uterus, signs of virilism appear. These include 
excessive hair growth on the face, change in voice and enlarge¬ 
ment of the clitoris. Bleeding associated with a fibroid uterus 
• ocs not arise * n ihe myomas but comes from associated changes 
m me endometrium. In all instances of profuse or irregular 
j ee mg, regardless of whether fibromyomas are present, cancer 
must be ruled out. 


EXCESS GAS IN INTESTINE 

To the Editor: —A patient continually complains about gas 
formation in the intestines. He has had a complete exami¬ 
nation, with negative results except for a tremendous num¬ 
ber of Trichomonas in the stool. Years ago he spent a long 
time in a tuberculosis sanitarium. Could these Trichomonas 
become pathogenic? What would be the treatment? I have 
been giving him turpentine 0.6 cc. three times a day. The 
patient has no dysentery, but gas formation is often accom¬ 
panied by unformed stools. M.D., Illinois. 

Answer. —The role of Trichomonas vaginalis or hominis as 
intestinal pathogens has not been clearly established. Usually, 
if a careful stool examination by a qualified observer is made 
on a patient with diarrhea or dysentery, some other cause is 
found. As yet no cyst forms of T. hominis have been discovered 
in solid stools. 

Verified cases of intestinal infection due to Trichomonas 
vaginalis apparently have not been reported, and it is possible 
that the organism mentioned in this case is actually T. hominis, 
since these varieties are morphologically similar. The treat¬ 
ment of Trichomonas hominis infection is unsatisfactory; how¬ 
ever, the most efficacious agents are diiodohydroxyquinoline 
(diodoquin*) and carbarsone as used in amebiasis. A trial of 
diiodohydroxyquinoline therapy would be of interest in the 
case described. 

The writer is referred to the following sources for more 
detailed information: Portis, S. A.: “Diseases of the Digestive 
System,” Lea & Febiger, Philadelphia, 1944 ed. 2, pp. 592-595; 
Belding, D. L. “Textbook of Clinical Parasitology,” D. Apple- 
ton-Century Co., New York 1942; Jordan, E., & Burrows, W. 
“Textbook of Bacteriology, ed. 14 revised, VV. B. Saunders Co., 
Philadelphia, 1944. 

LACTOSURIA 

To the Editor: —Is there a simple office method for distin¬ 
guishing between lactosuria and glycosuria in obstetric 
patients? At what stage of pregnancy is lactosuria to be 
expected? A/. M. Young, M.D., Crossville, Teitn. 

Answer.— There are three ways of determining the differ¬ 
ence between lactosuria and glycosuria. The tests for lacto¬ 
suria are (1) the phenylhydrazine test (crystal test), (2) the 
Rubner (color test) and (3) the fermentation test. The technics 
of these tests may be found in books on laboratory procedures, 
for example, “Clinical Diagnosis by Laboratory Methods” by 
J. C. Todd and A. H. Sanford, and “Manual of Clinical Labo¬ 
ratory Methods” by O. E. Hepler. 

The finding of sufficient lactose in the urine to produce a 
faint Benedict reaction occurs in about 1 to 2 per cent of preg¬ 
nant women before the last six weeks of gestation. During the 
last six weeks of pregnancy the frequency of lactosuria is about 
7 or 8 per cent. On the day before delivery the incidence is 
about 30 per cent. Of course, lactosuria is much commoner 
and more pronounced after delivery. During the first few days 
of the puerperium, the majority of women show lactosuria, 
often in large amounts. This fact must be taken into consid¬ 
eration when diabetic women are studied after delivery. 

OPHTHALMIC OINTMENT BASE 

To the Editor:— What is the most suitable ophthalmic oint¬ 
ment base? Is aquaphor % and water all right? 

Walter Weinberger, M.D., Juniata, Altoona, Pa. 

Answer. —As a suitable ophthalmic ointment base aqua- 
phor® with water is usually satisfactory. However, in many in¬ 
stances anhydrous bases are more suitable and are required with 
certain drugs commonly used for local application to the eye. 
Such drugs as penicillin and eserine will fit in this category. 
For this reason, a base consisting of 25 per cent wool fat, 50 
per cent petrolatum and 25 per cent liquid petrolatum might be 
considered more suitable. This base has proper consistency and 
spreading action. In many instances aqueous bases are not 
desirable, since the liberation of the drug from the base is too 
rapid to accomplish suitable tberapeusis. In these instances the 
base delineated above is more suitable. 
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between persons of the same sex and subjected to the same 
environmental pressures. Although a general impression exists 
that the incidence of duodenal ulcer in Negroes in the United 
States is significantly less than in the white race, this difference 
has become much less pronounced when environmental factors 
have been about the same. 

BONE CYSTS 

To the Editor:— A 17 year old boy is 12 pounds (5 Kg.) over¬ 
weight; his height is 70 inches (178 cm.), blood calcium 10.6 
mg. and blood phosphorus 3.4 mg. X-ray reveals a normal 
pituitary; the lower ends of both femurs show small partly 
healed bone cysts and slight osteoporosis; the lower end of 
the right tibia shows a solitary, partly healed bone cyst. 
The diagnosis probably is hyperparathyroidism (von Reck¬ 
linghausen), but the parathyroids are not palpable. Would 
use of calcium gluconate be advisable? A diet rich in calcium 
and phosphorus was given. What is the best treatment? How 
can one exclude a tumor or hyperplasia of the parathyroid? 

Jacob Aisenstat, M.D., New York. 

This inquiry was referred to two authorities, whose respec¬ 
tive replies follow.— Ed, 

Answer.— With normal serum calcium and serum phos¬ 
phorus levels, hyperparathyroidism is unlikely. There is nothing 
in the query to suggest that there is generalized demineraliza¬ 
tion of bone. One would have to consider polyostotic fibrous 
dysplasia. The most likely diagnosis from the facts at hand is 
neurofibromatosis with bone involvement. The lower ends of 
the femurs are apt to be involved in this condition. The same 
is true of the lower thirds of the tibias. The fact that the 
parathyroids are not palpable is of no significance in ruling 
out hyperparathyroidism. The treatment in this case depends 
on the diagnosis. The diagnosis would be strengthened if cafe 
au lait areas of pigmentation or subcutaneous neurofibromas 
could be demonstrated. 

Answer.— One should make calcium balance studies in order 
to observe the excretion of calcium on an inadequate calcium 
intake. Concentration of calcium and phosphorus in serum 
appear to be within normal limits, but further studies should 
be made. Hyperparathyroidism may be present without a palp¬ 
able tumor in the neck. Enlarged parathyroid glands may be 
found in the mediastinum or buried in the thyroid. Parathyroid 
tumors may be so small that they are difficult to palpate even 
though they are present in the usual location. Hyperpara¬ 
thyroidism may be associated with hyperplasia of the para¬ 
thyroid glands without much enlargement. The development 
of bone cysts does not necessarily mean that hyperparathyroid¬ 
ism is present, but they do mean that every effort should be 
made to exclude this condition. If hyperfunction of the para¬ 
thyroid glands is not present, it would seem logical to admin¬ 
ister fairly large doses of calcium supplemented by vitamin D. 

NYMPHOMANIA 

To the Editor: —A 30 year old married woman had a subtotal 
hysterectomy seven years ago. Three months ago she com¬ 
plained of irritability and hot flashes and was given estrogens 
with relief. She then complained that she had had excessive 
libido for six years. On cessation of treatment with estrogens, 
hot flashes returned but excessive libido remains. She states 
that full orgasm is reached at each intercourse and that she 
is forced to awaken her husband two to three times per night 
to satisfy her desire. She cannot go to dances and even avoids 
men on the street, as this produces painful pelvic congestion. 
Pelvic examination reveals no masses. Please help me with the 
etiology of this condition and treatment in this case. 

M.D., Colorado. 

Answer. —It was unfortunate this woman had her uterus 
removed when she was only 23 years of age, but most likely this 
operation has nothing to do with the present disturbance. The 
patient has nymphomania; this is not related to the use of 
estrogens. The usual basis for this serious condition is a psychic 
disturbance; hence psychotherapy should be instituted without 
delay. 


CESAREAN SECTION 

To the Editor: —Is there any exception to the rule "Once a 
cesarean section, always a cesarean section?" 

Walter A. Landry, M.D., Chester, Pa. 

Answer.— The dictum, “Once a cesarean section, always a 
cesarean section,” is by no means universally followed. Several 
reports have been published dealing with cases in which vaginal 
delivery was carried out alter previous cesarean section 
J. P. Greenhill in the 1949 “Year Book of Obstetrics and 
Gynecology,” page 227, says, “Whenever a cesarean section 
is performed, the question arises: Shall a woman who has 
once had a cesarean section always have a cesarean section? 
Formerly I delivered many women through the vagina who 
had previously had cesarean sections. However, the risk from 
cesarean section is so slight that I do not believe it worthwhile 
to chance rupture of the uterus, regardless of what the indi¬ 
cation was for the first operation. I therefore almost routinely 
perform a repeat cesarean section. Of course, if a baby is small 
in a subsequent pregnancy and the woman goes into labor 
spontaneously and if she is in a hospital where she can be 
watched carefully, labor may be permitted to proceed. But 
even under these conditions, I would feel ill at ease, despite 
the excellent results obtained by some obstetricians. One can 
never be certain that rupture will not take place, though rup¬ 
ture of the uterus during pregnancy is extremely rare alter 
cervical cesarean section. On the other hand, after classic opera¬ 
tion, rupture of the uterus at seven to nine months is not too 
uncommon. The death rate from rupture is extremely high, 
whereas that from repeat cesarean section is almost negligible, 
because most of these operations are elective and performed 
when the patient is in good condition.” 

DEAD FETUS 

To the Editor: —A young bipara was delivered of a dead, 
slightly macerated fetus. Her first baby was normal, and 
there were no complications during her period of gestation. 
Her second pregnancy was equally uncomplicated. She went 
to full term; site felt violent fetal activity three days before 
the birth of this child and none afterward. The delivery was 
uneventful. Is it possible that this infant started to breathe 
in utero at the time she felt the violent fetal activity? On 
delivery there was discolored amniotic fluid coming from the 
lungs. M.D., Pennsylvania. 

Answer. _In most cases, like the one described, it is not 

possible to determine the exact cause of death of the fetus 
even when an autopsy is performed on the macerated fetus. 

In a few instances there is separation of the placenta, but 
nearly always there is some external bleeding to indicate the 
condition. Furthermore, in such cases, when the placenta is 
delivered, some blood clots will be found attached to the 
maternal’surface of the placenta. Discolored amniotic fluid is 
nearly always present when the fetus is macerated. The finding 
of amniotic fluid in the lungs or escaping from the lungs has 
no significance, because amniotic fluid can be aspirated into 
the lungs of normal babies owing to the intrauterine respira¬ 
tory movements which most likely occur in all babies during 
their intrauterine existence. 


ANURE ON A FOOTBALL FIELD 

, THE Editor- —The school board is contemplating using barn- 
>™d manure to fertilize the football field. What is the pos¬ 
sibility of tetanus being contracted by the players. 

A. L. Delaney, M.D., Liberty, Texas. 

Answer. _The use of manure on a football field is defi- 

tely contraindicated, in view of the high incidence of tetanus 
Swing contamination of skin injuries with the spores of 
ostridium tetani contained in manure. Moreover it WOuM be 
sirable that all the players be immunized with tetanus toxoi a 
order that the possfbility of their contracting climcaf tetanus 
der all conditions of play be minimized. 
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DWARFISM 

To the Editor: —A 4 year old girl, has been well except for 
chkkenpox and whooping cough at the age of 3 years and at 
five months, respectively. Birth weight was 7 pound 3 ounces 
(3,260 Gm.). Since the age of 1 year, the child has grown 
very little. Her present weight is 22 pounds {10 Kg.). Physi¬ 
cal examination disclosed no abnormalities, and the child 
was mentally alert. Four repeated urinalyses have shown 
albumen (3 plus) and sugar (3 and 4 plus) with no acetone 
and normal specific gravity and miscroscapic findings. Fast¬ 
ing blood sugar was 92 mg. Medical advice was sough: 
mainly because of the child's poor appetite. Please suggest 
further diagnostic procedure and treatment. 

M.D., New Mexico. 

Answer.—A 4 year oid child weighing only 22 pounds must 
be extremely short and have the general conformation of a 
dwarf. The height-weight-age tables of Bird T. Baldwin and 
Thomas D. Wood present the lowest weight for a female of 4 
years and under 5 years as 25'A pounds (11.53 Kg.) with a 
height of 33 inches (83.82 cm.) Dwarfism may fall into a num¬ 
ber of categories as (a) ateiiosis, or true infantilism, character¬ 
ized by childish skeletal, genital, and mental development, ( 6 ) 
primordial dwarfism, present at birth and with normal osseous, 
sex and mental development and (c) renal rickets or dwarfism, 
which is not true dwarfism but is due to impairment of bone 
growth from hyperparathyroidism. There are associated urinary 
disturbances with renal rickets, including glycosuria. Other 
types are achondroplastic dwarfism, cretinism from congenital 
hypothyroidism and endocrine dwarfism, particularly that due to 
hypopituitarism. Other causes of dwarfism, or retarded growth, 
are pancreatic deficiencies, sprue, celiac disease, encephalitis 
and various bone dystrophies. 

The cause of the glycosuria with a fasting blood sugar within 
normal range (70-100 mg. per 100 cc.) may be diabetes mellitus. 
Renal diabetes, fright, excessive consumption of easily as¬ 
similable carbohydrates, renal dwarfism and pentosuria may 
be other causes of glycosuria. For differentiation, the type of 
sugar should be identified, and several glucose tolerance tests 
should be performed in case the curve suggests true diabetes. 

Albuminuria may be due to various causes, among which are 
orthostatic albuminuria, which is symptomless; pyuria; nephri¬ 
tis; nephrosis; renal dwarfism, and Bence-Jones proteinuria. 

The three major signs presented, dwarfism, glycosuria and 
albuminuria are all common to renal dwarfism. If the diag¬ 
nosis of this condition can be established, nephritic therapy, 
large amounts of vitamins A and D, sufficient alkali, partic¬ 
ularly potassium, and removal of a parathyroid tumor, if pres¬ 
ent, would constitute adequate treatment. If the diagnosis of 
diabetes mellitus is established, hospitalization with an attempt 
to control the disease by proper diet should be made before 
insulin therapy is instituted. The normal urinary specific grav¬ 
ity would make the diagnosis of nephritis or diabetes doubtful. 


HORMONE TREATMENT FOR 
BLEEDING FIBROID UTERUS 

To the Editor: —Will any hormone treatment—estrogen or tes¬ 
tosterone—stop bleeding from a fibroid uterus? Will it affect 
the size of the fibroid? 

Lewis IV. Berry, M.D., Chelan, Wash. 


ANSWER.—Both estrogen and testosterone can stop bleedin 
from a fibroid uterus temporarily. Likewise, enormous amouni 
of testosterone can produce a slight decrease in the size c 
fibromyomas, but this also is temporary. It is useless to emplo 
endocrine therapy to reduce the size of a fibroid uterus, becau: 
the necessary doses are far beyond safety. In almost all ii 
stances in which any appreciable effect can be observed on 
nbromyomatous uterus, signs of virilism appear. These includ 
excessive hair growth on the face, change in voice and enlargi 
ment of the clitoris. Bleeding associated with a fibroid uteri 
docs not arise in the myomas but comes from associated chanci 
•in the endometrium. In all instances of profuse or irregul; 

ee mg, regardless of whether fibromyomas are present, canct 
must be ruled out. 


EXCESS GAS IN INTESTINE 

To the Editor: — A patient continually complains about gas 
formation in the intestines. He has had a complete exami¬ 
nation, with negative results except for a tremendous num¬ 
ber of Trichomonas in the stool. Years ago he spent a long 
time in a tuberculosis sanitarium. Could these Trichomonas 
become pathogenic? What would be the treatment? / have 
been giving him turpentine 0.6 cc. three times a day. The 
patient has no dysentery, but gas formation is often accom¬ 
panied by unformed stools. M.D., Illinois. 

Answer. —The role of Trichomonas vaginalis or hominis as 
intestinal pathogens has not been clearly established. Usually, 
if a careful stool examination by a qualified observer is made 
on a patient with diarrhea or dysentery, some other cause is 
found. As yet no cyst forms of T. hominis have been discovered 
in solid stools. 

Verified cases of intestinal infection due to Trichomonas 
vaginalis apparently have not been reported, and it is possible 
that the organism mentioned in this case is actually T. hominis, 
since these varieties are morphologically similar. The treat¬ 
ment of Trichomonas hominis infection ■ vv 

ever, the most efficacious agents are uuo-u-j —w.s,.. 
(diodoquin 4 ) and carbarsone as used in amebiasis. A trial of 
diiodohydroxyquinoiine therapy would be of interest in the 
case described. 

The writer is referred to the following sources for more 
detailed information: Portis, S. A.: “Diseases of the Digestive 
System,” Lea & Febiger, Philadelphia, 1944 ed. 2, pp. 592-595; 
Belding, D. L. “Textbook of Clinical Parasitology,” D. Apple- 
ton-Century Co., New York 1942; Jordan, E„ & Burrows, W. 
“Textbook of Bacteriology, ed. 14 revised, W. B. Saunders Co., 
Philadelphia, 1944. 


LACTOSURIA 

To the Editor: —Is there a simple office method for distin¬ 
guishing between lactosuria and glycosuria in obstetric 
patients? At what stage of pregnancy is lactosuria to be 
expected? M. M. Young, M.D., Crossville, Teim. 

Anssver. —There are three ways of determining the differ¬ 
ence between lactosuria and glycosuria. The tests for lacto¬ 
suria are ( 1 ) the phenylhydrazine test (crystal test), ( 2 ) the 
Rubner (color test) and (3) the fermentation test. The technics 
of these tests may be found in books on laboratory procedures, 
for example, “Clinical Diagnosis by Laboratory Methods” by 
J. C. Todd and A. H. Sanford, and “Manual of Clinical Labo¬ 
ratory Methods” by O. E. Hepier. 

The finding of sufficient lactose in the urine to produce a 
faint Benedict reaction occurs in about 1 to 2 per cent of preg¬ 
nant women before the last six weeks of gestation. During the 
last six weeks of pregnancy the frequency of lactosuria is about 
7 or 8 per cent. On the day before delivery the incidence is 
about 30 per cent. Of course, lactosuria is much commoner 
and more pronounced after delivery. During the first few days 
of the puerperium, the majority of women show lactosuria, 
often in large amounts. This fact must be taken into consid¬ 
eration when diabetic women are studied after delivery. 


ui-tiiHALMtC OINTMENT BASE 

To the Editor: — What is the most suitable ophthalmic oint¬ 
ment base? Is aquapitor 8 and water all right? 

Waller Weinberger, M.D., Juniata, Altoona, Pa. 

Answer. —As a suitable ophthalmic ointment base aqua- 
phor* with water is usually satisfactory. However, in many in¬ 
stances anhydrous bases are more suitable and are required with 
certain drugs commonly used for local application to the eye. 
Such drugs as penicillin and eserine will fit in this category 
For this reason, a base consisting of 25 per cent wool fat, 50 
per cent petrolatum and 25 per cent liquid petrolatum might be 
considered more suitable. This base has proper consistency and 
spreading action In many instances aqueous bases are not 
desirable, since the liberation of the drug from the base k tnn 

rapid to accomplish suitable therapeusis. In these instances the 
base delineated above is more suitable. ^stances the 
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BAGS UNDER THE EYES 

To the Editor:—//! The Journal of March 17 (page 858) Dr. 
Ursula Mandel asks for the cause of bags under the eyes and 
you give the exact replies of four authorities. All four of them 
may be correct in about one case out of a thousand. In the 
other 999, the cause is a familial tendency to localized lipodys¬ 
trophy, with resultant partial herniation of encapsulated fat 
from within the intraorbital areas into the loose conjunctival 
tissue, occurring even in “teen agers." 

None of the authorities are quoting a remedy or curative 
procedure. Yet the cure is simple, direct and permanent. It 
consists of surgical removal of that amount of fat that is 
deemed excessive. Plastic surgeons interested in this phase do 
it regularly. The accompanying photographs illustrate the 




bagginess complained of (top), immediate postoperative dis¬ 
play of fat overlying the area from which it was removed 
from upper and lower eyelids (center) and the results some 
weeks post operatively (bottom). 

H. O. Baines, M.D., 

727 West Seventh Street, 
Los Angeles 17. 


J.A.M.A., June 16, 1951 

tissue which has protruded through a hiatus in the tarso-orbital 
fascia and can occur at any age, not only in elderly persons. 
The adipose sac” varies in size, depending on whether or not 
the fat pad has become incarcerated. It is for this reason that 
daily changes, and changes throughout the day, in the size 
of these "bags” are often observed by the patients themselves. 

/ have referred to this condition as "infraorbital adipocele”- 
similarly, “supraorbital adipocele" occurs. For 20 years 1 have 
removed “bags under the eyes," of the type described above, 
by means of the following surgical procedure , which l have 
designated “ tarso-orbital fasciorrhaphy.” 

Starting at the inner canthus, 1 make an incision through the 
skin parallel with and about 1 to 1.5 mm. below the margin 
of the lower lid. This is extended to the outer canthus and 
continues for about 1 cm. lateralward, being placed in one 
of the natural laugh lines to minimize the scar. The skin is 
then undermined to about the level of the lower bony border 
of the orbital cavity. The fibers of the orbicularis ociili are 
then separated just above this level. As soon as this is done, 
a mass of semiencapsulated adipose tissue bulges forward 
through a herniation in the tarso-orbital fascia. This herni¬ 
ation is then enlarged, and all the protruding fat is excised. 
The tarso-orbital fascia is then imbricated with two or three 
C silk sutures. The redundant skin is then drawn up over the 
lid margin and the excess removed. Starting at the inner can- 
thus, 1 unite the wound margins with a continuous C silk 
suture. Some trimming of the skin will be necessary at the 
outer canthus to insure a smooth union, lit my experience, , 
this plastic surgical procedure completely and permanently 
remedies this deject. 

Harold M. Holden, D.D.S., M.D., 

520 S. San Vicente Blvd., Los Angeles 48. 

SPERMATOZOA AND VAGINAL ACIDITY 

To THE Editor: —In reference to a Rhode Island physician’s 
question, “Is it rare for pregnancy to result front a deposition 
of sperm on the vulva without intromission?" (I. A. M. A. 
145:59 [Jan. 6 ] 1951). I should like to say that it is not only 
extremely rare but very likely impossible. The three instances 
of impregnation, of two married women and an unmarried 
girl, quoted from “A Text-book of Obstetrics" by Barton 
Cooke Herst, submitted by Dr. Walter A. Landry, do not 
prove anything. There are many cases of unruptured hymens 
after complete intromission and according to Williams (Ob¬ 
stetrics, ed. 5, New York, D. Appleton-Century Company, 
Inc., 1923). "In rare instances the injuries resulting from child¬ 
birth are extremely slight, and very exceptionally are entirely 
lacking." Elsewhere, however, Williams states, “Some years 
ago 1 saw a patient in whom conception had occurred through 
a hymen which presented only a pin-point opening. . . 

With respect to all cases without intromission, and even this 
last case mentioned by Williams, it is my conviction that at 
the time of ejaculation the external urinary meatus (opening of 
the fossa navicularis of the penis) is in direct apposition with 
the hymeneal opening and that semen is thus forced into tne 

vagina itself. Q Lombard jCe/fy, M.D., 

President and Professor of Anatomy, 
Medical College of Georgia. 

Augusta, Ga. 


To the Editor: —In The Journal March 17, 1951, in Queries 
and Minor Notes, there appeared answers to the following 
question: “What is the cause of ‘bags under the eyes,’ which 
often occurs in patients with no kidney trouble or other known 
causes of the unsightly condition?” 

The Journal stated, “This inquiry was referred to four 
authorities, whose respective replies follow.” 1 was surprised 
to find clinical conditions listed, none of which actually and 
precisely answered the inquiry. In my practice as a plastic 
surgeon, 1 encounter this clinical state often. The "bags under 
the eyes" are not due to “edema,” "muscle tone,” "vasomotor 
states," "allergic responses,” “familial traits," “atrophic 
changes in the epidermis or subcutaneous tissues. They are 
due to the presence of semiencapsulated periorbital adipose 


JANGLION ON WRIST 

'0 the Editor;— Recently in Queries and Minor Notes, Dr. 
Bernard Weiss New.York, inquired about the treatment of 
ganglion of the wrist and requested suggestions as to non- 
sursical treatment. Your answer failed to mention that treat¬ 
ment with .x-rays is successful in a high percentage of cases. 
The only drawback is that it leaves a small area of increased 
InZtation at the site of the ganglion. In many persons 
Bus' 1 disappears: in others it does not. I see many patients 
iith this condition, and 1 have operated on only two m tie 
last five or six years. Duncan C. McKeever, M.D., 

836 Bankers Mortgage Bldg., 
Houston 2, Texas. 
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TREATMENT OF SPONTANEOUS SUBARACHNOID HEMORRHAGE 

Lester A. Mount, M.D., New York 


Spontaneous subarachnoid hemorrhage is the non- 
traumatic extravasation of biood into the subarachnoid 
space. It is an episode in the course of an intracranial 
process and is not a disease entity. It is characterized, as 
a rule, by the sudden onset of severe headache, usually 
generalized, but most intense in the suboccipital or 
frontal region; vomiting; collapse, and coma in many 
instances. Stiffness of the neck then develops, and the 
patient may have other symptoms and signs due to 
pressure on adjacent structures. The commonest of 
these are pain on one side in the temporal or frontal 
region, double vision and drooping of one eyelid. These 
findings, of course, are the result of pressure on the fifth 
and third cranial nerves. There may be mental changes 
or abnormalities in strength, coordination, reflexes, sen¬ 
sation or functions of other cranial nerves. On the other 
hand, there may be no focal neurological signs or symp¬ 
toms at all. Nuchal rigidity, a postive Kernig sign and 
bloody cerebrospinal fluid are constant findings. The 
introduction of the lumbar puncture by Quincke 1 in 
1891 made the diagnosis easier. 

The cause of spontaneous subarachnoid hemorrhage 
is the rupture of an intracranial aneurysm, either sac¬ 
cular or arteriovenous, in the great majority of cases. In 
1765, Biumi - published the first report of a subarach¬ 
noid hemorrhage due to the rupture of an intracranial 
aneurysm. The aneurysm may be missed in a routine 
postmortem examination because, in the words of Wil¬ 
liam Gull, 3 who described this specific point in 1859, 
“Recent coagula may so imbed and conceal it that, unless 
strictly looked for, it will not be found for the sac is often 
small and thin and transparent.” Intracranial aneurysms 
are the result of congenital defects in the arterial walls, 
oftenest in the circle of Willis, septic or sterile emboli, 


arteriosclerosis or a combination of congenital defects 
and arteriosclerosis.’ 1 Subarachnoid hemorrhage from a 
brain tumor or from a sclerotic artery occurs infre¬ 
quently, and the subarachnoid bleeding which sometimes 
occurs in blood dyscrasias, Hodgkin’s disease, acute 
hemorrhagic encephalitis and acute glomerulonephritis 
is usually not great in amount. 

Hemorrhage into the subarachnoid space may occur 
at any age, but it is commonest in the third, fourth, fifth 
and sixth decades of life. There is no significant sex 
difference. According to Martland, 5 2 per cent of sud¬ 
den deaths from natural causes are the result of spon¬ 
taneous subarachnoid hemorrhage. Moritz and Zam- 
check, 0 in a series of 1,000 cases of sudden and un¬ 
expected death in young soldiers, found that 6.9 per 
cent were due to hemorrhage from a ruptured intra¬ 
cranial aneurysm. 

The index to definitive treatment is an accurate diag¬ 
nosis both as to the location and as to the type of the 
pathological process. A roentgenogram of the skull 
may show a curvilinear streak, erosion of one side of 
the sella turcica, sharpening of one anterior clinoid proc¬ 
ess or shift of the pineal gland. The electroencepha¬ 
logram may reveal focal abnormalities, and the visual 
fields may give some indication of the side of the lesion. 
Relief of headache by percutaneous occlusion of one 
carotid artery and not of the other is strongly suggestive 
of the side of the aneurysm. 7 However, none of these 
signs is sufficient to indicate the best method of treat¬ 
ment. With every patient under the age of 60 who has no 
specific contraindications, the percutaneous method of 
arteriography should be carried out early, usually be¬ 
tween the seventh and the tenth day after the hemor¬ 
rhage. Arteriography is also used in selected cases of 


Junc^O, WSO? lhC SeCl ‘ 0n on and Mental Diseases at the Ninety-Ninth Annual Session of the American Medical Association, San Francisco. 

New'York^Nlembers'nf 1 ,hi Surgery. Columbia University College of Physicians and Surgeons, and the Neurological Institute of 

t. Quincke H i nl i 1 sur S lcal staffs of the Columbia-Presbyterian Medical Center permitted me to include their cases in this report. 

A u. Jif . Luro! >alpunktion des Hydrocephalus. Beri. klm. Wchnscftr. 23: 929 and 965, 1891. 

T r.th u>" , be V a ** oncs Anatomicae, Scholiis Iilustratae. Mediotani, 1765. 

4 Forbus W n U n Sra I° f Cer ' bral Vessels, Guy’s Hosp. Rep. 5:281. IS59-IS60. 

Medial Defects in Circle lr wm« B ” J 0 L M . iU ? y Ancut rsms of the Superficial Cerebral Arteries, Bull. Johns Hopkins Hosp. 47:239, 1930. Glynn, L E • 
- ni1 p,-.,!. , , c ,* c '“Ms and Their Relation to Aneurysm Formation, S. Path. & Bact. 51:213 1940 Carmichael R - firms ” 

Retotfom of Base °of L BrVn Ar i Cr v S (Relation tQ Saccular Aneurysm), ibid. 57:345, 1945. Sutherland.* S.: Neurovascular Relations and Anomalies and 
Concerning 1 Their*Development^* J^ieeurosurg^'^Tcffi, “ ,M3 * W48 ' B “ e “’ R ’ C ’ : Aneurysm “e'omLfobse^tions 

6 . MoriiT J A H k S \n^S c ° h U * k U M r . aC e n m d H " cm ’? r . t ’ ,aE ' and Congenital Berry Aneurysms of Circle of Willis, Am. 1. Surg. 43: 10, 1939. 

Arch. Path. -42 : 459 (Nov.) 1946. '* N “ Sudden and Unexpected Deaths of Young Soldiers: Diseases Responsible for Such Deaths in World War II, 

7. Hurtcau, E, F.: Subarachnoid Hemorrhage, J. A. M. A. 143:988 (April 1) 1950. 
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patients over the age of 60. If necessary, both carotid 
arteries and one vertebral artery are injected to outline 
the aneurysm, and hence to dictate the best method of 
therapy. In fact, it is best to do bilateral carotid arte¬ 
riograms to demonstrate the anomalies in distribution of 
the collateral circulation and to reveal multiple aneu¬ 
rysms, which are present in 10 per cent of the cases. The 
Matas test, compression of the carotid artery for 10 min¬ 
utes and tests for sensitivity to iodopyracet (diodrast®) 
must be performed before the arteriographic study is 
done. Local and thiopental (pentothal®) sodium anes¬ 
thesia is used unless there is a contraindication. Under 
thiopental anesthesia the patient is relaxed and hence 
is less likely to have more hemorrhage. He does not move 
when the iodopyracet is injected; so the roentgenograms 
are better, Thorotrast® (colloidal thorium dioxide) is 
used only when sensitivity to iodopyracet or severe ar¬ 
teriosclerosis exists. When thorotrast® is injected, the 
open method of arteriography is used. 



Fig. ).—Lateral arteriogram showing arteriovenous aneurysm of the 
tight frontal lobe. Arterial supply was from the anterior cerebral artery. 


Surgical therapy consists in the direct intracranial ap¬ 
proach to the aneurysm or in reduction of pressure and 
pulsation within the aneurysm by ligation of the arteries 
in the neck which supply the blood to the aneurysm. In 
order that the arteries in the neck may be safely ligated, 
there must be a sufficient amount of collateral circulation. 
An effort is made to determine this by carotid occlusion 
for 30 minutes. The vertebral artery cannot be satis¬ 
factorily compressed without exposing the artery, but in 
every case ligation is performed with local anesthesia. 
The patient is constantly questioned regarding symp¬ 
toms; and strength, sensation and reflexes are checked 
at five minute intervals for the first half-hour and at 30 
minute intervals thereafter for the first 24 hours. 

Procedures in intracranial surgical therapy are re¬ 
moval of the aneurysm, trapping the aneurysm by apply¬ 
ing clips to the artery on either side or by applying dips 
to the internal carotid artery in the neck and intra- 
cranially, clipping the neck of the sac, packing muscle 
around the outside of the wall of the aneurysm, opening 


the aneurysm and packing the cavity with muscle, and 
strategic dipping in some cases of arteriovenous aneu¬ 
rysm. 

Every case is judged on its own merits. A direct 
intracranial attack on the aneurysm is the method of 
choice if the arteriogram demonstrates an aneurysm with 
a neck around which a clip may be applied, an aneu¬ 
rysm which can be removed or trapped by applying clips 
on either side or one which can be opened and the cavity 
filled with muscle. Packing muscle around the outside 
of the aneurysm to produce reinforcement of its wall 
apparently has some merit, at least in the cases reported, 
but the principles on which such treatment is based are 
not so good as they are in the other methods. With 
arteriovenous aneurysms complete removal is the method 
of choice, but when the aneurysm is in a vital area 



Fig 11 —Anteroposterior and lateral arteriograms showing arteriovenous 
aneurysm in lire right cerebellar.region. Arterial supply was 'ire right 
anterior inferior cerebellar artery, pontile arteries and posterior inferior 
cerebellar arteries. 

strategic dipping of contributing arteries or ligation m 
the neck is the method of choice. A large aneurysm at 
the junction of the anterior and middle cerebral arteries, 
or of the middle cerebral artery very close to its origin, 
is best treated by ligation in the neck. One. anterior cere¬ 
bral artery at or beyond the anterior communicating 
artery can be ligated safely in most instances. Hence, an 
aneurysm of the anterior cerebral artery beyond the an¬ 
terior communicating artery can be removed or clipped 

and left in place. . 

It is important to emphasize that in order to approach 
an aneurysm intracraniaily there must be facilities for 
an arterial transfusion, by means of which blood can be 
replaced as rapidly as it is lost, and a double suction 
apparatus to remove the blood quickly should the aneu- 
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rysm rupture during its exposure, so that the bleeding 
point can be visualized and treated. 

As many know, I am compiling an aneurysm regis¬ 
try, and neurosurgeons all over the United States and 
Canada are contributing their cases, in an attempt to 
establish basic indications for the various methods of 
therapy The illustrative cases presented in table 1 are 
all of patients treated at the Neurological Institute of 

New York. 

The mortality rate for conservatively treated patients 
is high It was 48 per cent in 1.52 conservatively treated 
patients, which comprises the previously reported cases 
of spontaneous subarachnoid hemorrhage s and the pres¬ 
ent cases but excludes the series in which purely autopsy 
material was used (table 2). 

Actually, the mortality rate would be even higher were 
the patients followed long enough. In 1893 Gowers 0 
said: 

If the diagnosis of an intracranial aneurysm is certain, the 
prognosis is extremely grave. The probability that death will 
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Fig, 3.—A lateral arteriogram showing a saccula aneurysm ol the right 
posterior communicating artery, 

result is very great, and the duration of life most uncertain, since 
it is impossible to say how near or how distant may be the fatal 
rupture. 


The mortality rate for the 469 operatively treated pa¬ 
tients was 14 per cent. This is the average of the reported 
cases, 11 including our own (table 3). 



Fig. 4.—A lateral arteriogram showing a saccular aneurysm of the left 
posterior cerebral artery. 

The mortality rate was. 11 per cent for 77 consecutive 
patients with intracranial aneurysms treated by opera¬ 
tion at the Neurological Institute. Further analysis re¬ 
vealed that the condition of 71 per cent (55 patients) 





Rosen and Kaufmann 8 9 10 reported a recurrent hemor¬ 
rhage after 27 years, and Strully, in a personal com¬ 
munication, reported one after 25 years. There is, then, 
a constant danger of further hemorrhage and death in 
any patient who has had one hemorrhage. 


8 . (a) Wolf, G. A., Jr.; Goodcll, H., and Wolff, H. G.: Prognosis of 
Subarachnoid Hemorrhage: Relation to Long Term Management, J. A. 
M. A. 129:715 (.Nov. 10) 1945. (6) Magee, C G.: Spontaneous Sub¬ 
arachnoid Hemorrhage, Lancet 2:497, 1943. (c> Hamby. W.: Subarachnoid 
Hemorrhage, J. A. M. A. 13G:522 (Feb. 21) 194S <d) Ohlcr, W. R., and 
Hurwiu, D.: Spontaneous Subarachnoid Hemorrhage, ibid. 9S: 1856 (May 
28) 1932, (c) Strauss, I.; Globus, J. H., and Ginsburg, S. \V.: Spontaneous 
Subarachnoid Hemorrhage: Us Relation to Aneurysm of Cerebral Blood 
Vessels, Arch. Neurol. & Psychiat. 27: 1080 (Mas) 1932. (/) Richardson, 
J. C., and Hyland, H. H.: Intracranial Aneurysms. A Clinical and Patho¬ 
logical Study of Subarachnoid and Intracerebral Hemorrhage Caused by 
Berry Aneurysms, Medicine 20:1, 1941. (.?) Sands, L: Diagnosis and 
Management of Subarachnoid Hcmorthagc, Arch. Neurol & Psychiat. 
•10: 973, 1941. 

9. Gowers, W. R.: Manual of Diseases of Nervous System, Philadel¬ 
phia. The Blakision Company, sol. 2, 1893, p. 529. 

10. Rosen, S. R., and Kaufmann, W,: Aneurysm of Circle of Willis with 
Symptom-Free Interval of 27 Years Between Initial and Final Rupture, 
Arch. Neurol, and Psychiat. 50:350 (Sept.) 1943. 



Fig. 5.—An anteroposterior and a lateral arteriogram showing an 
aneurysm of the anterior communicating artery. 

was improved; that of 14 per cent (10 patients) was un¬ 
improved, and that of 4 per cent (3 patients) was worse. 
Twenty-one patients had an intracranial operation. Of 
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Table 1 . — Cases Illustrative of Spontaneous Subarachnoid Hemorrhage Due to Intracranial Aneurysms 


No. of Length 

Case Patient Hemor- of 

No. Age, Yr. Symptoms rhages History Signs 


Arteriogram 


Treatment 


Results 


Length 
of Pol. 
loty-Up 
Obser¬ 
vation 


1 V. W. 

(fig. I) 19 


Frontal headaches; 
vomiting; convul¬ 
sions; coma 


2 R. B. 
(flg. 2 ) 28 


Awkwardness of 
right extremities; 
diploplia; vomiting; 
occipital headaches 


1 


3 mo. 


3 yr. 


Arteriovenous Aneurysms 


Weakness of left 
extremities; papill¬ 
edema with hemor¬ 
rhages 


Right frontal arterio¬ 
venous aneurysm; arte¬ 
rial supply chiefly from 
anterior cerebral artery 


Block incision 


Right cerebellar; 
no papilledema 


Arteriovenous aneu¬ 
rysm; arterial supply 
from right anterior in¬ 
ferior cerebellar artery, 
pontile arteries and pos¬ 
terior inferior cerebellar 
artery 


Strategic clipping 
of contributing 
branches and liga¬ 
tion of right ver¬ 
tebral artery 


Condition improved; j yr. 
one convulsion when 
anticonvulsant medi¬ 
cation was decreased, 
but none since 

Improvement 2 !£ yr. 


3 A. C. 
55 


4 F. M. 
50 


Sudden onset of 
lucrimation of left 
eye, severe throb¬ 
bing pain above left 
eye and in left tem¬ 
poral region, droop¬ 
ing of left eyelid, 
inability to move 
left eye, nausea and 
vomiting 

Sudden onset of pain 
in and around right 
eye, spreading to top 
and back of head, 
back and down back 
of legs; drooping of 
right upper eyelid; 
blurring of vision; 
drowsiness 


0 


1 


1 wk. 


Aneurysms of Internal Carotid Artery 


Blood pressure 
170/94; cataract in 
left eye; complete 
ophthalmoplegia 
on left; ptosis on 
left 


Saccular aneurysm of 
cavernous portion of 
left internal carotid 
artery, partly throm¬ 
bosed 


Multiple ligation Improvement 
in three stages: 

( 1 ) left common 
carotid artery, ( 2 ) 
left internal caro¬ 
tid artery in neck, 

(3) left internal 
carotid artery 
intracranially 


2 days Blood pressure Saccular.aneurysm of 
180/90; ptosis right internal carotid 

right; dilatation of artery 
right pupil; absence 
of pupillary reac¬ 
tion to light on 
right; paralysis of 
all extraocular mus¬ 
cles; decreased cor¬ 
neal reflex bilater¬ 
ally; slight weak¬ 
ness of left grip; 
equivocal Babinski 
and Cbadock signs 
on left; mild 
nuchal rigidity; 
positive Kcrnig sign 


Right common Improvement 
artery ligated 
while aneurysm 
still bleeding; 1 
wk. later external 
carotid artery 
ligated; ligation 
of internal caro¬ 
tid artery planned, 
but vessel partly 
thrombosed 


6 mo. 


2yr. 


5 G. B. Sudden onset of 
(fig. 3) 34 headache, pain in 

right frontal and 
temporal regions, 
ptosis of right eye, 
diplopia 


Aneurysms of Posterior Communicating Artery 

0 3 mo. Nasal hemianopsia Saccular aneurysm of Clipping of neck Condition improved 2yr. 

in right eye; com- right posterior com- .of aneurysm 
plete paralysis of municating artery 
muscles supplied by 
right third and 
fourth nerves; pri¬ 
mary optic atro¬ 
phy, right 


6 E. S. Recurring frontal 4 

(flg. 4) 24 headaches all of life; 

sudden onset of dizzi¬ 
ness and fulness in 
head; a few hours 
later sudden loss of 
consciousness, tonic 
seizure; stiffness of 
neck, severe occipital 
headache, nausea and 
vomiting on regain¬ 
ing consciousness; 
three similar episodes 
within next four 
weeks 


7 A. S. Sudden onset of sub- 1 
55 occipital and bitem¬ 
poral hearache with 
transient inability’ to 
see; unsteadiness in 
walking; confusion 


Aneurysm ol Posterior Cerebral Artery 

4 wk. Pregnancy of 7 mo.; Saccular aneurysm of 
apathy; fulness of left posterior cerebral 
veins of retina; bi- artery 
lateral paresis of 
external rectus 
muscles; decreased 
reflexes, with left 
greater than right; 
positive Babinski 
sign on Jett; left 
central facial 
' paresis; mild 
nuchal rigidity 


Aneurysm of Anterior Cerebral Artery 

4 days Fine tremor of Saccular aneurysm of 

hands; papilledema; left anterior cerebral 
right central facial artery 
paresis; stiffness 
of neck 


During 5th hemor- Patient died 10 days 
rbuge, with patient postoperatively * 
in opisthotonos, 
clip placed on pos¬ 
terior cerebral 
artery at site of 
origin of aneu¬ 
rysm; bleediDg 
stopped; large clot 
evacuated from 
temporal lobe 


Ligation of left Condition improved 1 yr. 

internal carotid 

artery; anterior 

cerebral artery 

clipped on either 

side of aneurysm 


8 J. S. Sudden onset of 1 

(flg. 5 ) 32 severe headache, 

nausea and vomiting, 
followed by uncon¬ 
sciousness of 12 days’ 
duration; daily 
morning headaches 
since then 


2 mo. 


Aneurysm of Anterior Communicating Artery 

Slight weakness of Saccular aneurysm of 
left upper extrem- anterior communicat- 
ity; slight dysmetria ing artery 
on left; slight hyper- 
reflexia of right 
lower extremity; 
blurring of nasal 
margin of optic 
disks; right central 
facial paresis; posi¬ 
tive Matas reaction 
bilaterally 


Incision into aneu¬ 
rysm and cavity 
packed full of 
muscle; cauteriza¬ 
tion of muscle to 
wall of aneurysm 
to hold It in place 


Condition improved 
and patient 
asymptomatic 


1 yr. 


♦Autopsy revealed compression of left hippocampal gyrus and tectum and tegmeDtum of ™j^f^“i 1 ™? h t agie C pulmo U nI^y 3 
subarachnoid space; encephalomalacia, recent, of right and left fusiform and lingual gyri and po , 
rhage from aneurysm after operation. 


into left temporal lobe anti 
edema, bilateral; no hemor- 
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these, 86 per cent (17 patients) showed improvement, 
and 14 per cent (4 patients) died. Of the four who died, 
three were operated on when comatose and actively 
bleeding, in a desperate last resort to save the patients 

life 

It is clear that the mortality rate of 14 per cent for the 
surgically treated patients is substantially better than the 

Table 2. _ Data on Medically Treated Patients 


SUBARACHNOID HEMORRHAGE THERAPY- 


-MOUNT 


697 


Author 

Wolf, Goodel], Wolff . 

Magee* 9 .*. 

Hamby 96 ... 

Ohler and Hunviiz* J ... 

Strauss, Globus and Glnsburg ae . 

Richardson and Hyland 8 '. 118 

Sands 9 * . 

Mount ...* 


Total 


No. of 
Patients 

No. of 
Deaths 

46 

18 

150 

S2 

130 

SI 

24 

11 

31 

14 

118 

61 

120 

41 

130 

52 

752 

360 


Mortality rate 48% 


2. It is caused by the rupture of an intracranial aneu¬ 
rysm in the great majority of patients. 

3. It may occur at any age, but it is commonest in the 
third, fourth, fifth and sixth decades of life. 

4. It is characterized by the sudden onset of severe 
headache, stiffness of the neck, vomiting, collapse and, 
in many instances, coma. 

5. Arteriography is essential to establish the diag¬ 
nosis, both as to the location and as to the exact type of 
pathological process. Only then can definitive treatment 
be undertaken. 

6. The mortality rate was 48 per cent for the medi¬ 
cally treated patients. This represents the average mor¬ 
tality rate for 752 cases, including several large series 
previously reported and the present series. 

7. The mortality rate was 14 per cent for the surgi¬ 
cally treated patients. This represents the average mor¬ 
tality rate for 469 cases, including the reported cases 
and our own. 


Table 3. —Data on Surgically Treats- Patients 


Author 

Jaeger na .*. 

Falconer 119 . 

Jefferson llc .. 

Ohvccrona lld ... 

Dreazler 11 * . 

Cone 11 * . 

Sugar and Tinsley Xlg . 

Fincher 119 . 

Greenwood 111 . 

Dott. 

Pop pen llk ...*. 

Botslord 111 . 

Hurteau llm . 

Schwartz 11 ® .. 

Murphy 110 . 

Dandy llp .. 

Walsh and Love 11 **,... 

Vincent and others 11 *.... 

McConnell 11 * .. 

German 111 ...*— 

Woodhall llu ... 

Christianson and Totten Ur ... 

Guthkelch 11 .. 

Schorstcin llx ...... 

Jaeger . 

Krnycubiihl m .. 

Voris 11 ** ... 

Alpers and Ryan liw . 

.Vipers and Sehlezinger llc '. 

IVcchsder and Gross lld '. 

Norton ,lf ' .. 

Schwartz 111 ' .... 

Osehcrwitz and Duvidoff u *'. 

Turner 119 ' ... 

Elvldgc and Feludel 11< '...... 

Peuftold and Erickson 11 P... —......... 

Mount ..... 


No. of 
Patients 
31 
to 
50 
47 
1 
1 
1 
1 
1 
<* 

35 

3 

1 


8 » 

1 

•t 

1 

1 

3 

1 

2 

GO 


6 

$ 

10 

1 

1 

1 

■> 

1 

77 


No. of 
Deaths 
5 
5 
3 
5 
0 
0 
0 
0 
0 
0 

7 
0 
0 
0 
0 
0 
0 
0 
0 
0 
1 
0 
1 

8 

6 

0 

1 


0 

0 

0 

0 

0 


Total 


400 W 


Mortality rate 11% 


mortality rate of 48 per cent for the conservatively 
treated ones. It is therefore advisable to outline clearly 
the pathological process by arteriography and to perform 
the surgical treatment indicated. 

SUMMARY 

1. Spontaneous subarachnoid hemorrhage accounts 
for death in 2 per cent of the patients who die suddenly 
of natural causes. 


8. When it is possible, direct intracranial surgical 
treatment is the best method of therapy. 


11. (a) Jaeger, R.: Aneurysms of Intracranial Carotid Artery, J. A. 
M. A. 142; 304 (Feb. 4) 1950. (6) Falconer, M. A.: Surgical Treatment of 
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Jefferson, G.: Isolated Oculomotor Palsy Caused by Intracranial Aneurysm. 
Proc. Roy. Soc. Med. 40:419, 1947. (d) Olivecrona, H.: Arteriovenous 
Aneurysms in Brain, Nord med. 41: 843, 1949. <e) Dreszlcr, W.: On the 
Operation for Intracranial Aneurysm of the Internal Carotid, Zentralbl. f. 
Chir. 74:347, 1948. {j ) Cone, \V., quoted by Russet, C. K.: Spontaneous 
Subarachnoid Hemorrhage Following Rupture of Congenital Aneurysm of 
Anterior Communicating Artery, Tr. Am. Neurol. A. 65: 130, 1939. (g) 
Sugar, O., and Tinsley, M.: Aneurysm of Terminal Portion of Anterior 
Cerebral Artery, Arch. Neurol. & Psychiat. 60:81 (July) 194S. (/t) 
Fincher, E. F.: An Aneurysm of Internal Carotid Artery Treated Sur¬ 
gically, Yale J. Biol. & Med. 11:423, 1939. (i) Greenwood, J., Jr.: 
Surgery of Intracranial Aneurysms, Texas State J. Med. 40 : 423, 1944. 
(/) Dott, N. M.: Intracranial Aneurysms: Cerebral Artcrio-Radiography, 
Edinburgh M. J. 40 : 219, 1933. (A.) Poppen, J. L.: Intracranial Aneurysms. 
Chicago M. Soc. Bull. 52:417, 1949. (0 Botsford, T. W.: Intracranial 
Aneurysm of Internal Carotid, New England J. Med. 227:657, 1942. 
(/ii) Hurteau. 1 («) Schwartz, H. G.: Subarachnoid Hemorrhage and Intra¬ 
cranial Aneurysm, Postgrad. Med. 4: 307, 1948. (o) Murphy, J. P.: Sur¬ 
gical Aspects of Subarachnoid Hemorrhage, Med. Ann. District of 
Columbia IS: 119, 1949. (p) Dandy, W.: Intracranial Arterial Aneurysms, 
Ithaca, N. Y., Comstock Publishing Co., Inc., 1944. (q) Walsh, N. M., 
and Love, J. G.: Intracranial Carotid Aneurysm: Successful Surgical Treat¬ 
ment, Proc. Staff Meet., Mayo Clin. 12:81, 1937. (r) Vincent, C.; Thie- 
baut, F.; Lemoyne, J., and Guillauraat, L.; Deux cas d’anevrisme arteriei 
intracranien. Rev. neurol. 67:361, 1937. (s) McConnell, A. A.: Sub- 
chiasmal Aneurysm Treated by Implantation of Muscle, Zentralbl. f. 
Neurochir. 5*6 : 269, 1938. (/) German, W. F.: Intracranial Aneurysm: 
A Surgical Problem, ibid. 2: 352, 1938. (u) Woodhall, B.: Deux cas 
d'anevrisme arteriei intracranien, traite par ligature de la carotide primi¬ 
tive, in Dandy, W. E,: Intracranial Arterial Aneurysms, Ithaca, N, Y., 
Comstock Publishing Co., Inc., 1944. (v) Christianson, L. G„ and Totten, 
R. S.: Subarachnoid Hemorrhage, Northwest. Med. 4S: 396, 1949. (w) 
Guthkelch, A. N.: Large Saccular Aneurysm of the Intracranial Part of 
the Vertebral Artery, Brit. J. Surg. 27: 107, 1949. (x) Schorstcin, J.: 
Carotid Ligation in Saccular Intracranial Aneurysms, ibid. i»S: 50, 1940. 
O’) Jaeger, R.: Intracranial Aneurysms, South. Surgeon 15:205, 1949. 
(z) Krayenbuhl, H.: Immediate and Late Results of Carotid Ligature in 
Intracranial Aneurysms, Schweiz, med. Wchnschr. 76:908, 1946'. (a’) 
Voris, H. C.: Subarachnoid Hemorrhage, Illinois M. J. 95: 160, 1949. (&') 
Alpcrs, B. J., and Ryan, J. J.: Verified Cerebral Aneurysm with Negative 
Arteriogram, J. Ncrv. &. Ment. Dis. 109 : 220, 1949. (o') Alpcrs, B. J., 
and Schfezinger, N. S.: Aneurysm of Posterior Communicating Artery, 
Arch. Ophth. 42 : 353 (Oct.) 1949. (d') Wechsier, I. S., and Gross, S. W.: 
Cerebral Angiography in Subarachnoid Hemorrhage, J. A. M. A. 126: 
517 (Feb. 21) 1948. (<?') Norlcn, G.: Arteriovenous Aneurysms of the Brain, 
J. Neurosurg. 6: 475, 1949. (/') Schwartz, H. G.: Arterial Aneurysm of 
Posterior Fossa, ibid. 3:312, 1948. (g'J Oscherwitz, D., and Davidoff, 
L. M.: Midline Calcified Intracranial Aneurysm Between Occipital Lobes, 
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SUBARACHNOID HEMORRHAGE THERAPY—MOUNT 


J.A.M.A., June 23, 1951 


ABSTRACT OF DISCUSSION 

Dr. Bernard J. Alpers, Philadelphia: Dr. Mount has demon¬ 
strated clearly what has now become quite evident, that cerebral 
aneurysms are amenable to operation and that operation effec¬ 
tively reduces the mortality by the prevention of rupture of the 
aneurysm. The statistical figures favor strongly the surgical 
treatment of the disorder, whether it be by extracranial or by 
intracranial approach or by a combination of the two. It is 
important to recognize, however, that, while operation may 
prevent rupture of the aneurysm, it does not necessarily result 
in recession of the symptoms. The headache is usually corrected, 
but the ocular palsies, visual disturbances, hemipareses and other 
symptoms may persist despite operation. There are relatively 
few patients, however, who would not put up with a persistent 
' unilateral ophthalmoplegia in exchange for absence of head¬ 
ache and the threat of rupture of the aneurysm. It would be 
valuable to know whether Dr. Mount has any statistics concern¬ 
ing the frequency of disappearance,of symptoms after operation. 
Despite an increasing recognition of the aneurysm syndrome, the 
unfortunate position of diagnosing the aneurysm after rupture is 
too frequent. Once rupture with subarachnoid bleeding occurs, 
the problem becomes an emergency. It is desirable, therefore, 
to make the diagnosis before subarachnoid hemorrhage develops. 
The diagnosis should be considered in cases with recurrent uni¬ 
lateral headache associated with or followed by cranial nerve 
paralyses of one type or another. Most frequently the optic and 
ocular nerves are involved because of the greater concentration 
in the anterior part of the circle of Willis, but it must not be 
forgotten that any of the cranial nerves may be affected and 
that hemiplegias may develop with aneurysms of the middle 
cerebral artery. Once the diagnosis is suspected, it may be 
made readily by arteriogram, though I have not regarded arteri¬ 
ography as a necessary routine procedure. As Dandy pointed 
out, the diagnosis may be established without arteriographic 
studies. While the arteriogram will disclose the larger aneurysms 
and vascular anomolies, it fails to reveal the miliary aneurysms 
associated with spontaneous subarachnoid hemorrhage. Unfor¬ 
tunately, these aneurysms, unlike the larger variety, fail to give 
warning of their presence until they rupture, and, while some 
patients die in their first attack, many patients survive and live 
in fear of recurrent rupture. Possibly the arteriogram may offer 
some means of detecting them, but visualization of all the main 
branches of the cerebral circulation bilaterally is essential. It is 
a goal worth seeking, and it seems to be one of the most impor¬ 
tant of the unsolved problems of aneurysm. 

Dr. Tracy J. Putnam, Beverly Hills, Calif.: No doubt this 
condition is less benign than was formerly taught. It is impor¬ 
tant to make a definite diagnosis as promptly as possible and 
initiate appropriate treatment. However, several important ques¬ 
tions remain unanswered by the statistical studies as yet pub¬ 
lished. First, how far is it wise to push the surgical attack? Actual 
ligation and excision of an aneurysm should produce a perma¬ 
nent cure, but it is an operation necessarily attended with con¬ 
siderable risk. In some cases, long-continued relief follows liga¬ 
tion of the internal carotid artery, a procedure which should 
entail a negligible mortality rate. What proportion of patients 
are subject to relapse after a carotid ligation? Do we know what 
procedure offers the best compromise between the two extremes? 
I have adopted the policy of routine carotid ligation as an imme¬ 
diate step, followed by further intracranial procedures only as 
indicated. Of two minor technical points which I have found 
useful, one is to practice repeated drainage of spinal fluid, once 
the carotid ligation has been performed. This shortens conva¬ 
lescence and perhaps minimizes cortical damage. The second is 
to use a strip of polyethylene film to ligate the common carotid 
artery and a strip of cellophane to narrow the lumen of the 
internal carotid artery, at the time of the arteriographic study 
or subsequent surgical procedure. This polyethylene film may 
be removed quickly if hemiparesis develops, while the presence 
of the band of cellophane gradually chokes off the circulation 
in the internal carotid artery. 

Dr. Harold C. Voris, Chicago: Dr. Mount has clearly shown 
the advantage of surgical treatment in these cases. The statistical 
difference in favor of surgical treatment is even more striking 
when one considers that the data in a large number of the cases 


that he has analyzed were presented him by neurosurgeons who 
at the time the treatment was carried out had relatively little 
operative experience with these lesions. The increasing use of 
angiography now provides a means, not only of localizing the 
aneurysm accurately, but of determining the adequacy of the 
circle of Willis, that is, the adequacy of the collateral circula¬ 
tion. The establishment of those two points is essential before 
any planned attack on an aneurysm is carried out. I believe that 
in the next few years it will be possible for many neurosurgeons 
with the aid of angiography and with the newer methods of pre¬ 
venting the complication of thrombosis after ligation of the 
carotid artery to improve greatly the statistics reported to date. 
As Dr. Mount points out, mortality of 11 per cent in the series 
of cases from his institution is considerably less than that for 
the group as a whole. James Poppen reported recently a series 
of 143 cases, with a mortality rate of only 7 per cent. Even 
those figures, I think, will eventually be improved on. 

Dr. Walter F. Schaller, San Francisco: The nonoperative 
mortality as given by the author is much higher than that in 
my own experience, which is admittedly slight, as compared 
with the total number of reported cases. I observed a young 
man in a country town, undoubtedly suffering from a subarach¬ 
noid hemorrhage, whose condition was so serious as to court 
danger either on his removal to a city hospital or on his under¬ 
going angiographic study. He is now greatly improved. Of course, 
it is known there is danger of a subsequent fatal attack—had 
this man been operated on and survived, he might still be in the 
eventual mortality group, as correlated with the long statistical 
period covered by the nonsurgical cases. I should like to ask Dr. 
Mount, therefore, to elaborate on his statistical data, particularly 
as to the time elapsed since operation, and to state whether the 
nonoperative group includes patients not referred to the surgical 
clinic, including those with, less severe conditions, often first 
mistakenly diagnosed as apoplexy. 


Dr. Lester A. Mount, New York: Regarding the frequency 
of the disappearance of symptoms after operation, I cannot quote 
the exact statistics. Most of the patients did have some residuals 
secondary to the hemorrhage. In answer to Dr. Putnam’s ques¬ 
tion, “How wise do you feel it is to pursue the surgical attack?" 
Every case must be judged on its own merits. I believe some 
form of surgical attack is feasible in the great percentage of 
cases, either the direct intracranial approach to the aneurysm 
or ligation in the neck. If nothing is done, most of the patients 
will have another hemorrhage. As mentioned in the paper, a 
second, fatal hemorrhage has been reported as long as 27 years 
after the first hemorrhage had occurred. In answer to Dr. 
Schaller’s question, the mortality rate was 48 per cent for over 
700 patients without any operative therapy. Of the surgically 
treated patients, three of those attacked intracranially were ac¬ 
tively bleeding and would obviously die unless something was 
done for them. These three did die. Of course, had we refused , 
to operate on those, patients, our mortality rate would have been 
even lower. We are operating on patients early, while they are 
actively bleeding, either by ligation in the neck or by an intra¬ 
cranial approach, depending on the results of the ar ‘ eno ^ a P' ly ; 

I am interested in what will happen to those patients who hav 
had a subarachnoid hemorrhage and in whom complete arten- 
ographic studies of both carotid arteries and of the vertebra 
artery have shown no aneurysm. Do these patients have a bate 
prognosis? That is something we can answer only with the 
passage of time. It is recommended that the mtracrama approac 
be used whenever possible. Of our patients who had M om 
the neck alone, two have subsequently hemorrhaged and died. I 
find that many other neurosurgeons have had a similar experi¬ 
ence. I therefore recommend that the intracranial approach be 
ncpfl whenever feasible. 


mc°h V es ed us e 'wh«e e knowledge feaves" o^ffTnffgnorance begins. 

iinksit°knows Z Medical 

ssays, Boston, Houghton, Miffim and Company, 1883- 
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FRACTURES OF THE ELBOW IN CHILDREN 

Walter P. Blount, M.D., Irwin Schulz, M.D. 
and 

Robert H. Cassidy, M.D., Milwaukee 


Fractures about the elbow in children are different 
from those in adults. Bone growth after the fracture is 
responsible for the difference. Continued growth is im¬ 
portant for several reasons: A fracture increases the 
blood supply to the bone, which accelerates the rate of 
growth; this tends to equalize shortness from overriding. 
Growth will correct some angular deformities near the 
ends of long bones. However, a fracture involving an 
epiphyseal cartilage may retard growth so as to cause 
shortening or angular deformity. 

Fractures at the elbow joint are very common in chil¬ 
dren. They follow patterns so remarkably constant that 
they may be discussed in groups. While each fracture 
must be evaluated and treated individually, certain gen¬ 
eral rules may be established. 

In children, fractures may be well treated by simple 
conservative means more frequently than in adults. The 
exceptions to this are almost all fractures at the elbow 
joint. Fractures of the lateral condyle, the medial epi- 
condyle, and the neck of the radius are usually best 
treated by open reduction. All other fractures about the 
elbow can be treated satisfactorily by traction or closed 
reduction. 

FRACTURES THAT CAN BE TREATED WITHOUT 
OPERATION 

Supracondylar (transcondylar) fractures, which com¬ 
prised 268, or 60%, of 453 consecutive elbow fractures, 
can be treated without operation. A transverse fracture 
line through the olecranon fossa is produced by hyper¬ 
extension of the elbow, usually from a fall on the out¬ 
stretched hand. The fracture is either incomplete and 
with anterior angulation or complete with posterior dis¬ 
placement of the distal fragment and overriding. If the 
fracture is seen promptly, an excellent result will usually 
be obtained by closed reduction and immobilization in 
flexion (fig. 1). If reduction is delayed and swelling has 
appeared, it is often better to apply traction (fig. 2). 

Less than 1% of supracondylar fractures are of the 
reversed or flexion type. These are produced by a fall on 
the flexed elbow, with resultant anterior displacement 
of the distal fragment. This flexion fracture should be 
reduced and immobilized in sufficient extension to pre¬ 
vent the recurrence of the angular deformity. It is a mis¬ 
take to confuse the treatment of this fracture with that 
of the commoner extension type. 

The risk of complication is great in all complete supra¬ 
condylar fractures. Impairment of circulation and nerve 
injury depend on the initial trauma and the subsequent 
handling. The greatest danger is Volkmann’s ischemia. 
Prompt, gentle reduction and immobilization without 
constriction offer the best defense. Supracondylar frac¬ 
tures are treated as emergencies. 1 

Many arguments are offered for the open reduction 
of supracondylar fractures. If there is ever a real indica¬ 


tion in the absence of compounding, it is extremely rare. 
With gentleness and patience, a good result may be 
obtained without operation. The use of internal fixation 
for the supracondylar fracture that slips off after closed 
reduction is a sign of impatience on the part of the sur¬ 
geon. Suspension of the forearm with suitable traction 
for a week or 10 days will allow the swelling to subside. 2 
Manipulation under anesthesia and fixation in flexion 
will then be successful. 

Comminuted supracondylar fractures and “T” frac¬ 
tures occur rarely in children. If seen promptly, they 
can be treated most satisfactorily by manipulation under 
anesthesia and the application of a hanging cast (fig. 8). 
It is amazing to see a confused jumble of fragments fall 
into position when traction is combined with gentle 
molding. A critical analysis of the end results argues for 
the closed methods; there is too often permanent limita¬ 
tion of motion after operation. 

Before reduction of any elbow fracture, careful exami¬ 
nation should establish the normal function of the motor 
nerves controlling the hand and the condition of the 
radial pulse. If the pulse is present, it should not be 
obliterated by the manipulative reduction. If absent be¬ 
fore manipulation, it may be disregarded if the capillary 
circulation remains good. An absent radial pulse per se 
is not an indication for open reduction. 

The mechanics of closed reduction are simple (fig. 1). 
While countertraction is made in the axilla, straight 
traction is made on the supinated wrist with one of the 
operator’s hands. The other hand grips the arm just 
above the elbow with the fingers over the biceps. The 
thumb lies against the distal end of the proximal frag¬ 
ment while hyperextension is made to disengage the 
fragments. Malrotation of the fragment is corrected by 
varying the degree of supination. Lateral displacement 
is corrected by molding the fragments before correcting 
the posterior displacement. Then the thumb slips down 
over the tip of the olecranon, forcing the distal fragment 
forward into position. Counterpressure is supplied by 
the fingers. The elbow is flexed only after complete re¬ 
duction of the fracture. The position is checked at once 
by roentgenograms. If it is not satisfactory, a second 
reduction may be tried. Traction in bed is preferable to 
the insult of many manipulations. 

Fixation in flexion may be variously achieved. The 
simplest and surest method is to join a collar and cuff 
by an inelastic bandage (fig. 1 D). A light compression 
dressing about the elbow retards swelling and increases 
the child’s comfort. The addition of a plaster splint to 
hold the forearm in supination is advocated by some. 

Read before the Section on Orthopedic Surgery at the Ninety-Ninth 
Annual Session of the American Medical Association. San Francisco. 
June 2S, 1950. 

’• Fractures of the Elbow in Children. Wisconsin M. J. 

**G: 913, 1937. 

2. Dunlop. J.: Transcondylar Fractures of the Humerus in Childhood, 
3. Done Joint Sure. 21:5 9. 1939. Alien, P. D. t and Gramsc. A. E.: 
Transcondylar Fractures of the Humerus Treated by Dunlop Traction, 
Am. J. Surg. «7: 217, 1945. 
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The rotation of the forearm is unimportant once reduc¬ 
tion has been obtained. Adhesive plaster dressings are 
secure—too secure. Unless applied with extreme care, 
they are a threat to circulation. Some of the worst cases 
of Volkmann’s ischemia have occurred with the use of 
adhesive plaster dressings. 



Fig. 1.—Reduction of a supracondylar fracture. A- 1, determine the 
presence or absence of the radial pulse; examine for motor paralysis. 
A , reduction under general anesthesia. Traction is applied and the elbow 
hyperextended. B, the surgeon’s thumb forces the distal fragment into 
position. Accurate reduction is obtained by rotation of the forearm and 
molding at the site of the fracture. C, only after the fracture is completely 
reduced is the elbow flexed acutely (not forcibly). D, reduction is main¬ 
tained by the flexed position that is assured by an efficient collar and cuff. 


After reduction of the supracondylar fracture, the 
child should be hospitalized for 24 hours to insure fre¬ 
quent observation of the circulation of the hand by a 
competent nurse or house officer. If this is not possible, 
the parents must understand the danger signals. Most 
significant as warnings of early ischemia are pain, swell¬ 
ing, coldness, cyanosis or pallor, and paralysis of the 
hand. The most important and constant of these signs 
is pain. A child with a well-reduced fracture should not 



Fig. 2.—Dunlop’s traction as modified by Allen and Gramse 2 is used 
temporarily if there is excessive swelling or threatened vascular embarrass¬ 
ment. It may be continued until healing is complete. 


require sedatives other than acetylsalicylic acid (aspirin). 
Pain severe enough to require use of opiates should be 
a warning that there is disturbed circulation. 


3. Carli, C.: Trazione col filo nelle fratture sovracondiloidee di gomito 
del bambino, Chir. d. org. di movimento 18: 311, 1933. 

4. Blount, \V. P.: Volkmann’s Ischemic Contracture, Surg., Gynec. & 
Obst. 90 : 244, 1950. 

5. Harman, J. W.: The Significance of Local Vascular Phenomena in 
the Production of Ischemic Necrosis in Skeletal Muscles, Am. J. Path. 
24:625, 1948, 

6. Wilson, P. D.: Capsulectomy for the Relief of Flexion Contractures 
of the Elbow Following Fracture, J. Bone & Joint Surg. 26:71, 1944. 


J.A.M.A., June 23, 1951 

Complications.— If there is evidence of circulatory 
embarrassment and threatened ischemia, all bandages 
are removed from the elbow and forearm, angulation 
is reduced to about 120 degrees,.and ice bags are ap¬ 
plied. Satisfactory position of the fragments and elevation 
of the forearm are maintained by traction. Usually this 
may be applied to the skin of the forearm without con¬ 
striction (fig. 2), but traction by means of a Kirschner 
wire through the olecranon 3 or even the base of the 
thumb may be preferable. Loss of position of fragments 
is insignificant compared to the permanent disability 
following unrelieved ischemia. 4 Prompt blocking of the 
appropriate sympathetic ganglions is frequently effec¬ 
tive. If the symptoms are well advanced or do not sub¬ 
side with conservative measures, no time should be lost 
before exploring the cubital fossa and volar aspect of 
the forearm. The tough fascia enclosing the .flexor 
muscles of the forearm is slit, permitting the explosive 
extrusion of edematous muscles and hematoma. An in¬ 
jured or markedly constricted brachial artery should be 
resected. This relieves vasospasm and the reflex involve¬ 
ment of the intimate vasculature of the muscles. 5 6 Delay 
is ■ disastrous. Within three or four hours irreversible 



Fig. 3.—Myositis ossificans followed dislocation of the elbow in a boy 
6 years old. Motion was greatly restricted. 


changes have taken place. The all-too-frequent claw 
hand usually means inadequate or delayed therapy. 

Other complications of elbow injuries are of less im¬ 
portance. Traumatic myositis ossificans (fig. 3) and 
exuberant callus will usually disappear spontaneously 
if unmolested. Operative removal of the excess bone or 
physical therapy makes the situation worse. Persistent 
capsular contracture may require excision of the anterior 
capsule. 0 Reversal of the carrying angle (gun stock 
deformity) may be due to uncorrected medial displace¬ 
ment of the distal fragment, usually because of rotation. 
It may follow a perfect reduction because of accelerated 
growth of the lateral condyle, but rarely results from 
retarded growth of the medial condyle. Paralysis from 
nerve injury is usually only temporary. 

Aftercare. _In the average case the elbow should be 

immobilized in flexion for about three weeks. At the end 
of that time the callus is hard enough to allow the elbow 
to be lowered to a right angle in a sling. In another week 
ar two, all fixation may be discontinued and the child 
allowed to use the hand at his own discretion. It has been 
adeouatelv proved that more rapid return of normal 
function will occur it the child is unmolested. Carrying 
pails of sand does more huim than good. There should 
be no manipulation to increase motion either with 
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without anesthesia. Repeated stretching of contractures 
not only distresses the child but perpetuates the spasm 
and delays the return of normal function. 

Occasionally there is an indication to continue trac¬ 
tion until callus is solid. When angular deformity per¬ 
sists at the end of three or four weeks, the fracture 
may be manipulated under anesthesia and satisfactory 
position obtained. Bayonet apposition with normal 
alignment is satisfactory and is not an indication for 
manipulation at this stage. As in fractures of other long 
bones, sharp edges round off as growth continues. 

FRACTURES THAT REQUIRE OPEN REDUCTION 

Fractures of the lateral condyle (84, or 18.5%, of 453 
consecutive elbow fractures) require open reduction. 
The fracture line extends from the lateral epicondyle 
obliquely downward and medially into the trochlea. The 
deformity is not great, and the injury is often dismissed 
as a sprain. The roentgenographic diagnosis is difficult 
in very young children because a large portion of the 
distal end of the humerus is still cartilaginous. The oval 
osseous center of the capitellum may be the only bone 
visualized in the condylar fragment, but usually a flake 



Fig. 4.—Roentgenogram taken three years later of the elbow shown 
in fig. 3. The excess bone has almost disappeared Elbow motion is 
normal. No treatment was given. Operation is contraindicated in children. 


of metaphyseal bone is carried with it. The fragment is 
larger than appears in the roentgenograms. It is charac¬ 
teristically rotated laterally and downward by the pull of 
the extensor muscles and trapped in the joint, so that the 
articular cartilage of the capitellum comes to lie against 
the raw surface of the metaphysis (fig. 54 ). 

If the fracture is untreated, nonunion almost always 
occurs (fig. 6). With growth, the carrying angle becomes 
exaggerated. The end result is a painful, weak, deformed 
elbow. The most significant disability is delayed ulnar 
nerve palsy, which comes on about 20 years after the 
injury (fig. 7). When the displacement is marked, 
attempts at closed reduction are futile. Rarely, the frag¬ 
ment may be jockeyed into normal position, but it will 
not stay there without internal fixation. It is much better 
to do an immediate (within five days) open reduction 
with pin fixation than to operate two weeks later because 
the fracture has slipped. When the operation is delayed, 
it is more difficult and may cause overgrowth. Retarda¬ 
tion of growth has not been encountered. 

In the case with only slight initial displacement, there 
may be sufficient continuity of the soft parts to keep the 
fragment in position. Closed reduction may improve 
_dlo position, and open operation may be unnecessary. 


Check-up roentgenograms should be obtained at two 
and five days. The fragments frequently slip soon after 
reduction. 

- The Operation .—The open reduction of a lateral 
condylar fracture is best accomplished through a Kocher 



Fig. 5.— A, fracture of the lateral condyle. The extensor muscles of the 
forearm frequently rotate the fractured surface AB laterally and downward 
through an arc of 90 degrees or more. The osseous centers of the capi- 
tellum and the medial epicondyle are indicated in white. A- 1, open reduc¬ 
tion is performed through a part or all of the Kocher lateral incision. B. 
the rotated condylar fragment has been pulled back into position with 
small bone hooks. The fractured surface AB has its normal position. The 
fragment is fixed with two pins, which are allowed to protrude slightly 
under the skin. The aponeurosis of the extensor muscles is sutured. 

incision (fig. 5.4-1). A tourniquet is not necessary. After 
the clotted blood has been removed from the raw sur¬ 
faces with a curet, the mobile fragment may be pulled 



Fig. 6.—Anteroposterior roentgenogram of the elbow of a 2} year old 
min who had an untreated lateral condylar fracture at 2 years of age. 
There were weakness and pain ftom the nonunion of Ihc condyle; early 
symptoms of ulnar nerve trauma resulted from the increased carrying 
angle. * 

into position with sharp hooks. An accurate fit should be 
obtained. Two obliquely placed short pins are efficient 
in holding the fragment. The periosteum is sutured, but 
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this alone is not enough fixation. The pins may be left- 
slightly long so that they protrude under the skin (fig. 
5 B). After closure of the wound, a cast is applied from 
the knuckles to the axilla with the elbow in flexion of 90 
degrees (fig. 8) and the forearm in neutral rotation. 

At the end of three weeks the stitches are removed 
through a window in the cast. If they have not already 



Fig. 7.—Nonunion usually occurs in untreated lateral condylar fractures 
in young children. With growth the carrying angle increases. Compare 
with the normal side li. Years of trauma to the ulnar nerve result in the 
characteristic picture of delayed ulnar nerve paralysis. 


pushed through the skin, the pins are exposed with a 
pointed knife and pulled out. A week later the cast may 
be removed and replaced by a sling. Long term (10 to 
15 years) follow-up of fractures treated by open reduc¬ 
tion has shown the results to be uniformly satisfactory. 
Growth arrest or significant limitation of motion has 
not been observed. 

FRACTURES OF THE MEDIAL EPICONDYLE 

Fractures of the medial epicondyle made up 8%, 38 
cases, of the present series. Medial epicondylar avulsion 
is the result of sudden valgus strain of the elbow. It 
commonly occurs with dislocation of the elbow joint. If 
the apophysis is displaced only a few millimeters, the 
aponeurosis of the flexor muscles is probably not com¬ 
pletely torn. Brief immobilization in flexion is all that 
is necessary. Bony healing will usually take place without 
deformity or disability. If the displacement is greater 
than 5 mm., one must decide between leaving the frag¬ 
ment displaced and opening the fracture and pinning 
the fragment in its normal position. Attempts at closed 
reduction are fruitless. If the displacement is allowed to 
persist, nonunion is the rule. Usually there is slight de¬ 
formity but no disability. In girls this may be more desir¬ 
able than a scar. Occasionally the displaced fragment 
is reunited to the metaphysis by a hornlike bony projec¬ 
tion. 

With marked displacement of the epicondyle there 
may be associated symptoms of ulnar nerve injury. The 
fragment of bone with the attached flexor muscles may 
be incarcerated in the elbow joint. There may be consid¬ 
erable rotation of the fragment distally and medially. 
Any of these findings is an indication for open reduction, 
without which there will be deformity, weakness, and 
limitation of extension. 


7. Lewis, R. W., and Thibodeau, A. A.: Deformity of the Wrist Fol¬ 
lowing Resection of the Radial Head, Surg., Gynec. & Obst. 64: 1079, 
1937. 
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In a fresh case the fragment should be pinned back in 
position. The ulnar nerve may be exposed during the 
operation, but it is rarely injured and may be left In its 
groove. If operation is not done until two weeks after 
the injury, it is better to excise the fragment and suture 
the aponeurosis of the muscle to the humeral condyle. 
Open reduction and internal fixation performed four 
weeks or more after the injury are usually followed by 
only a fair result and prompt operation by an excellent 
one. The elbow should be immobilized in right angle 
flexion for four weeks postoperatively as described for 
lateral condylar fractures (fig. 8). 

FRACTURES OF THE RADIAL NECK 

Twenty-one (4.5%) of the fractures in this series 
were of the radial neck. The force that produces a com¬ 
pression fracture of the radial head in an adult will frac¬ 
ture the radial neck in a child. Characteristically, the 
button-like osseous center with a thin flake of metaphysis 
is broken off transversely and pushed radially. If the 
displacement is only partial, so that there is some apposi¬ 
tion and the angulation is 45 degrees or less, one may 
be able to manipulate the fragment so as to improve the 
position. Then the treatment should be conservative. A 
cast is applied with the elbow flexed to 90 degrees or 
more acutely. Whether the position is improved or not, 
with the 45 degrees of angulation the end result will be 
surprisingly good. After removal of the plaster, there - 
will be a period of marked disability during which all 
motions are greatly restricted. Such disability may last 
for several months. The temptation is great to excise 
the radial head in order to increase the range of motion. 



the elbow hanging free. 


bile the immediate effect is; favorable the late results 
■ tragic. In the cases that have been followed, there 
s been gross deformity with radial deviation of the 
nd, shortening of the forearm, increase in ^carrying 
gle, and weakness. Never excise the radial head 
mving child. 
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If the radial head is angulated 90 degrees and dis¬ 
placed off the shaft so that its fractured surface lies 
against the shaft, prompt open reduction is the treat¬ 
ment of choice.. If the operation is performed in the first 
few days, the immediate and late results should be excel¬ 
lent. A bad prognosis 6 is not justified. Great care should 
be used in handling the epiphysis.- It should be gently 
pulled into position with small hooks. When it is accu¬ 
rately replaced and the elbow flexed, rotation of the 
forearm will not displace the fragment. The flexed posi¬ 
tion should be maintained while the wound is closed 
and plaster applied. Internal fixation is undesirable and 
usually unnecessary. 0 

If the operative reduction is delayed or if the fracture 
is of the comminuted type, considerable new bone will 
be formed and motion will be restricted for some time. 
As in cases of traumatic myositis ossificans, the treat¬ 
ment should be conservative. Satisfactory motion will 
gradually return in most cases. Physical therapy is contra¬ 
indicated. In the unusual case with pronounced restric¬ 
tion of radiohumeral motion, or in the very rare fracture 
of the head of the radius,'operative resection of the head 
is indicated but should be postponed until the child is 
nearly full grown. 

MISCELLANEOUS ELBOW INJURIES 

Olecranon fractures (6%) may occur as isolated in¬ 
juries in children. Fixation in extension is permissible. 
Not infrequently olecranon fractures are associated with 
dislocation of the radial head. If both are treated 
promptly, closed reduction is usually successful. Open 
reduction of a dislocated radial head may be necessary. 
Use the Boyd incision. 10 Fractures of the proximal third 
of the ulna associated with dislocation of the radial head 
(Monteggia) are rare in children (1.5% ). They do not 
require internal fixation of the ulna as in adults. 11 When 
the radial head is reduced by manipulation or by open 
operation, the radius splints the ulna. 

An old dislocation (three months) of the radial head 
in a child, either with or without associated fracture, 
should not be reduced by open operation. This disloca¬ 
tion causes no disability, although it may be unsightly. 
Delayed open reduction results in permanent limitation 
of motion. Excision of the radial head leads to the de¬ 
formity and disability previously mentioned and is 
absolutely contraindicated. After the child is fully grown, 
the radial head may be excised. 

Subiuxation of the radial head in very young children 
is puzzling to the uninitiated. This common lesion is 
produced by a jerk on the upraised arm of a 2 to 4 year 
old child. 1 - The subluxation is extremely painful. The 
child screams and resists all attempts at help. The roent¬ 
genograms show nothing abnormal. The diagnostic 
feature is limited supination. Forced supination produces 
an audible and palpable click associated with sharp pain. 
Motions then become normal, and the pain disappears. 
The elbow should be immobilized with a collar and cuff 
for a week to prevent recurrence of the subluxation. 

summary 

Elbow fractures in children are different from similar 
fractures in adults. With three exceptions, conservative 
treatment by manipulation or by traction is preferable 
to open operation. 


In most fractures of the lateral condyle the treatment 
of choice is immediate open reduction and internal 
fixation. 

Fractures of the medial epicondyle with marked dis¬ 
placement, with incarceration of the fragment in the 
elbow joint or with symptoms referable to the ulnar 
nerve, require prompt open reduction and internal 
fixation. 

Fractures of the radial neck with minimal displace¬ 
ment should be treated conservatively; those with marked 
displacement should be reduced by prompt open opera¬ 
tion without internal fixation. 

Operation is contraindicated in children with disloca¬ 
tion of the radial head or fracture of the radial neck of 
longer than three months’ duration and in children with 
myositis ossificans. 

Complications are frequent in elbow fractures. The 
most serious complication is Volkmann’s ischemia. 
When there is threatened circulatory embarrassment, 
the vascular problem becomes more important than the 
position of the fragments; prompt heroic measures are 
indicated. 

324 E. Wisconsin Avenue. 


ABSTRACT OF DISCUSSION 

Dr. Vernon P. Thompson, Los Angeles: The supracondylar 
or transcondylar fracture is above the elbow joint. If the surgeon 
does not manhandle the elbow joint with repeated forcible manip¬ 
ulations, or insult it .by open surgery, there will be useful elbow 
motion. There may be deformity; there may be limitation, but 
there will be useful elbow-joint motion. The other fractures of the 
elbow, which are internal derangements, require as near anatomic 
reposition as possible, with maintenance by whatever means nec¬ 
essary, and useful elbow-joint function will be gained. The 
factors of growth that Dr. Blount has stressed for many years 
in treatment of children’s fractures are especially helpful with 
the rather uniform lack of anatomic replacement of the supra¬ 
condylar fracture. Cubitus varus and rotational disalignment 
occur frequently. Reduction and maintenance still need to be 
improved. In the closed management of the supracondylar frac¬ 
ture, the surgeon must choose either manipulative reduction 
or traction. If he chooses closed reduction, it should be suc¬ 
cessful with gentleness and without repetition; he must secure 
not only alignment but also bony apposition and sufficient flexion 
to maintain fixation. If the fracture is sufficiently high, so that 
one has two prongs, one usually longer than the other, one of 
which slips in front or in back, it causes rotational disalignment, 
with loss of carrying angle; then he must take his hat off to Dr. 
John Dunlop, who has shown us for many years in Los Angeles 
how useful traction is. With traction the surgeon need not 
insult the joint; he needs only to obtain alignment. He does 
not have to secure firm bony apposition. But secure mainte¬ 
nance by callus requires at least two and often three weeks. I 
am happy to have read Dr. Blount’s appreciation of the value 
of this means of reduction. There is a poor cosmetic effect in 
loss of carrying angle and the limitation of extension. I have 
seen few of these elbows that have hyperextension. Forcible 
attempts to correct the deformity may disturb the alignment, 
resulting in a worse deformity through interference with growth. 
After healing and return of motion, corrective osteotomy may 
be performed if the deformity warrants it. 


rtm.cn. a. i-., m discussion on Beckman. F.. and SuJlivan i E • 
Some Otjservations of Fractures of Long Bones in Children, Am. j. Surg. 
lib, 1941. 

9. Key, J. A.: Treatment of Fractures of the Head and Neck of the 
Radius, J. A. M. A. SO: 101 (Jan. 10) 1931. 

.. 1U „ B , oyd ' H. B.: Surgical Exposure of the Ulna and Proximal Third of 
the Radius Through One Incision. Surg., Gyncc. & Obst. 71 : 86 , 1940. 
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Dr. Lewis M. Overton, Albuquerque, N. M.: 1 should like 
to congratulate Dr. Blount and his co-authors on a timely and 
pertinent discussion of an important subject. I heartily agree 
with their conservative approach to the problem; however, there 
are some difficulties that arise in the management of these in¬ 
juries in which my experience has been somewhat different from 
theirs. Oblique supracondylar fractures, which are not infre¬ 
quent in children, often present definite problems. The obliquity 
is usually downward and lateral. This produces a tendency for 
the lower fragments to displace medially, as well as posteriorly. 
In most instances the fractured surfaces are rough and some¬ 
what splintered. This will allow some locking of these fragments 
when the elbow is manipulated, but, if any rotation occurs, the 
locking is not sufficient to prevent a loss of position. The only 
way in which one can be sure of preventing the loss of position 
in these fractures is by immobilizing the elbow in a plaster cast 
and anchoring it to the body with a shoulder spica cast, which 
has been described by Conwell and Key. It is interesting 
to note that the displaced radial head, which is free in 
the joint when completely reduced or satisfactorily reduced, 
will give an excellent result in children. Fractures of the upper 
third of the ulna, with dislocation of the head of the radius, or 
so-called Monteggia’s fracture, are not common in children but, 
when present, will result in considerable disability, if treatment 
is not adequate. I cannot agree with the authors that this injury 
is not disabling. It is necessary to secure a stable radial head, if 
a satisfactory function is to be obtained. Failure to do so will 
result in a valgus deformity of the elbow, radial deviation of 
the hand, and an unstable elbow joint. This is particularly true 
in young children. Late open reduction and reconstruction of 


the annular ligament are not entirely satisfactory. For this rea¬ 
son, one must stress the early reduction and repair of the liga¬ 
ment, if the radial head remains unstable after closed reduction. 

Dr. Walter P. Blount, Milwaukee; The difficult supra- 
condylar fracture, and particularly the oblique fracture, can be 
well treated by traction, as both discussants have pointed out. 
I am grateful to Dr. Thompson for emphasizing this point. Dr. 
Overton gets very good results with plaster fixation. In my ex¬ 
perience, if the child is let out of the hospital, he will wiggle m 
the plaster and lose the position of an oblique fracture. I treat 
these difficult fractures with traction somewhat according to 
Dunlop’s method rather than with plaster. But use whichever 
method is best in your hands and conservative measures when 
possible. A Monteggia fracture in children is interesting. I agtee 
with Dr. Overton that the necessary point is to get the radial 
head back into position. The incision of Boyd is ideal for this 
purpose. One cannot keep the radial head away from the capi- 
tellum once the orbicular ligament is cut out of the way. Then 
the radius splints the ulna, and internal fixation is almost never 
necessary in children. Like Dr. Overton I would warn you not 
to do a late reduction of the dislocation. After three months, 
let the displaced radial head alone, whatever the cause, because 
function remains excellent in spite of the appearance. After this 
length of time, an open reduction of the radial head in a child 
leads to limitation of motion and permanent disability. The 
radial head may be removed when the child is full grown. Pain 
after reduction of a fracture in a child should be controlled by 
aspirin; opiates should not be necessary. If opiates are required, 
it usually means that there is something wrong with the reduction 
or the fixation. 


CLINICAL IMPLICATIONS OF MARFAN’S SYNDROME 


Arthur Alan Fischl, M.D. 

and 

Jack Ruthberg, M.D., New York 


The syndrome was first reported in the literature by 
A. B. Marfan 1 in 1896 as pieds d’aragne (spider feet). 
Mery and Babonneix 2 suggested the name hyperchon- 
droplasia. C. Achard 3 in 1902 because of the spider-like 
appearance of the extended fingers called it arachno- 
dactyly. Since that time there have been over 200 cases 
reported in the literature, particularly the French and 
German. It was not until 1926 that Piper and Irvine- 
Jones, 4 who associated the syndrome with congenital 
heart disease, published the first paper to appear in 
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American journals. A few more cases have been added 
since. 5 We feel, however, that the condition is much 
commoner than is indicated. Very few autopsies have 
been reported, only about 13 in over 200 clinical reports. 
Reports on examinations of the eye are rare. 


REPORT OF CASES 

; ASE j_ \ 24 year oJd white woman was seen, complaining 

"evere 'chest pains and “palpitations.” These had been present - 
two years and had occurred with increasing frequency in the 
months prior to the time we saw her. They were aggravated 
excitement and often appeared nocturnaily. During these 
cks, she became weak and dizzy and perspired freely. 

'hysical examination revealed a slender girl with long arms 
leas the hands reaching almost to the knees. The wr 
e long and fiat, the face was narrow, long and thin. Pupt ary 
-tions were present but sluggish. There was a definite tremu- 
i motion of the irises on movement of the eyeballs. The fund 
e visualized with difficulty, and the lenses seemed subluxated. 

: general facial expression was melancholic, 
i moderate muscle weakness of the face andshoutder g, 
oresent The hard palate was high and arched. Thu ears 
e P lone and pointed. The chest was long, narrow and funnel 
art The left border of the heart extended 18 cm. from the 

S„I i - «*p« ■»"’»“=«’'V'tf, Z: 

. ««**xtz* e r sr x 

;red toes. Slight webbing of the toes and finger . 
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Roentgenograms of the chest revealed an enlarged left ven¬ 
tricle and auricle, with fulness of the middle third, suggestive of 
a double valve lesion. An esophagram confirmed the enlarged 
left auricle. Roentgenograms revealed notching of the ribs as 
seen in coarctation of the aorta (fig. 1). 

Repeated electrocardiograms showed a progressive increase 
in tachycardia from 110. to 130. The ST segments showed a pro¬ 
gressive depression with gradual inversion of the T waves in 
the standard limb leads. The P wave was large and broad. A 
progressive right axis shift was noted over four months. The 
patient had attacks of paroxysmal tachycardia which failed to 
respond to quinidine. These, however, would sometimes break 
spontaneously. The patient improved after three weeks of bed 
rest. 

She was readmitted six months later in poor condition. The 
palpitations and precordial pain had become more frequent and 
severe. Blood pressure in the arm was 140/70 and in the leg 
120/70. A loud to-and-fro murmur was heard over the entire 



Fig. I.—Right oblique view (with barium) showing enlarged auricles and 
notching of ribs, 

precordium* The patient had a high fever, with the electrocardio' 
gram showing an active carditis with pericarditis. Therapy with 
salicylates, digitalis and penicillin was of no avail. The patient 
became mentally confused and disoriented, left the hospital and 
expired at home. 

At autopsy« it was observed that there were several 
pctcchiac and a left conjunctival hemorrhage The palate was 
high and arched. The ears were long and pointed. The limbs 
were long and slender with increased webbing between the fingers 
and toes. The pericardium was dilated to accommodate a de¬ 
cidedly enlarged heart. The right pleural cavity contained about 
a liter of clear yellow fluid; the left was obliterated by adhesions. 
The weights of various organs were heart 750 Gm.; right lung 
680 Gm.; left lung 600 Gm.; liver 1,950 Gm : spleen 175 Gm.; 
right kidney 160 Gm.; left kidney 160 Gm. 

Both lenses of the eyes were small and appeared loosely at¬ 
tached (fig. 2). The ciliary body was narrow. The retina was 
attached. The optic nerve head suggested a mild atrophy extend¬ 
ing to the lamina cribrosa. The ora serrata showed atrophic 
changes (fig. 2). Microscopic examination of the eye showed 
round cell infiltration in the region of the optic head, with a 


suggestion of atrophy of the nerve. The choroid showed round 
celfinfiltration and irregularity of pigment dispersion. The retina 
showed no pigment migration and the layers were intact, with 
apparent diminution of ganglion cells. The pars plana showed 
pigment in its depths. The ciliary body was atrophic with hyalini- 
zation of the ciliary processes. The iris showed evidence of loss 
of furrows and irregular pigmention in one epithelial layer. 
The filtration angle was normal. 



Fig. 2 .—Cut section of eyes. Note the small spherical lens. 


The thyroid gland was normal. The lungs were congested and 
wet at the bases, with a deep red, firm area at the base of the left 
lower lobe. In the artery to the left lower lobe an antemortem 
thrombus was found. The heart was enormously dilated and also 
hypertrophied. The valves were insufficient because of pro¬ 
nounced dilatation of the valve rings. The myocardium was soft 
and flabby. The pulmonic cusps were separated, and the pul¬ 
monary conus was widened. The aorta showed a large saccular 
aneurysm beginning at the base of the aorta and involving the 
ascending aorta (fig. 3). Just beyond the left subclavian artery 
was a coarctation of the aorta. The ductus arteriosus was a 
fibrous cord at this point. Microscopic examination of the heart 
and aorta showed a moderate fatty degeneration of the myo¬ 
cardium with a moderate diffuse fibrosis. The aorta at the co¬ 
arctation site showed a definite disorganization of the eiastica, 
particularly at the inner aspect of the aorta. There was a dif¬ 
fuse fibrosis and hyalinosis in this area. A fine fibrillar elastic 
layer occupied the region of the intima and subintima. The 
elastic tissue was not well formed or stained throughout the 
media. The aneurysm itself showed a dense collagenous zone in 



Fig. 3.—Heart and aorta. H, the aortic coarctation site; the ductus 
arteriosus was a fibrous cord at this point (arrow). IS, the saccular aneu¬ 
rysm of the ascending aorta. Note the dilatation of the aortic valve ring. 

the adventitia. Foci of necrosis and degeneration were noted 
throughout the media. The elastic coat was incomplete ami dis¬ 
organized. Some cystic areas were noted in the media with 
mucinous-like contents (fig. 4). The adventitia coat was dense 
and hyalinized. No inflammatory lesions were observed. 


6. The autopsy in case 1 was performed by Drs. J. Ruthbcrg, A. Angrisl 
and L. Burson. 
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The liver, spleen and kidneys showed a chronic passive con¬ 
gestion. One ovary was enlarged and, on section, showed a soft 
mass containing some hair. A chronic salpingitis was present. 
Microscopic examination showed chronic passive congestion of 
the liver, kidneys and spleen, with a dermoid cyst of the ovary 
and chronic salpingitis. 

The final postmortem diagnosis was coarctation of the aorta; 
sacculated aneurysm of the base of aorta; myocardial hyper¬ 
trophy and dilatation; chronic passive congestion of liver, spleen, 
kidneys and lungs; arachnodactyly (Marfan’s syndrome); micro- 
lentis with subluxation; dermoid ovarian cyst; chronic salpin¬ 
gitis and antemortem embolus to the left lung. 

Case 2.—A 32 year old Negress was first seen in June, with 
a history of vaginal discharge, chills and fever of three months’ 
duration. A temperature of 101 F. was found, with a tender 
mass in the right adnexa. A cystic ovary with a chronic salpingitis 
was observed. The patient was readmitted several times with 
cough, hemoptysis and night sweats. A retrograde urogram 
showed an ectopic left kidney with hydronephrosis. Blood pres¬ 
sure was 105/68. The face was elongated, with long pointed ears. 
The pupils reacted to light and accommodation. A tremulous 
motion of the iris was noted (iridodonesis). The lens was deep 
and subluxated, creating a deep anterior chamber. The extremi- 



Fig. 4.—Cystic areas of degeneration in the aorta. These cysts are filled 
with mucoid material. 


ties were noteworthy in that the arms and legs were extremely 
long, with the fingers reaching to the knees. A pronounced web¬ 
bing was present between the fingers. Both patellas were ab- 
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normally high, being about 3 cm. above the normal position. The 
feet were iong in proportion. A roentgenogram of (he chest re 
vealed congenital abnormalities of the ribs. The left border of 
the heart was straightened, and a cervical rib was present The 
sacrum showed spina bifida occulta. The electrocardiogram was 
normal. The patient was treated with sulfadiazine and responded 
readily.. The clinical impression was Marfan’s syndrome, pyelo¬ 
nephritis, congenital deformity of the kidneys and probable hean 
disease (congenital). 


Case 3.—A 21 year old white man was seen April 11, 1946 
complaining of chills and fever and diarrhea. Several days earlier 
he had had a tooth extracted, followed by edema of the face. 
Physical examination revealed a temperature of 103 F., pulse 
80, respirations 22, with blood pressure normal. A purulent nasal 
discharge was present, A high palate was noted. The pupils were 
small with a pronounced myopia..The face was long withpoinled 
ears. A funnel chest was present. The heart showed a regular 
rhythm, with the aortic second sound greater than the pulmonic 
second sound. No murmurs were heard. There was an absent 
lumbar curve. The extremities were exceedingly long with dis¬ 
tinct webbing of the fingers. The joints were hyperflexible. The 
fingers reached almost to the knees. The patellas were higher 
than usual. Spinal tap showed 42 cells. A roentgenogram showed 
a pansinusitis, high patellas and abnormally long metacarpals 
and phalanges. White blood cells numbered 14,700, with 82 per 
cent polymorphonuclear cells. The patient was treated with 
sulfadiazine and improved. 

COMMENT 


In a review of this syndrome, our best knowledge 
comes from a study of autopsy material. Only a few 
autopsies have been done in the 200 or so cases reported. 
In 1914 Borger ' found a patent foramen ovale and a 
two lobed right lung. Salle 8 reported a 6 week old male 
with an enlarged heart due to patent foramen ovale. 
Piper and Irvine-Jones 1 reported a 21 month old female 
who had a systolic thrill and a presystolic and systolic 
basal murmur. At postmortem examination, they found 
an interauricular septal defect with failure of division of 
the lobes of the lungs. Olcott’s 9 case showed fenestra¬ 
tions of the mitral valve and a small frontal lobe of the 
brain. Futcher and Southworth Sc reviewed three au¬ 
topsies done in 1938. Pneumonia was the common fac¬ 
tor in death. Baer, Taussig and Oppenheimer 10 in 1943 
described two cases with aneurysmal dilatation of the 
ascending aorta proximal to the aortic arch, one of which 
had a dissecting aneurysm. Necropsy showed cystic areas 
in the media with rupture of the aorta. Etter and Glover 51 
reported a massive hemopericardium and a dissecting 
aneurysm of the ascending aorta with rupture into the 
pericardial sac. Green and Emerson 59 reported one lobe 
in the left lung and a small right middle lobe. 

Rambar and Denenholz 13 had a patient who reveale 
an absence of dilator pupillae muscles, accountmgfor their 
inability to dilate with atropine. These eye observations 
may indicate that the aberration of development occurre 
during the sixth month of fetal life. There are numerous 
theories; a “constitutional aberration of anlage 
Marfan’s syndrome; that the condition has aneurologica 
basis allied to syringomyelia;» some hereditary factor 
with a selective dystrophy of mesodermal tissues Ram 
bar and Denenholz also felt that there was a defective 
anlage with a failure of development, and they cite he 
absence of dilator pupillae. Schilling « emphasized he 
hormonal disturbance, particularly 
eosinophilic cells of the pituitary. This factor was dis¬ 
credited by Young, 1 ' who felt that the onset of Marfans 
syndrome was in utero and that, therefore, the endo 
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crines could not affect the fetus because of compensation 
by the mother. The theory of a congenital muscular 
dystrophy was also discredited by Young, since he re¬ 
ported normal muscular electrical response in Marfan’s 
syndrome. The muscular disturbance in arachnodactyly 
is not progressive muscular atrophy. Piper and Irvine- 
Jones felt that there was a pathological defect in the germ 
plasma. The hereditary factor is mentioned by almost all 
writers. 113 Rados 10 collected 204 cases from the litera¬ 
ture, 28.9 per cent of which showed a hereditary back¬ 
ground and 18.8 per cent a questionable tendency. 

The symptoms and signs presented by these patients 
are best described by the systems involved. The bony 
structures are considerably involved, the fingers and toes 
being long and tapering. The metacarpals and meta¬ 
tarsals are involved the most. There is a decided reduc¬ 
tion of subcutaneous fat, giving the effect of malnutrition. 
These patients are usually “double jointed” due to re¬ 
laxation of the ligaments. The ears are, as a rule, ex¬ 
tremely prominent with pointed tips. The palate is high 
and arched. Kyphosis and scoliosis with sternal deformi¬ 
ties are often present. Webbing of the fingers is common. 
The facial appearance is peculiar. A long drooping jaw, 
eyeglasses, thin face and long ears give the patient a 
mournful expression. The tendency to poor development 
of the secondary sexual characteristics has been noted. 
The basal metabolic rate may be decreased. Pneumonia 
is frequent as a cause of death,' probably due to the chest 


SECOND ATTACKS—HOYNE AND LEPTON 

and spine deformities plus the incidence of anomalies of 
the lungs. Mental retaTdation is rare. The eye findings 
are of significance and are important in the diagnosis. 
They are deeply set and myopic. About half the cases 
have a bilateral dislocation or subluxation of the lens. 
The pupils are in midconstriction, dilate poorly with 
atropine, and there is an associated iridodonesis. Greater 
stress should be placed on the high incidence of con¬ 
genital heart disease. Abnormalities of the heart and 
lungs are present in about 50 per cent of the cases. 
Systolic'murmurs'are common (about 65 per cent). 
Interauricular septal defects are not unusual. They were 
described in three of eight autopsies. Congenital aneu¬ 
rysm of the aorta with subsequent rupture is common, 
and coarctation of the aorta, as shown in our case, is 
found in increasing instances. This should be borne in 
mind, for such lesions are often silent until later in life. 

SUMMARY 

Three cases of Marfan’s, syndrome are presented, one 
with an autopsy. A review of the literature is presented, 
with stress on the high incidence of cardiac malformation. 

18. Lloyd, R. I.: Arachnodactyly (Dystrophia Mesodermalis Congenita, 
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Ocular Signs, Proc. Roy. Soc, Med. 27 : 298 (Jan.) 1934. Viailefont, H., 
and Temple, J.: L’arachnodactylie ou Syndrome de Marfan, Arch, d’opht. 
51:536 (Aug.) 1934. 

19. Rados, A.: Marfan’s Syndrome (Arachnodactyly Coupled with Dis¬ 
location of the Lens), Arch. Ophth. 27:477 (March) 1942'. 


SECOND ATTACKS OF POLIOMYELITIS 

REPORT OF A CASE WITH AUTOPSY FINDINGS 


Archibald L. Hoytie, M.D., Chicago 
and 

Irving Lipton, M.D., Van Nuys, Calif. 


Second attacks of poliomyelitis have been reported 
infrequently. In 1948, Fox and his associates 1 reviewed 
the literature, noted 21 second attacks of poliomyelitis, 
and added one. Fifteen other cases were listed as doubt¬ 
ful. Besides those series, seven reliable and two probable 
second attacks have been recorded. Bridges and others 2 
reported four second attacks and two questionable ones. 
Alves and Pugh, 3 Wyllie, 1 and Ashley, 5 have each re¬ 
ported one case. Thus, to date there have been 29 second 
attacks of poliomyelitis and 17 doubtful second attacks 
cited in the literature. Careful analysis of the reported 
second attacks reveals that in only one instance previ¬ 
ously regarded as authentic did the second attack termi¬ 
nate fatally. In no case have autopsy findings been re¬ 
ported. Furthermore, in the fatal case cited by Fischer 
and Stillerman 5 it is questionable whether the patient 
ever had the disease previously. In that instance the 
supposed first attack was nonparalytic, and examination 
of the spinal fluid showed only two cells. 

Here we wish to present a case in which the second 
attack terminated fatally and a complete pathological 
examination was performed. 


REPORT OF CASE 

E. T., a white woman aged 31, was admitted to Municipal 
Contagious Disease Hospital on Aug. 21, 1949, with a diag¬ 
nosis of bulbar poliomyelitis. The past history revealed the usual 
childhood diseases, routine immunizations, and a tonsillectomy 
and adenoidectomy. At the age of 26 she was hospitalized in 
Pittsburgh, where the diagnosis was poliomyelitis, with paral¬ 
ysis of the left leg. On that occasion the patient “was told by her 
physician that her spinal fluid showed the typical findings of 
poliomyelitis.” Following her recovery, she had residuals of 
marked weakness and moderate atrophy of the left leg. She 
eventually regained her general health but walked with a limp. 


former Med.cal Superintendent (Dr. Hoyne), and former Assistant 
Medical Superintendent (Dr. Liplon), Municipal Contagious Disease Hos- 
pita{, Chicago Health Department. 

1. Fos, M 3,; Madden, W. J„ and Kohn, S. E.: Recurrent Polio¬ 
myelitis, Am. J. Dis. Child. 75 : 395 (Match) 1948. 

n„r' E ' M ’ : Clarkt '' G - H„ and Abbe, D.: Clinical Immunity in 
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Two days previous to the present admission, the patient de¬ 
veloped a low-grade fever and severe frontal headaches. These 
symptoms persisted, and 24 hr. after the onset she experienced 
difficulty in swallowing and noticed that her voice sounded dif¬ 
ferent. On the morning of hospitalization she had complained 
of weakness in the neck and back. 

Physical Examination .—On admission, physical examination 
revealed a well-developed and well-nourished 31-year-old 
woman with slurred, nasal speech. Temperature was 98.6 F., 
pulse 104 a minute, and respirations 24 a minute. She was 
rational and well-oriented. Examination of the eyes, ears, and 
nose was noncontributory. Nuchal rigidity was absent, but the 
patient exhibited moderate head drop. There was no evidence of 
facial paralysis. The tongue was coated and deviated slightly 
to the right on protrusion. The tonsils had been enucleated, and 
there was a moderate amount of mucus filling the oropharynx. 
Heart and lungs were clear on percussion and auscultation. Ab¬ 
dominal examination disclosed no abnormalities. The upper 
extremities were normal in all respects. Although the lower ex¬ 
tremities were of equal length, there was moderate atrophy of 



Photomicrograph of section of spinal cord at level of the first and 
second lumbar segments. Arrow points to anterior root which shows com¬ 
plete demyelinization of the nerve fibers on the site of the old lesion (left). 
In the anterior horns proper, no differences were seen between tbe left and 
right sides. This is because of the recent changes characterized by extreme 
destruction of the motor nerve cells and the presence of numerous 
inflammatory cells. 

the left thigh and slight atrophy of the left leg as a result of the 
first attack of poliomyelitis. The left lower extremity also showed 
marked weakness in comparison with the right. Deep reflexes 
were equal and active, with the exception of the left patellar and 
ankle jerk, which were absent. The abdominal reflexes were 
active on the right side but absent on the left. Both the Kernig 
and Babinski signs were negative. 

Laboratory Data .—Admission nose and throat cultures were 
negative for both diphtheria and hemolytic streptococci. The 
urine was acid with a specific gravity of 1.015. Urine showed 
2 plus albumin, no sugar, and no blood. Microscopic examina¬ 
tion revealed many pus cells but no casts. Unfortunately, the 
report of the white blood count was lost, but the differential 
count disclosed 68% polymorphonuclear cells and 32% lympho¬ 
cytes. The cerebrospinal fluid was released under slightly in¬ 
creased pressure and appeared clear. The cell count was 140 
per cubic millimeter. A smear showed many white blood cells, 
90% of which were polymorphonuclear cells and 10% lympho¬ 
cytes. There were no organisms. The Pandy test was 4 plus. 
Chlorides were 728 mg. per 100 cc., sugar was 74 mg. per 100 
cc., and the total protein was 72 mg. per 100 cc. The spinal 
fluid culture was negative. 


Treatment was entirely symptomatic. The foot of the bed was 
raised, and suction was- used as necessary. Continuous intra 
venous fluids were started. On the second hospital day the tem' 
perature gradually rose to 102.4 F„ pulse to 130 a minute 
and respirations to 38 a minute. The patient became increasingly 
restless and suddenly stopped breathing. All efforts at resuscita¬ 
tion were without success and she was pronounced dead at 10:30 
p. m., 3014 hr. after admission to the hospital. 

Autopsy. An autopsy was performed 15 hr. after death. The 
body was that of a well-nourished 31-year-old white woman. The 
lower extremities were of the same length, but the left thigh and 
leg were somewhat smaller than the right. The brain weighed 
1,200 gm. and showed considerable edema and congestion. On 
section tbe brain stem revealed moderate injection. The spinal 
cord was markedly injected and edematous. Cross section of 
the cord in the cervical, thoracic and lumbar regions revealed 
moderate edema throughout. There were a few pin-point purple 
areas, most marked in the gray matter, but present also in the 
white matter. At some levels there was also loss of markings. 
In the lumbar region the left anterior horn was slightly smaller 
than the right. 

The pleural cavities were free of fluid. The pericardial sac 
contained a few cubic centimeters of clear fluid. The larynx 

Degree of Involvement of the Nervous System As Shown by 
Microscopic Examination 
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and trachea were free of fluid. The main bronchi contained a 
moderate amount of frothy fluid. The lungs were purple-gray, 
subcrepitant, and the posterior portions were congested. Tbe cut 
surfaces everywhere were moderately moist with frothy fluid. 
The heart weighed 275 gm. It was soft and purple-gray and the 
valves showed no abnormality. Chambers of the heart were 
slightly dilated, and the coronary arteries had an occasional fatty 
plaque. The spleen weighed 200 gm. and was dark purple with 
follicles rather prominent. The liver weighed 2,000 gm. and 
was deep purple with no distinct markings. The kidneys weighed 
300 gm. together and were dark purple-gray and congested. 
The stomach, pancreas, and adrenals showed nothing of signifi¬ 
cance. There was a 15-mm. gray nodule on the fundus uteri. 

Microscopic examination of the cerebral cortex showed 
marked congestion of the overlying meninges. The cells and 
layers of the cortex were essentially normal. The central ganglia 
showed marked engorgement throughout. There was a large 
focal extravasation of Wood near the left lateral ventricle. About 
this area there was marked diffuse infiltration of round cells and 
leucocytes, and many of the ganglion cells had disappeared or 
exhibited moderate neuronophagia. Most of the vessels were sur¬ 
rounded by round cells. Tbe dentate nuclei of the cerebellum 
showed slight engorgement. The ganglion cells appeared intact. 
There was slight diffuse infiltration of round cells and leuco¬ 
cytes A few of the vessels had small collars of round cells. 
The pons and medulla showed marked engorgement. Most of 
the ganglion cells appeared intact. Throughout the tissue there 
was moderate diffuse infiltration of round cells and a few foca 
collections of leucocytes. Most of the vessels were grounded 
by collars of round cells. There was marked congesnonoftlie 
entire spinal cord and meninges. Tbe cervical and '“e cord 
were notable for the disappearance of most S d 

tells from the anterior horns. The gray matter exh,luted marked 
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diffuse infiltration of round cells and leucocytes, and the white 
matter also showed slight infiltration. Most-of the-vessels of the 
gray matter and some of the vessels of the white matter were 
surrounded by collars of round cells and leucocytes. Changes in 
the lumbar cord were more accentuated, especially on the left 
side. There were a few foamy cells present in the anterior horns. 
On the left it was noted there was an absence of ganglion cells. 
The few remaining ganglion cells on the right side exhibited 
marked satellitosis and neuronophagia, and a few showed mye- 
linization. Collections of round cells were prominent about the 
posterior roots. 

The heart showed moderate interstitial edema, and the cross 
striations were indistinct. The splenic pulp was markedly en¬ 
gorged, and the follicles were large and lymphocytic. The liver 
sinusoids were engorged. The liver cells were swollen and granu¬ 
lar. Many of the Kupffer cells were edematous and had large 
vacuoles. The glomeruli of the kidneys were engorged. There 
was marked engorgement throughout the lungs. 

Clinical and Pathological Observations. —As a consequence 
of the first attack of poliomyelitis, the patient had marked weak¬ 
ness of the left lower extremity with moderate atrophy. The 
nerves supplying these groups of muscles had their origin chiefly 
in the lumbar region of the cord. Thus one would expect to find 
evidence of past pathology in this area. This was precisely the 
case. There was moderate atrophy of the left anterior horn of 
the lumbar cord, and microscopic examination revealed exten¬ 
sive destruction of the nerve cells. The pathological changes as a 
result of the second attack were very widespread and have al¬ 
ready been discussed in detail. 

COMMENT 

Many second attacks of poliomyelitis undoubtedly 
have occurred which either passed unrecognized, or 
were not reported. But virus neutralization tests and 
studies of age incidence give strong evidence that at least 
some immunity to the virus of poliomyelitis is common. 
It is believed that adults are not ordinarily susceptible, 
because of acquired immunity following latent or sub- 
clinical infections. Failure to develop immunity from a 
previous attack is only characteristic of the exceptional 
person. Nevertheless, Fischer and Stillerman, 0 Nelson 
and Green, 7 and Bridge and others 2 reached the con¬ 
clusion from hypothetical calculations that the incidence 
of second attacks of poliomyelitis is approximately the 
same as for recognized first attacks in the general popu¬ 
lation. This observation would indicate that no immunity 
against poliomyelitis develops following a primary attack 
of the disease. 

The discrepancy in the two lines of thought might 
easily be explained by the existing evidence that there are 
different strains of the poliomyelitis virus.* It is therefore 
possible that second attacks of poliomyelitis may be 
produced by a strain immunologically different from that 
causing the first infection. Trask and others 3 showed 
that strains isolated from various outbreaks were not 
identical. Experimentally it has been found easier to 
reinfect monkeys with a different rather than with a 
similar strain of virus, although reinfection could be 
accomplished with an homologous strain. 10 During the 
last war, McAlpine 11 noted that the incidence of polio¬ 
myelitis for British and American troops was much 
higher among those stationed in India and the Middle 
East than for those in their home countries. He believed 
this difference might be explained by the fact that the 
foreign troops were exposed to a strain against which 
they had no previous immunity. Steigman and Sabin 12 


SECOND ATTACKS—HOYNE AND LITTON 

have also presented strong evidence that immunity to 
poliomyelitis is specific for the strain of virus which 
caused the primary attack. Thus sufficient proof has 
been accumulated to lend credence to the idea that a 
second attack of poliomyelitis may be caused by an 
immunologically different strain. 

Another consideration is that protection resulting 
from a first attack is relative. It is well known that in¬ 
dividuals vary in their.ability to produce antibodies and 
other defensive mechanisms against disease. In some 
instances, quantitative variations in the infectious agent 
may be the determining factor as to whether or not the 
disease will develop again after further exposure. At any 
rate, it is clear that in the management of poliomyelitis 
it is inadvisable to rely on a past history of the disease 
for certain protection against those who are acutely 
infected. 

SUMMARY 

A second attack of poliomyelitis with fatal termination 
and autopsy findings is presented. It is probable that this 
is the only reported authentic second attack with fatal 
outcome. Moreover,- -it- is" the first case- recorded with 
complete pathological examination. On gross and micro¬ 
scopic examination the nervous system exemplified evi¬ 
dence of both recent and- past pathology. It has been 
suggested that seconds attacks of poliomyelitis'are* due 
to an immuniologically different strain against which the 
patient has no previous immunity.' ’ 

428 Oakdale Ave. 

7. Nelson, N. B., and Green, W. T.: Second Attacks of Anterior Polio¬ 
myelitis: Report of 4 Cases, Am. J. Dis. Child. Go: 757 (May) 1943. 

8. (a) Burnet, F. M„ and MacNamara, J.: Immunological Differences 
Between Strains of Poliomyelitis Virus, Brit. J. Expert Path. 13 : 57. 1931. 
(6) Paul, J. R. f and Trask, J. D.: The Detection of Poliomyelitis Virus in 
So-Called Abortive Types of the Disease, J. Exper. Med. 5GS 319, 1932. 
(e) Flexner, S.: Reinfection (Second Attack) in Experimental Poliomyelitis, 
J. Exper. Med. 65 : 497, 1937. 

9. Trask, J. D.; Paul, 3. R.; Beebe, A. R., and German, W. J.: Viruses 
of Poliomyelitis: Immunological Comparisons of 6 Strains, 3. Exper. Med. 
65 : 687, 1937. 

10. Flexner.*' Toomey, J. A.: Second Attacks of Poliomyelitis in 
Macacus Rhesus Monkeys, Am. J. Dis. Child. 53:802 (Oct.) 1936. 

11. McAlpine, D.: Epidemiology of Acme Poliomyelitis in India Com¬ 
mand, Lancet 3: 130, 1945. 

12. Steigman, A. S„ and Sabin, A. B.; Antibody Response of Patients 
with Poliomyelitis to Virus Recovered from their Own Alimentary Tract, 
J. Exper. Med. 00 : 349 (Oct.) 1949. 


Medicine and Religion.—While the knowledge of early anatomy 
had been stimulated by embalming, practised for religious rea¬ 
sons, and by dissections, carried out in the search for omens in 
the pursuit of magic, the Greek Alcmaeon of Crotona, about 500 
B. C. ( seems to have been among the first to perform, as a 
scientific observer, dissections and animal experimentation in 
the search for knowledge of anatomy and physiology. Medicine, 
in the earlier Greek civilization, clearly had origin in religion 
and was held to be a branch of philosophy. Later, medicine 
reached its zenith in the teachings of Hippocrates. Free from 
superstition, the Hippocratic school recognized in disease a pro¬ 
cess subject only to the laws of nature, and taught the natural 
history of disease as it is derived from accurate observation and 
careful interpretation of symptoms. Treatment was based on the 
fundamental concept that the healing power of nature was pri¬ 
mary and the physician's responsibility was to further nature’s 

ends—an influence which has extended over two millennia._ 

William A. Rogers, The Background of a Half-Century of 
Progress, The Journal of Bone and Joint Surgery, November 



710 


J.A.M.A., June 23, 195i 


EPIDEMIC DIARRHEA IN A SCHOOL FOR BOYS 


Theodore H. Ingalls, M.D., Boston 
and 

Commander Sidney A. Britten (MC), U. S. N. 


In the latter half of October 1947 an explosive out¬ 
break of nausea, vomiting and diarrhea affected 139 of 
193 boys in a New England boarding school. None of 
the usual intestinal pathogens was identified. Evidence is 
presented that this kind of outbreak is no isolated event, 
and that the pattern of spread as determined from daily 
and four-hourly case incidence is more characteristic of a 
communicable disease transmitted by contact than of one 
caused by the ingestion of food or beverage. 

St. Mark’s boarding school is located in a rural area 
25 miles from Boston and provides under one roof for 
the housing, feeding and instruction of 190 to 200 boys 
aged 12 to 18. The student body is subdivided into six 
forms (classes), which share common dining room, 
library, recreational and chapel facilities. The curriculum 
and daily routine are those of most college preparatory 
schools. About half the employees are residents of nearby 
villages and live at home; the others live on the school 
premises. Some faculty members reside in the various 
dormitories with the students, but the majority live in 
detached family dwellings near the main school building. 

Within a period of 10 days 61 boys were admitted to 
the infirmary with various degrees of nausea, vomiting 
and diarrhea. Eighty others were treated as ambulatory 
patients or discovered by questionnaire. During this 
period, Oct. 17 to Oct. 27, 1947, symptoms referable to 
the gastrointestinal system developed in 141 (71 per 
cent) of 193 boys. In abruptness of onset, in attack rate 
and in progression through the school community the 
disease was much like that of pandemic influenza in the 
same school in 1917 (fig. 1). 

THE CLINICAL DISEASE 

Like the syndrome of nausea, vomiting and diarrhea 
described between 1935 and 1940 by Danish 1 and Brit¬ 
ish 2 investigators and later by Reimann 3 and others 4 
in the United States, illness was of less than 24 hours 
duration. Vomiting predominated in 31 per cent of pa¬ 
tients, diarrhea in 22 per cent, while 40 per cent of the 
patients had both. The remaining 7 per cent had no more 
than mild manifestations of nausea or abdominal cramps. 


From the Department of Epidemiology, Harvard School of Public 
Health, 695 Huntington Ave., Boston. 

1. Rischel, A.: Epidemic Nausea, Ugesk. f. larger. 97:1285, 1935. 
Henningsen, E. J.: Peculiar Epidemic in Roskilde in December 1935, 
Ugesk. f. ItEger. 98 : 45, 1936. 

2. Miller, R., and Raven, M.: Epidemic Nausea and Vomiting, Brit. 
M. J. 1: 1242, 1936. Gray, J. D.: Epidemic Nausea and Vomiting, Brit. 
M. J. 1:209, 1939. 

3. Reimann, H. A.: Infectious Diseases: Tenth Annual Review of 
Significant Publications, Arch. Int. Med. 74:280 (Oct.) 1944. 

4. (a) Gordon, I.; Ingraham, H. S.„ and Korns, R. F.: Transmission of 
Epidemic Gastroenteritis to Human Volunteers by Oral Administration of 
Fecal Filtrates, J. Exper. Med. 8G: 409, 1947. (J?) Smillie, J. W.; Howitt, 
B. F., and Denison, G. A.: An Epidemic of Acute Watery Diarrhea in 
Alabama, Pub. Health Rep. 63:233, 1948. (c) Cumming, J. G.: Epidemic 
Diarrhea of Newborn Infant, J. Pediat. 34 : 711, 1949. ( d ) Abramson, H., 
and Fuerst, H. T.: An Outbreak of Nausea, Vomiting and Diarrhea on a 
Maternity Service: Transmitted to a Child Caring Institution and to 
Private Homes, Pediatrics 2: 677, 1948. (e) Gordon, I.; Ingraham, H. S., 
Korns, R. F., and Trussell, R. E.: Gastro-Enteritis in Man Due to a 
Filtrable Agent, New York State J. Med. 49: 1918, 1949. 


As analyzed by classes, the frequency and severity of 
symptoms were essentially the same for younger and 
older patients. Nausea and malaise sometimes antedated 
the vomiting by several hours, particularly during day¬ 
time. At night boys were often awakened by sudden and 
explosive vomiting. Diarrhea was copious, watery and 
free of mucus and blood. Stools commonly numbered 
from two to six in the course of a 12 hour period. 
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, i —n-iilv admissions for the influenza epidemic of 1918 at St. 
’•■s school near Boston as compared with those for the d.arr e. 
c at the school in October 1947. 

Uthough most patients were afebrile, approximately 
-fourth had temperatures that ranged from 99 
F. and averaged 100 F. Leukocytes in the blood ot 
sick boys ranged from 6,200 to 9,600 per cu. mm. 
nitus and stools were frefe of common enteric path 

Recovery ordinarily was complete within 24 hours 
no boys remained in the hospital more than tvvo 
s. Eight members of the football team, ill on Friday 
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night, were able to play most of the Saturday afternoon 
game— and to win. Active treatment was rarely neces¬ 
sary; for those committed to play football liberal inges¬ 
tion of sugar-salt solutions was beneficial, and judicious 
handling on the field was necessary. 

EPIDEMIOLOGY 

The main part of the outbreak took place within a 
four day period, October 17 to 21, with a distribution of 
cases by four hour intervals as shown in figure 2. Primary 
and secondary peaks of incidence are shown to be 24 
hours apart. Both occurred during the late night and 
early morning hours. 

The data of tables 1 and 3 show a distribution of cases 
among members of form 3 (dormitory 5) that differs 
significantly from that of the school as a whole and from 
form 6 (dormitories 10 and 11), whether considered 
by form or dormitory assignment. The differing distri¬ 
butions shown graphically in figure 3 are inconsistent 
with mass infection spread from a common source, such 
as a common meal. The data support the concept of 
dissemination in this outbreak through personal contact. 





Fig. 2.—Distribution of cases by four hour intervals during the epidemic 
diarrhea outbreak at St. Mark's school in 1947. 


Illnesses among employees and faculty and their fami¬ 
lies gave further evidence of contact dissemination. The 
hospital cleaning woman left the school at 11 a. m. 
October 17, vomited and had diarrhea at 6:10 p. m. Her 
adolescent daughter, who had not visited the school, 
awoke ill at 2 a. m. October 19. The interval was approxi¬ 
mately 32 hours. 

An instructor became ill at 5:30 a. m. October 18. 
His wife was ill at 8 a. m. October 21, and a son living 
at home became ill at 8 p. m. The intervals were 74 and 
86 hours respectively. 

Another instructor was ill at 6:30 a. m. October 18. A 
10 year old girl who had come to visit the family on the 
previous afternoon became ill at 5 a. m. October 21. 
This was 70 hours after the onset of her host’s illness 
and about 86 hours after arrival. 

The school secretary’s elder son, a student at the 
school, became ill at 9 a. m. October 20 and went home 
at about noon to remain through the following day. He 
was nursed by his mother who, in turn, had symptoms 
at 5 a. m. October 24, about 3 VS days later. At 3:30 
p, m. October 27 her youngest son, not a student at 
St. Mark’s, became ill 82 hours after his mother. 


EXPERIENCE OF OTHER SCHOOLS 
That this kind of an outbreak is not an isolated event 
is suggested by correspondence with physicians of 20 
other boarding schools in the northeastern United States. 
Twelve of them reported outbreaks of diarrheal disease 
between October 1947 and December 1948. The records 
of daily admissions, as shown in table 2, are similar to 
those at Saint Mark’s, as were the clinical accounts and 
the lack of association of illness with an identifiable 
organism or common source of infection. 

COMMENT 

Explosive outbreaks of enteritis are always suspected 
of being caused by ingestion of food or water contami¬ 
nated by a chemical or bacterial agent. This usually 
results in a tacit, if unproved, implication that the kitchen 

' cases ~~ 



Fig. 3.—Distribution of diarrhea cases by four hour intervals in forms 
3 and 6 during the school's four day outbreak. 

is at fault. With no relaxation of food preparation tech¬ 
niques or measures to assure purity of water and milk, 
good administrative control requires that gastroenteric 
illnesses not due to food .handling are to be differentiated 
from those that are. 

The syndrome of nausea, vomiting and diarrhea de¬ 
scribed here is distinguished from food-borne outbreaks 
by epidemiological characteristics. As with influenza, 
clinical diagnosis of sporadic cases is impossible. Similar 
outbreaks have been described as occurring in nurseries, 0 
in mental institutions 0 and in the general population/ 
Although there is no way of knowing whether the same 
etiological agents are at work, evidence that viruses are 
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involved has assumed prominence 8 as the severer enteric 
diseases of bacterial origin have come under control. 

Within a closed community recognition of this illness 
depends on epidemiological observations and, in par¬ 
ticular, the pattern of spread through the population. 

Table 1. —Epidemic Diarrhea Cases by Eight Hour Periods 
and by School Form in an Exposed Population of 193, 

St. Mark’s School, Oct. 17-20, 1947 

Cases 

/- A ---X 

School Form 


Time of Onset 

Total 

1 

2 

3 

4 

5 

6 

Total at risk. 

. 193 

17 

25 

33 

28 

45 

45 

Total cases. 

.... 139 

12 

21 

29 

1G 

30 

31 

October 17, midnight. 

3 

1 

1 



1 


8 a. m. 

4 



1 


2 

1 

4 p. m... 

.... 28 

2 

4 

1 

5 

7 

9 

October 18 , midnight. 

.... 26 

1 

6 

2 

2 

8 

7 

8 a. m . 

8 

1 

1 

3 



3 

4 p. Ill. 

.... 15 

1 

2 

4 

2 

2 

4 

October 19, midnight. 

.... 21 


1 

9 

5 

4 

2 

8 a. m.. 

.... 13 


3 

4 

2 

0 

2 

4 p. m. 

.... 11 

4 

3 

2 


1 

1 

October 20, midnight. 

4 



1 


o 

1 

8 a. m. 

1 





1 


4 p. in. 








Time unknown. 

5 

2 


2 



1 


and Rubenstein in their analysis of epidemic diarrhea of 
the newborn as a disease entity 9 : “The difficulty lies in 
lack of information as to whether infection is limited to 
the age group concerned or is more widely distributed in 
the population, perhaps manifesting itself in other clini¬ 
cal forms or as inapparent infection by reason of ac¬ 
quired resistance.” Identification of the agent or agents 
and the development of a specific diagnostic test would 
be long steps toward clarification of the broad problem. 

SUMMARY AND CONCLUSIONS 

An outbreak of epidemic nausea, vomiting and diar¬ 
rhea of unknown cause occurred at a boarding school 
for boys near Boston in October 1947. Clinically and 
epidemiologically it may be classified as that entity de¬ 
scribed by Danish and British investigators in 1935-1936 
and later by Reimann and others. Analysis has been 
made of its behavior in a boarding school for 193 boys 
aged 12 to 18 and its spread to faculty families. The 
experience of 13 boarding schools with similar outbreaks 
has been summarized for 1947-1948. 

Epidemic diarrhea among adolescent males is a dis¬ 
tressing, but mild, short-lived disease disseminated by 


Table 2.— Epidemic Diarrhea in 13 Schools of Northeastern United States, 1947-1948 


School Infirmary Admissions by Day of Outbreak 

Popu- f -^————-, 

School Date of Onset latlon Total 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 


Hill *. 

St. Mark’s. 

Exeter. 

St. Paul’s. 

Eaglebrook. 

Mercersburg. 

Proctor. 

Choate *. 

Governor Dummer. 

South Kent. 

Kent. 

Mount Hermon.... 
Groton. 


Apr. 19,1947 

480 

34 

1 

0 

0 

10 

4 

11 

4 

1 

2 

1* 










Oct. 17,1947 

193 

61 

10 

7 

17 

8 

0 

3 

9 

4 

0 

2 

0 

1 








Oct. 26, 1947 

730 

GO 

3 

17 

4 

2 

3 

3. 

o 

1 

2 

3 

0 

1 

2 

0 

0 

4 

6 

5 

2 .. .. 

Nov. 3,1947 

445 

G1 

51 

28 

31 

17 

0 









,, 

,, 





Nov. 11,1917 

135 

21 

5 

0 

2 

1 

0 

2 

4 

0 

2 

0 

0 

0 

1 

2 

0 

o 


,, 


Nov. 28, 1947 

460 

74 

1G 

2 

2 

3 

4 

5 

3 

7 

2 

3 

6 

5 

2 

4 

3 

4 

3 



Dec. 1,1047 

75 

61 

1 

20 

23 

13 

2 

0 

1 

1 




,, 

,, 







Jan. 18,1948 

530 

106 

4 

11 

8 

5 

3 

4 

0 

4 

4 

4 

1 

4 

9 

<5 

7 

12 

3 

5 

2 .. .. 

Jan. 24, 1948 

210 

46 

1 

1 

1 

3 

0 

0 

5 

7 

1 

5 

5 

5 

1 

1 

4 

2 

2 

0 

1 0 1 

Jau. 14, 1948 

120 

42 

2 

1 

0 

2 

7 

3 

5 

10 

4 

2 

1 

0 

2 

0 

2 

0 

1 



Feb. 8,19-18 

300 

31 

14 

10 

2 

1 

4 

0 














May 1948 

500 

54 

3 

4 

0 

0 

2 

4 

2 

3 

1 

1 

8 

9 

G 

4 

3 

1 

2 

1 


Dec. 3,1918 

200 

70 

14 

14 

12 

12 

2 

8 

0 

4 

0 

4 








.. 



* Data include ambulatory patients. 


Due to its abrupt appearance, the large numbers involved 
and the shortness of its course, the usual recording of 
daily case incidence is likely to provide too coarse a 
scale. Arrangement of cases by four-hourly intervals 
served best, in this instance, to illustrate the pattern of 
spread. Search for ambulatory patients serves to indi¬ 
cate the extent and severity of the epidemic and to 
complete the pattern of spread. 

There is need for further investigation of cause, for 
at present it is impossible to prove or disprove the rela¬ 
tion of one outbreak to another in different sections of 
the country and components qf the populations or to 
recognize the sporadic case. Such recognition would be 
of more than academic interest should the highly fatal 
attacks of epidemic diarrhea that strike the newborn and 
the aged be due to the same biological agents as those 
of school children. This point is developed by Gordon 


8. Reimann. 3 Abramson and Fuerst. 4J Reimann, H. A.: Infectious Dis¬ 
eases: Fourteenth Annual Review of Significant Publications, Arch. Int. 
Med. 83 : 468 (Nov.) 1948. Light, J. S., and Hodes, H. L.: Studies on 
Epidemic Diarrhea of the New-Born: Isolation of a Filtrable Agent Caus¬ 
ing Diarrhea in Calves, Am. J. Pub. Health' 33:1451, 1943. Reimann, 
H. A.; Hodges, J. H., and Price, A. H.: Epidemic Diarrhea, Nausea and 
Vomiting (Viral Dysentery?), Proc. Soc. Exper. Biol. & Med. 59 : 8, 1945. 
Light, J. S„ and Hodes, H. L.: Isolation from Cases of Infantile Diarrhea 
of a Filtrable Agent Causing Diarrhea in Calves, J. Exper. Med. 90:113, 

1949. 

9. Gordon, J. E„ and Rubenstein, A. D.: Epidemic Diarrhea of the 
Newborn, Am. J. M. Sc. 220 : 339, 1950. 


Table 3. —Cases by Eight Hour Periods and by Dormitory in 
an Exposed Population of 193, St. Mark's School, 

Oct. 17-20, 1947 


Cases 


Dormitory 


Time of Onset 

Total at risk. 

Total cases. 

October 17, midnight. 

8 a. m. 

4 p. m. 

October 18, midnight. 

8 a. .. 

4 p. m. 

October 19, midnight. 

8 a. .. 

4 p. .. 

October 20, midnight. 

8 a. .. 

4 p. .. 

Time unknown. 


Total 
. 193 
1391 

3 

4 

26 

25 

8 

11 

22 

17 

9 

4 

1 


5* 6 
26 11 
21 6 


7 8 9 10t lit 
15 7 17 22 22 
10 4 


12 13 37 


3 2 


1 1 


; “ t ■» « 

quartered in other dormitories as prefects. 
t Total includes 4 day students. 

personal contact. Recognition early in an outbreak of 
enteric symptomatology will obviate the urgent samtary 
measures required for food poisoning. The four hour 
case incidence record comprising ambulatory as well a 

hospitalized C patients is a useful epidemiological pro¬ 
cedure aiding recognition of the disease. 
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PERIODIC ARTHRALGIA IN TWENTY-THREE MEMBERS OF FIVE GENERATIONS 

OF A FAMILY 


Hobart A. Reimann, M.D. 
and 

Angelo P. Angelides, M.D., Philadelphia 


A disorder characterized by pain in the joints at regu¬ 
larly recurrent short intervals over many years with no 
other disturbances and without permanent disability has 
been recognized as an entity for over a century. Several 
reviews of the subject have been made. 1 It has been called 
hydrops genus intermittens, hydrops articulorum inter¬ 
mittens and intermittent hydrarthrosis. More recently the 
name periodic arthralgia has been used, because effusion 
into the joints is not always present and the disorder 
seems to be one member of a group of periodic disturb¬ 
ances. They are characterized respectively by regular 
recurrences of fever, abdominalgia, arthralgia, neutro¬ 
penia, purpura and edema.- 

More than 100-reports of cases of periodic arthralgia 
have been published, mostly in European journals. It is 
certain, however, that many more instances occur but are 
not discovered. Victims of the mildest form may never 
seek medical advice, or, because of its characteristic long 
duration, lack of disability or deformation and absence 
of other tangible evidence of disease, the disorder may 
be regarded as a neurosis. Patients in seeking relief may 
go from physician to physician so as to preclude pro¬ 
longed observation and registration of clinical data, 
which bring to light its regular periodicity. 

Periodic arthralgia is characterized by strikingly regu¬ 
lar recurrences of pain and often swelling, usually of one 
or both knees, and of other joints of the extremities as 
well. In some instances only stiffness and in others effu¬ 
sion into the joint may be noted. The episodes usually 
recur at regular intervals of seven to 21 days, last several 
days, usually without fever or other symptoms or signs, 
and disappear until the next predictable bout. In some 
patients recurrences come at irregular short or long inter¬ 
vals. The disorder may begin at any time of life, and the 
intervals may shorten or lengthen. It may last a lifetime 
or may disappear either spontaneously or in rare in¬ 
stances after certain forms of therapy. Rarely do perma¬ 
nent injury to the joints and other effects on the general 
health occur. Biopsy study revealed edema of the syno¬ 
vial membrane with or without monocytic cell infiltration 
of the tissue. 3 Effusion of serous fluid, when present, may 
contain over 1,000 cells per cubic millimeter, and either 
polymorphonuclear cells or lymphocytes predominate. 1 

Our attention was called to the group of cases reported 
by a query published in The Journal requesting sugges¬ 
tions in regard to periodic pain in the extremities suffered 
by many members in five generations of a family 
(chart), 5 By the courtesy of Dr. F. R. Janney of Wauwa¬ 
tosa, Wis., two members of the family came to us for 
study. Ten others were interviewed at their homes in 
Chicago, and six living elsewhere replied to a question¬ 
naire. Most of them had become accustomed to their 
periodic discomfort and, since it was not disabling or 
deforming, gave little attention to it. It was accepted 
stoically as a familial trait. 


REPORT OF CASES 

The following two patients, mother and daughter, 
came to the hospital for study. 

Case 1 (IV-13). 6 —Mrs. E. S., age 32, had pains in her joints 
since she was 6 months old. They recurred two or three times a 
week and affected the large joints of her extremities singly, in 
various combinations or all at once. The pain appears suddenly 
and may be dull or severe for five to 30 minutes. In a single epi¬ 
sode there may be only one or as many as 20 bouts of pain, fol¬ 
lowed by three or four days of freedom from discomfort. The 
joints are always normal in appearance and nonpainful on mo¬ 
tion. No other symptoms or signs occur except an urge to 
defecate during an episode, and occasionally immediate relief of 
pain is obtained after defecation. It was stated that with advanc¬ 
ing age the frequency of the episodes had diminished to three in 
a month. Episodes of arthralgia continued unchanged during 
pregnancy. She bruises easily. Her past history is irrelevant ex¬ 
cept for urticaria four years ago. Physical examination revealed 
no abnormalities except for a few old ecchymotic areas on the 
right thigh and leg. 

Laboratory Studies .—The blood count, sternal marrow and 
urinalysis showed no abnormalities. The bleeding time, clot re¬ 
traction and clotting time were normal. The following measure- 
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Chart showing periodic arthralgia in five generations of one family. 


ments were made on the blood: uric acid, 1.9 mg., sugar 80 mg., 
calcium 10 mg,, phosphorous 3 mg., urea nitrogen 9 and 19 mg„ 
bilirubin 0.5 mg., total protein 7.4 mg,, albumin, 5.9 Gm. and 
globulin 1.5 mg. The sedimentation rate (Cutler method) was 9 
mm. in one hour. The result of urea clearance test was 57 per 
cent. A basal metabolic rate registered —1. The quantitative 
urine gonadotrophins were less than 6 units on three tests, the 
urine estrogens were 132 and 64 rat units and the 17-ketosteroids 
3.6, 5 and 4.4 mg. A stain of a vaginal smear by Shorr’s technic 
showed a slight to moderate estrogenic effect. Roentgenograms 


From the Jefferson Medical College and Hospital. 

I- (p) Bierring, W. L.: Intermittent Hydrarthrosis, J. A. M. A. 77: 

31 19 -'- ( 6 ) Comroe, B. J., and others: Arthritis and 
Allied Conditions, ed. 4, Philadelphia, Lea & Fcbiger, 1949, pp. 654-658. 

Reimann, H. A.: Periodic Disease: Periodic Fever, Periodic Ab- 
dominalgia. Cyclic Neulropenia, Intermittent Arthralgia, Angioneurotic 
Edema, Anaphylactoid Purpura and Periodic Paralysis, J. A. M. A. I-tl; 
175-183 (Sept. 17) 1949. Periodic Disease, to be published. 

3. Ghormley, R. K., and Deacon, A. E.: Synovial Membranes in 
Various Types of Arthritis: A Study by Differential Stains, Am. J. Rocnt- 
f. • , 3 .° : 740-746. 1936. Krida, A.: Intermittent Hydralhrosis of the 
Knee Joint: Report of 2 Cases Apparently Cured by Synovectomy, To¬ 
gether with Pathological Findings, J. Bone & Joint Surg. 13:449-163, 

Bact rwu’ ro i i9j6 JhC P3 ‘ hol ° sy of S > novial Elusions. J. Palh. & 

,, J' Familial Periodic Pain, Queries and Minor Notes, J. A. M. A. 130: 
1133 (April 16) 1949. 

6 . The cases presented are numbered to correspond with the paUcnis' 
p arc; m the genealogical chart and in the table. The Roman numbers 
indicate a generation; the arabic ones, the respective members of it. 
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of the chest and extremities showed no abnormalities. An eight 
lead record in an electroencephalogram was a normal one. An 
epinephrine tolerance test gave a normal result; the absolute 
eosinophil count before injection was 203, and three hours after 
injection of 0.5 cc. of a 1 to 1,000 solution of epinephrine hydro¬ 
chloride it was 44. 

On the evening of admission, Oct. 4, 1949, the patient had two 
attacks of pain in both elbow and wrist regions and the left knee. 
Each lasted about 10 minutes. On October 5 there was severe 
pain in the left knee and ankle, which lasted for 20 minutes. The 
patient was observed at this time, but nothing unusual was 
noticed. She was then free of arthralgia until October 7, when 
a dull, steady ache developed in her left knee for about two 
hours. On October 10 she had four bouts of pain in the right 
elbow and wrist. On October 11 there were two short attacks of 
pain in the right knee and in the left elbow. On October 13 the 
finger and wrist joints were affected. The pain shifted from joint 
to joint and up and down the left arm for approximately one 
hour. Tripelennamine (pyribenzamine®) hydrochloride, 50 mg., 
was given, after which the patient had itching of the legs and 
chilly sensations and felt weak. Within an hour afterward the 
pain disappeared. It was the patient’s impression that tripelenna¬ 
mine hydrochloride was not so effective as acetylsalicylic acid' 
(aspirin) in providing relief from pain. The patient returned to 
her home with the request to register her attacks for two months. 
Although the episodes were said to occur three times a month, 
the record showed five episodes in October, one extending over 
four days, and seven in November, occurring at intervals of 
six, two, four, four, four and three days. 

Case 2 (V-22).—R. S., aged 5, is the daughter of E. S., case 1 
(IV-13), who stated that arthralgia began at the age of 6 months. 
The pain recurred four or five times a week but became less fre¬ 
quent, appearing now two or three times a week. The arthralgic 
symptoms are so similar to those of the mother that detailed 
description is unnecessary. They are occasionally so severe as to 
wake the patient from sleep. However, certain differences occur 
in this patient as compared to all other affected members of the 
family: there is occasional sudden flushing of the cheeks before 
the onset of pain, or during severe attacks red blotches appear 
on the face, and abdominal pain occasionally accompanies the 
arthralgic episodes. 

Examination revealed no abnormalities except a few brown 
spots of resolving ecchymoses on the legs and arms. The same 
laboratory studies were made as were done of the mother, and 
no abnormalities were revealed except in the bleeding time, 
which was more than 10 minutes in two tests. An eight lead 
sleep-record electroencephalogram showed a focus involving 
electrodes no. 15 and to a lesser extent nos. 13 and 14. It was 
thought to be the result of trauma sustained at birth. 

During hospitalization arthralgia occurred in various joints, 
including the toes and fingers, in various combinations but usu¬ 
ally in the left knee and sometimes in the toes alone. Recur¬ 
rences were so frequent that only one to three-day intervals of 
freedom from pain were enjoyed. Pain lasted five to 25 minutes 
and was often severe enough to cause the child to cry. In a few 
episodes the face was flushed, and in others small urticarial welts 
appeared on the forehead. Acetylsalicylic acid relieved the pain, 
but tripelenamine hydrochloride had no effect. 

The following patients were observed at their homes. 

Case 3 (I1I-1).—Mrs. M. H., aged 61, had 10 children, two 
of whom died at ages 1 Vi and 6 years, and neither had pains in 
the joints. Of eight living children, seven have periodic arthralgia; 
four are males, three females. 

Mrs. M. H. was told that her episodes began in infancy, and 
she remembers them after the age of 5. They recurred three or 
four times a week but gradually came at longer intervals of once 
or twice a week and finally about once a month. The pains de¬ 
creased in intensity with age and vanished a year after meno¬ 
pause began at age 47. 

Arthralgia would appear in any large joint of the extremities, 
severe enough at times to wake her from sleep. The small joints 
were never affected. One or several joints were involved simul¬ 
taneously or in succession. Pain usually lasted about 30 minutes. 
Black and blue spots appeared in the"skin around the affected 
joint 24 hours later. No swelling, redness or heat were ever 
noted. The severity of any episode had no influence on the length 


of the interval before the next one. Acetylsalicylic acid and 
massage relieved the pain. Pregnancy had no influence on the 
recurrence or severity of the episodes. The patient began to have 
asthma at age 43, which persists. She bruises easily. 

Her first child, now aged 40, and this daughter’s four chil¬ 
dren have no arthralgia. 

Case 4 (IV-2).—Mrs. E. F., aged 38, was told that arthralgia 
began at 6 months of age and recurred once or twice a week 
The episodes gradually diminished in intensity and in frequency 
in the third decade, averaging once or twice a month. Ecchy¬ 
moses appeared in the skin over the painful joints in childhood. 
As in case 3 (III-l) the same joints were affected singly or in 
combination in an episode. Attacks continued during pregnancy. 
She bruises easily. Her child, aged 1, is free from arthralgia. 

Case 5 (IV-3).—In Mrs. E. M., aged 36, pains also began 
at 6 months of age, recurring two to three times a week. The 
periodicity lengthened after the onset of menstruation to once 
or twice a month. At age 16, an attack of jaundice lasting a month 
did not influence the nature of the episodes. The arthralgic epi¬ 
sodes are identical with those in case 3 (111-1) and last five to 
60 minutes. The pain feels as though something were boring out 
of the bone. In youth, black and blue spots occurred around the 
affected joints in severe episodes. As in case 1 (IV-13), an urge 
to defecate occasionally occurs during an episode followed by 
relief from pain. She is occasionally wakened from sleep by pain. 
Episodes recurred unchanged during three pregnancies. She 
bruises easily. , 

The patient’s male twins, aged 5 (V-6 and V-7), both have 
arthralgia with black and blue spots recurring two or three times 
a week, first noted at 18 months of age. One twin has had 
asthma since the age of 18 months. Another son, aged 11 months, 
has had no arthralgia up to the present. 

Case 6 (IV-4).—In Mr. A. H., aged 35, as in the others, pains 
developed at 6 months, which were most severe between 10 and 
15 years of age. They recurred once or twice every two or three 
weeks. After age 19 the severity lessened, and the intervals 
lengthened to twice a year or less. Pains are not in the joints 
but in the mid forearm, mid calf and mid thigh regions and 
extend to but not into the nearest joint. The pain is boring and 
lasts 30 to 90 minutes. Pain may recur in the same areas in one 
episode. 

The patient has two children; one, aged 5, is free from 
arthralgia, but in the daughter, D. H. (V-9), aged 6, pains began 
in early infancy. At first they recurred every two to three days, 
but now only once every two months. An episode lasted a day 
or two, then none appeared for two weeks, or three or four 
would recur on successive days. Attacks occurred day or night 
but usually at night, severe enough to wake the child and cause 
her to cry. In contrast with other relatives, pain is limited to 
her left leg. It appears, as in the father, in the mid portion of 
the tibia and radiates as far as the knee. No other joints ever 
are painful. No purpura occurs, but the skin bruises easily. 
Ecchymoses unassociated with trauma are usually present on the 
legs, but no other hemorrhagic tendency is obvious. 

Case 7 (IV-5).—Mr. R. H., aged 32, has episodes that are 
like those of the others. Attacks of pain now recur once m two 
months, and purpuric spots appear around the involved joints. 
He is a dancer, and his legs are affected more severely than his 
arms. Neither of his two children, aged 2 and 6, have arthralgia. 

Case 8 (IV-6).—Mrs. S. H., aged 28, has a history almost 
identical'with those of case 4 (IV-2) and case 5 (IV-3). Her son, 
aged 7, has no pains. 

Case 9 (IV-7).—In Mr. B. H., aged 26, pains were first noted 
at 6 months of age, recurring once or twice a week. In after 
years the frequency diminished to once a week, but the pain 
increased in intensity until age 21 Since then they recur once 
or twice a month. Pain is mild at first, reaches its worst in 0 
minutes and lasts 15 to 60 minutes. It is reheved by acetylsa i- 
cylic acid. The elbows, wrists, knees and ankles are usually 
affected, and, in contrast with other relatives, the fingers and 
toes are occasionally painful. For about a year he has‘ noticed 
that during the severest pains his hands and feet blanch and 
become cold for about 20 minutes. No ecchymoses occur and 
he does not bruise easily. An episode leaves him feeling ex- 

^Hktwo girls, age 4 months and 2 years, have no arthralgia. 
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Case 10 (IV-8).—In Mr. R. H,, aged 19, attacks were noted 
at 6 months of age. They recurred two or three times a week but 
have diminished to once a week. There may be several episodes 
over a period of a few days, then none for a week. The shoulder, 
elbow, knee, ankle and the metacarpal and metatarsal joints are 
affected in any combination or singly. For a period when he was 
approximately the age of 10, purpuric spots were noted around 
the affected joints. The same curious urge to defecate during 
the episodes and relief of pain thereafter occur as noted in other 
relatives. Acetylsalicylic acid also relieves the pain. 

The following records of other afflicted family mem¬ 
bers were obtained on mailed questionnaires. 

Case 11 (II-3).—Mrs. M. B., the matriarch aged 86, had 
arthralgia beginning in childhood. For the past 30 years, pains 
have occurred less often and less severely. The characteristics 
of the episodes are similar to those in her descendants. Little is 
known about her mother (1-2) except that she had similar peri¬ 
odic arthralgia. The same is true of siblings II-1, II-5 and II-7. 


ARTHRALGIA—REIMANN AND ANGELEDES 

youth, all would at times be involved at once. Pregnancy did not 
influence the episodes. 

Case 16 (IV-14).—In Mrs. D. N., aged 30, pains were said 
to have started at the age of 3 weeks. They are similar to those 
of other victims and are now less frequent and less severe. 
There is often an urge to defecate during the episodes. 

COMMENT 

A group of 23 instances of periodic arthralgia as a 
dominant, nonsex-linked, hereditary trait in five genera¬ 
tions of a family is described (chart and table). Evidence 
of heredity seems to be rare in periodic arthralgia and has 
been reported in only three other instances. 7 Many ex¬ 
amples of hereditary periodic edema (angioneurotic 
edema), however, have been reported in several groups 
of four or five generations of families.® The disorder in 
the family described here is strikingly uniform in its 


Summary of Cases of Periodic Arthralgia 










“Black 










and 





Age, 

Age at 

Frequency 

Later 


Blue 

Remarks 

Case 

Patient 

Sex 

Yrs. 

Onset 

at Onset 

Frequency 

Outcome 

Spots” 

1 (IV-13) 

E. S. 

F 

32 

0 in o. 

2-3 X, wk. 

Same 


0 

Urge to defecate, with relief; 







pregnancy no eiTcct; urticaria 

2 (V-22) 

B. S . 

F 

5 

6 mo. 

4*5 X, wk. 

2-3 X, Wk. 


0 

Face flushes; abdominal pain; 
urticaria 

3 (lll-l) 

M. H. 

F 

01 

Infancy 

3-4 X, wk. 

1 x. mo. 

Ceased, 
age 47 

4* 

Pregnancy no elTect; asthma 

■1 (1V-2) 

E. F. 

F 

38 

6 mo. 

1-2 X. wk. 

t -2 x, mo. 

4* 

Pregnancy no effect 

5 (IV-3) 

E. it. 

F 

30 

0 mo. 

2-3 X. wk. 

t-2 X, mo. 


4* 

Pregnancy and jaundice no 






effect; urge to defecate, 
with relief 





V-G* 

V.7* 

R. M. 

W. 31. 

At 

M 


18 mo 

18 mo. 

2-3 X, wk. 

2-3 X, wk. 



+ 


5 

Same 


+ 

Asthma 

6 (tV-t) 

A. H. 

M 

35 

0 mo. 

1-2 X, 2-3 wk. 

2 X, yr. 

Less 

0 

Pain in thighs, calves and 







severe 


forearms 

V-9* 

D. H. 

F 

6 

G mo. 

2-3 X, wk. 

l x, 2 mo. 


0 

Left leg only 

7 (IV-5) 

8 (tVG) 

n. h. 

S. H. 

M 

F 

32 

28 

6 mo. 

G mo. 

2-3 X. wk. 

1-2 X, wk. 

1 X»2 mo. 




2 X, mo. 


+ 

Pregnancy no oftect; urge to 
defecate 

Blanched hands and feet in 

9 (tV-7) 

B. H. 


20 

G mo. 

t-2 X, wk. 

1-2 X. mo. 

Less 

0 






1 X, wk. 

severe 


episode 

10 (IV-8) 

R. H. 

31 

19 

G mo. 

2-3 X, wk. 


+ 

Urge to delecate, with Tclief 

U (11-3) 

M. B. 

F 

8G 

Childhood 

Unknown 

Less 


0 

Duration of 60-)- years 

I- 2 t 

II- U 
n-51 


F 








31 

F 
















11-7 i 


F 








12 (II1-2) 

E. B. 

M 

58 

Childhood 



Ceased, . 
age K 

0 

Urge to defecate, with relief 



13 (HI-7) 

F. A. 

F 

4G 

3 yrs. 

1-3 X, wk. 

Few times 

Les3 

+ 


14 (IU-8) 

F. B. 

31 

44 

Childhood 


a year 

Less 

severe 

+ 

Pain in entire extremity 


in last 

10 years 

IS (IV-tl) 








E. S. 

F 

36 

3 wks. 

2-3 X, wk. 

3 X, mo. 

0 

Pregnancy no effect 

10 (IV-14) 

D. Jf. 

F 

30 

3 wks. 

2-3 X, wk. 

3x,mo. 

Less 

0 

Urge to defecate, with relief 








severe, 
not so 










often 




ci * ) 'i an 4 V.7, children of E. M,, case 5 (IV-3), and V-9, child of A. H.. case G (1 v' 1 ), ore not reported as separate cases in the text hut ure con* 
sfdered along with their respective parents. 

t Nothing is known about these patients except that they had the disease. 


Case 12 (III-2).—In Mr. E. B., aged 58, arthralgia began in 
infancy and ceased at age 16. There was an urge to defecate in 
some episodes. 

Case 13 (III-7).—In Mrs. F. A., aged 46, pains started at age 
3 or 4 and recurred several limes a week for years. They have 
diminished in intensity and frequency and now appear a few 
limes a year. Black and blue spots recurred for many years, but 
no relation to the arthralgia is stated in the questionnaire. 

Case 14 (1U-8).—Episodes of arthralgia in Mr. F. B., aged 44, 
began in childhood but arc lessening in frequency and severity.' 
Pain seems to be not in the joints but in an entire limb. It may 
be precipitated by strenuous exercise. Black and blue spots 
occasionally appear on an affected extremity. 

Case 15 (IV-ll).—In Mrs. E. S., aged 36, pains were said to 
have begun at the age of 3 weeks, coming two or three times 
a week. They gradually lessened in severity and came less often, 
at present about three times in a month. Arthralgia as in case 14 
(111-8) can be induced by overexertion. The knees, ankles, shoul¬ 
ders, elbows and wrists are affected usually one at a time. In 


behavior and began in early infancy in most victims. 
Among 19 members from whom information was ob¬ 
tained it lasted for life in many, about 80 years in one 
and lessened in frequency and severity in most of them. 
Nine bruised easily, but ho abnormalities in the blood 
were discovered to account for it. 

The occurrence of hemorrhagic spots raises the ques¬ 
tion of Schonlein’s purpura with arthralgia (peliosis 


. ' ' ' ° ,uuc > — v..;u.aumu W tmernuueme nereuilaire, 

Loire mcU 17: 287-293, 1893. (6) Frcnkd-Tissot, H. C.: FamitUrcr 
Hydrops iniermillcns und Purinstoflwcchscl, Ztschr. f. Expcr. Path, u, 
Thcrap. 1S:118-130, 1916. (c) Schlcsingcr, H.S Uber den Hydrops articu- 
lotum mtcrmitlcns und seine familiare Form. Wien. klin. Wchnschr. a»: 
63-72, 1926. 

S. Oiler. W,: Hereditary Angio-Ncutolic Edema, Am. J. M. Sc. 05: 
362-367, 1883. Schlcsingcr. H.: liber die familiare Form dcs akulen 
Gircumscnplcn Oedem. Wien. klin. Wchnschr. 6:335-338, 1598 , Crowder. 
3. R., and Crowder, T. R.: Five Generations of Angioneurotic Edema,’ 
Arch. tnt. Med. 20:840-852 (Dec.) 1917. 
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rheumatica), 9 which usually is grouped with Henoch’s 
purpura (purpura with abdominalgia) as a syndrome 
called anaphylactoid purpura. Both arthralgia and ab¬ 
dominal pain were present in each of four of Henoch’s 
original patients, 20 but apparently no attention was paid 
to his observation - that the disorder characteristically 
comes in attacks at intervals of eight days or more. The 
curious urge to defecate during the episodes in six of the 
patients here described and abdominal pain in case 2 
(V-22) further suggest the relation of these disorders. 
The relation of anaphylactoid purpura to angioneurotic 
edema was suggested by Osier. Schlesinger noted the 
resemblance of angioneurotic edema to intermittent 
hydrarthrosis 7C and these were grouped with Kabl meter’s 
allergic rheumatism, Solis-Cohen’s angioneural arthrosis 
and Hench’s palindromic rheumatism by Weber. 11 Rei- 
mann finally included them as forms of periodic disease, 
together with a variety of other regularly recurrent dis¬ 
orders like periodic fever, periodic abdominalgia and 
periodic neutropenia, 2 Favoring this arrangement are a 
similar temporal periodic regularity of the various entities 
and a degree of overlapping signs and symptoms among 
them, as if there were a unity of origin. For example, 
arthralgia may recur with episodes of periodic fever, 
periodic abdominalgia 12 or periodic neutropenia, and, 
as in this report, purpura and abdominal pain occa¬ 
sionally accompany periodic arthralgia. Each separate 
group may represent only a different manifestation of 
the same underlying cause, and the predominant feature 
gives the name to the respective form it takes. 

The inclusion of gout as a member of the group of 
periodic diseases was suggested, 13 and indeed G randidier 
in 1872 14 described a case of intermittent arthralgia of 
the knee recurrent every 14 days for years in a man from 
a gouty family. Gout was regarded by His 15 as the cause 
of intermittent swelling of the joints, and angioneural 
arthrosis may be mistaken for gout. 12 However, gout is 
rarely mentioned in any of the other reported cases of 
periodic arthralgia, and apparently no one has registered 
regularly recurrent episodes of gout. 

Several features of the disorder in mepibers of the fam¬ 
ily herein described vary from the usual picture of peri¬ 
odic arthralgia. The episodes do not occur at punctually 
regular intervals; concurrent purpuric spots appear in 
many of the victims, and in two instances pain was in the 
arm or leg, not in the joints. Pregnancy had a striking 
effect in the relief of the symptoms in intermittent ar¬ 
thralgia, 12 but in the present series neither pregnancy in 
six patients or jaundice in one had any influence. Never¬ 
theless, there are enough characteristics in common to 
warrant the inclusion of the disorder under the heading 
of periodic arthralgia. 

The cause of periodic arthralgia is unknown, but 
allergy has been incriminated oftenest. In the family de¬ 
scribed here, asthma or urticaria were present in four 
members. Allergic features were also present in the ar- 
thralgic families described by Frenkel-Tissot 70 and 
Schlesinger. 72 Allergy indeed gives rise to the various 
symptoms and signs characteristic of all the periodic dis¬ 
eases listed except periodic neutropenia. Hypersensitivity 
may have been the cause in rare instances reported by 
others, 18 since the disorder disappeared after removal of 


J.A.M.A., June 23, 1951 


an offending protein. However, in cases of periodic 
arthralgia or of anaphylactoid purpura, failure to dis¬ 
cover evidence of hypersensitivity to any protein is a 
common experience. 10 Elimination diets and treatment 
with antihistaminic agents almost invariably fail to in¬ 
fluence the disorder. It must be assumed , therefore, that 
“anaphylactoid” or allergic-like manifestations do not 
always indicate hypersensitivity to proteins, but may 
arise from other unknown causes. A vasomotor dis¬ 
turbance was suggested as the best explanation of the 
various clinical phenomena of periodic disease, 2 but it 
had already been suspected in 1880 by Seeligmuller 
(cited by Frenkel-Tissot), 70 and in 1888 Fridenberg re¬ 
garded periodic arthralgia as a neurosis of vasomotor 
origin. 110 No one yet has offered a satisfactory explana¬ 
tion for the recurrences of the disorder over many 
decades. 

SUMMARY 

Periodic arthralgia affected 23 members of five gen¬ 
erations of a family as a dominant hereditary trait. In 
one instance it has persisted for about 80 years. The 
disorder has the characteristics of the Schonlein-Henoch 
syndrome. Both probably are manifestations of the same 
underlying cause and represent variant forms of a group 
of periodic diseases. The cause of the condition and the 
reason for its long-continued recurrences are unknown, 
except that one may suppose the immediate cause to be 
a vasomotor disturbance, as suggested 70 years ago. 


9. Schiinlein, S. Allgtmeinc und specielte Pathologic und Therapit, 
ed. 4, Lit.-Compt., 1839, pt. 2, p. 42. 

10. Henoch. E,: fiber cine eigenthiimlidie Form von Purpura, Berl. 
Klin. Wchnschr. 11:641-643, 1S74. 

11. Weber, F. P.: Palindromic Rheumatism, Lancet 2:931-933, 1916. 

12. Siegal, S.: Periodic Disease, Correspondence, J. A. M. A. 141i1W 
(Nov. 5) 1949. 

13. Talbott, J. H.: Personal communication to the authors. 

14. Grandidier: fiber Hydrops genus intermittens, Berl. klin. Wchn¬ 
schr. 0:266, 1872. 

15. His, W.: Angioneurntische Oedcme und intermittierende Gelenksch- 
welluttg, auf gichfischer Grundiage, cited by Frenkel-Tissot. T » 

16. Solis-Cohen, S.: On Some Angioneural Arthroses (Periarthroses, 
Pamnhioses) Commonly Mistaken for Gout or Rheumatism, Am. J. M. 
Sc. ITT: 228-243, 1914. 

n (a) Bierting." (h) Fridenberg, A. H.: A Rare Form of Vasomotor 
Disease: A Contribution to the Study of Hydrops Intermittcns Articu- 
iorum, Med. Rec., N. Y. 33 : 657-663, 1888. 

18. Service W. C.: Hydrarthrosis of Allergic Origin, Am. J. Surg. 37: 
Pl-122 1931 Berger, H.: Intermittent Hydrarthrosis with Allergic Basis, 
J. A M. A. 113 : 2402-2405 (June 10) 1939. 

19 Doan C. A.: The Etiology and Management of the Hemorrhagic 
Diatheses, Ann. Int. Med. 31:967-988, 1949. 


Fafe of Homografts.—Homotransplantation of human tis- 
has intrigued the medical profession almost since the be- 
tiug of our civilization. It was not idle curiosity that lured 
ous investigators into this field but a des.re to procure pe - 
lent survival of homografts, an accomplishment of great 
deal importance. Thefe are the fields of endocnndogy, recom 
ctive surgery, orthopedics, plastic surgery and many Olliers 
vhicb successful homotransplantation would open up new 
7nn , in the treatment of deficiencies and defects. The re 
s in the literature on this subject have been costing. »* 
that homografts take well and may remain viable for differ 
period tf time. Indeed, during the first few weeks horne¬ 
ts mav be indistinguishable, grossly or histologically, from 
ITs Most workers agree, however, that homografts do 
survive permanently in the new host and sooner or later 
disintegrate.—Hamilton Baxter, M.D., and Martin A. 
n, M.D., Clinical Study of the Fate of Homografts in h , 
A mnnVnH Journal of Surgery , March 1951. 



Vol. 146, No. 8 


717 


DERMATITIS FROM LOCAL ANESTHETICS 

WITH A REVIEW OF ONE HUNDRED AND SEVEN CASES FROM THE LITERATURE 

C. Guy Lane, M.D., Boston 

and 

Ralph Luikart //, M.D., Santa Barbara, Calif. 


A localized dermatitis as a result of contact with a 
local anesthetic topically applied or a well generalized 
dermatitis as a result of becoming sensitized to the drug 
appears sufficiently often to warrant a review of the sub¬ 
ject. Such an irritation almost always occurs because of 
a hypersensitiveness of the skin resulting from a previ¬ 
ous contact to that particular local anesthetic. Among 
dentists, dermatitis of this type has appeared frequently 
on the hands and elsewhere from procaine (novocain®) 
often causing considerable disability before the causal 
factor was recognized. It is now a matter of common 
knowledge among dentists, and consequently compara¬ 
tively few cases are reported in the literature at present. 

Other cases of dermatitis are reported among users 
of ointments and creams containing local anesthetics, 
especially when used to relieve pruritus, and particu¬ 
larly in the presence of an already irritated skin. Such 
cases have been observed frequently by dermatologists 
since Mook’s 1 report in 1920 but often are not reported 
in the literature. It is unfortunate that the interest and 
news value of many common medical problems may fall 
so low after a brief period when they flourish in the litera¬ 
ture. Often reports on relatively common diseases ap¬ 
pear so seldom in journals that one may conclude from 
, the literature that the condition is relatively unusual. 
Both Fox 5 and Parkhurst 3 have expressed their surprise 
at the infrequency of reports on epidermal hypersensi¬ 
tivity reactions to local anesthetics when their occurrence 
is so relatively frequent. Thomas, 4 Howell 5 and Morris a 
have presented evidence as to the frequency and impor¬ 
tance of these hypersensitivities. 

The local reaction following the topical application of 
one of these preparations may appear only as redness 
and itching. Further application usually results in a 
gradual extension of the inflammation, with swelling, 
vesiculation, oozing, crusting and often marked discom- 
• fort. All too often, other areas appear as a result of the 
increase of the induced hypersensitiveness of the skin, 
with perhaps a merging of the patches to form a general¬ 
ized dermatitis. The original condition for which the 
local anesthetic was applied is greatly exaggerated, and 
the convalescence is usually slow and protracted even 
with the most soothing treatment and careful handling of 
the individual patient. Such reactions may follow the 
application of any of these local anesthetics. 

The various groups of substances have been reviewed 
with regard to cases reported in the literature since 1921, 
although in our opinion the number of cases reported 
here does not begin to indicate the total number of cases 
or the amount of disability from such applications. Over 
a period of years the list of substances used as local 


anesthetics has gradually increased and numerous names 
have been adopted for the many preparations having the 
characteristic of producing local anesthesia (table I). 

PROCAINE HYDROCHLORIDE 

Thirty cases of procaine epidermal hypersensitivity 
appearing in the literature are presented in. table 2. 7 
Sixty-six per cent are confirmed by positive patch tests. 
After the first reports of one of us (C. G. L. in 1921) 
53 per cent of the reported cases appeared in the follow¬ 
ing two years. It would seem that more than 47 per cent 
of the use of procaine and its epidermal reactions have 
taken place in the years 1923 to date. This suggests that 
the reporting of these cases was popular in 1921-1922, 
and that the reporting of reactions in the literature is a 
low index of the true incidence. In only six of these cases 
were patch tests with a limited number of substances 
done to determine collateral sensitivity. However, the 
wide reach of local anesthetic sensitivity in the procaine 
sensitive patient is sufficiently impressive in the cases 
studied to warrant caution. 

Considering the great numbers of patients in which 
procaine inadvertently contacts the skin surface and the 
fact that 83 per cent of the reported cases appear in peo¬ 
ple who use it with great frequency (dentists and phy¬ 
sicians), it appears that many exposures are required for 
a given person to develop procaine epidermal hyper¬ 
sensitivity reactions and that the condition is basically an 
occupational disease. 

ORTHOFORM 

Of the seventeen patients with epidermal hypersensi¬ 
tivity to orthoform (methyl p-amino-m-hydroxybenzo- 
ate, old orthoform) reported (table 3), only seven were 
given patch tests with new orthoform (methyl m-amino- 
p-hydroxybenzoate). All seven reacted positively to the 
new as well as the old orthoform. Schwarzschild had little 


This article has been abbreviated for publication in The Journal by 
omission of 11 tables. These will appear in the authors’ reprints. 

, Rea<i before the Section on Dermatology and Syphilology at the 
Ninety-Ninth Annual Session of the American Medical Association, San 
Francisco, June 28, 1950. 

1. Mook, \V. H.: Skin Reactions to Apolhcsin and Quinin in Suscep¬ 
tible Persons, Arch. Dermat. & Syph. 1:651 (June) 1920. 

2. Fox, E. C.: Exfoliative Dermatitis from Butesin Picratc Ointment, 
Arch. Dermat. &, Syph. 2G:44 (July) 1932. 

3. Parkhurst, H. J., and Lukens, J. A.: Dermatitis Due to Butyn, 
J. A. M. A. 112 : 837 (March 4) 1939. 

4. Thomas. J. W., and Fenton, M. M.t Fatalities and Constitutional 
Reactions Following Use of Pontocainc, J. Allergy 14: 145, 1943. 

5. Howell, J. B.: Contact Dermatitis: Analysis or Tabulation of All 
Pr0VCd in Singlc Year * Arch - Dermat. & Syph. 53:265 (March) 

6. Morris, R. C.; Procaine Dermatitis, Correspondence, J. A, M. A, 
77: 1537 (OcL 22) 1921. 

7. Patients reacting to epinephrine or other drugs in some procaine 
solutions were not included here. 
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difficulty in sensitizing his twelve subjects, 8 suggesting 
that hypersensitivity to the repeated topical application 
of orthoform might be frequent. Eight of these subjects 8 
also were given patch tests with ethyl aminobenzoate 
(benzocaine), cycloform® (isobutylparaaminobenzoate) 
and propaesin (paraaminobenzoic acid propyl ester). 
Only one subject had a positive reaction, and this per¬ 
son reacted positively to all three. Apparently cross 
sensitization here is not likely but does occur. 

BUTAMBEN (BUTESIN®) PICRATE 

Fourteen cases of epidermal hypersensitivity to bu- 
tamben (butesin®) picrate are listed in table 4. In read¬ 
ing the descriptions of the cases of Sulzberger and Wise, 3 
Fox 2 and Jackson, 10 one is impressed by the severity 
and long duration in the cases described. Fox and Jack- 
son both point out the marked generalized “sensitiza¬ 
tion” reactions which may occur, and Oliver 11 states, 
“In patients allergic to that material I have seen most 
amazing generalized toxic dermatitis develop after the 
use of butesin picrate on minor injuries, cases in which 
there was no possibility of toxic products at the site of 
the wound being responsible.” Trinitrophenol (picric 
acid) is a component of butamben picrate. Sensitivity 
reactions in some cases to the latter compound is proba¬ 
bly based on a trinitrophenol sensitivity. Jackson 10 has 
described three cases of trinitrophenol sensitivity. 

TETRACAINE (PONTOCAINE®) 

Fourteen cases of epidermal hypersensitivity to tetra¬ 
caine are shown in table 5. Thomas 1 made patch tests 
on 201 endoscopy patients, finding 20 with plus or 
2 + reactions and three with suggestive reactions. Fel¬ 
ton 1 patch-tested 49 controls with 2 per cent tetracaine, 
finding two with plus reactions and six with plus-minus 
reactions. Considering the incidence of hypersensitivity 
as indicated by the patients of Thomas and the controls of 


8. Schwaizschild, L.: Sensitization Experiments with Oriho/orm Series, 
Arch. i. Dermat. & Syph. 156 : 432, 1928. 

9. Sulzberger, M. B,, and Wise, F.: Drug Eruptions: II. Dermatitis 
Eczematosa Due to Drugs, Arch. Dermat. & Syph. 38:461 (Oct.) 1933, 

10. Jackson, N. R.: Dermatitis from Picric Acid Solution and Butesin 
Picrate Ointment. Arch. Dermat. & Syph. 31:40 (Jan.) 1930. 

11. Oliver, E. A., in discussion on Templeton, H. J.: Epidermal and 
Dermal Sensitization (Coexisting in Same Individual), J. A. M. A. 127: 
90S (April) 1945. 

12. Gans, H.: Pontocaine: Eczema Developing After Anesthesia, Hals-, 
Nasen- u. Ohrenarzt 37: 152, 1936. 

13. Gebb, H.: Pontocaine in Ophthalmology, Ztschr. f. Augenh, 79: 
467, 1933. 

14. Mannheimcr, M.: Hypersusceptibiiity to Pontocaine Used in Ophthal¬ 
mic Surgery, Deutsche med. Wchnschr. 59 : 85, 1933. 

15. Marx, E.: Ophlhalmic Reactions to Pontocaine, Klin. Monatsbi. f. 
Augenh. S9 : 209, 1932. 

16. Rauh, W.: Experience with Pontocaine, Ztschr. f. Augenh. S3: 134, 
1933. 

17. Reilsch, W.: Pontocaine as Cause of Eczema, Klin. Monatsbi. f. 
Augenh. 97 : 773, 1936. 

18. Sander-Larsen, S.: Pontocaine Eczema, Acta ophth, 16 : 647, 1938. 

19. Cameron, O. J.: Skin Eruptions Due to Nupercaine and Pontocaine, 
Nebraska M. J. 23 : 229, 1937. Choquard, L.: Report of Unexpected 
Production of General Anesthesia by Local Use, Schweiz, med. Wchnschr. 
61:666, 1931. 

20. Paillard, R„ and Wyss-Chodat, F.: Cutaneous Hypersensitivity to 
Local Anesthetics of the Aniline Group, Schweiz, med. Wchnschr. 73: 


442, 1942. 

21. Sulzberger, M. B.: Dermatologic Allergy: An Introduction in the 
Form of a Scries o! Lectures, Springfield, 111., Charles C Thomas, Pub¬ 
lisher, 1940, p. 469. 

22. Kesten, B„ and Laszlo, E.: Dermatitis Due to Sensitization to Con¬ 

tact Substances: Dermatitis Venenata, Occupational Dermatitis, Arch. 
Dermat. & Syph. 331221 (Feb.) 1931. , 

23. Klauder, J. V.: Novocaine Dermatitis, Dental Cosmos 64. 305, 
1922. 


Felton, here again the literature would appear to give a 
low index of the occurrence of sensitivity. 

So far as the cases of external epidermal hypersensi¬ 
tivity are concerned, tetracaine hypersensitivity seems to 
occur chiefly in ophthalmologists and their patients. 
Additional cases of tetracaine hypersensitivity are re¬ 
ported by Gans, 12 Gebb, 13 Mannheimer, 11 Marx, 15 
Rauh, lc Reitsch 17 and Sander-Larsen. 18 

DIBUCAINE (NUPERCAINE®) HYDROCHLORIDE 

In addition to 11 cases of epidermal hypersensitivity 
to dibucaine (nupercaine®) listed in table 6, two cases 15 
of general dermatitis have been reported from the wide¬ 
spread topical use of dibucaine. This agent is one of the 
most commonly prescribed creams for the relief of itch¬ 
ing and has resulted in many cases of dermatitis which 
have not found their way into the literature. Its use 
should be restricted. 


ETHYL AMINOBENZOATE (BENZOCAINE) 

Among the eight cases (table 7) of epidermal 
hypersensitivity to ethyl aminobenzoate (benzocaine) 
Schwarzschild 8 and Paillard 20 studied the problem of 
collateral hypersensitivity and found it uniformly when 
it was sought. Sulzberger 21 remarks, . . in particular 
all local anesthetic drugs, such as benzocaine (ethyl- 
aminobenzoate), while they may temporarily relieve 
pruritus by their effect on the terminal nerve endings, 
are relatively frequent sensitizers; and can often produce 
or aggravate a dermatitis.” 


BUTACAINE SULFATE (BUTYN®) 

In three of the eight cases (table 8) of epidermal 
hypersensitivity to butacaine sulfate (butyn®) listed col¬ 
lateral sensitivity was looked for and found. 

OTHER LOCAL ANESTHETICS 
Nine cases (table 9) of hypersensitivity to other local 
anesthetics are reported. Novol is a proprietary prepara¬ 
tion containing chiefly procaine, epinephrine and chloro- 
butanol (chloretone®). Cases of sensitivity to this agent 
were not included under procaine because in one the 
patch test to procaine was negative 22 and in the other 
slightly positive, 23 while the tests to novol were strongly 
positive in both. Tests for epinephrine and chlorobutanol 
were not reported individually, but appear to be possi¬ 
bilities. The lack of case reports of hypersensitivity to 
piperocaine (metycaine®) hydrochloride might be ex¬ 
plained by the unusual difference in its structure from 
most other local anesthetics, but this explanaUon s 
certainly not applicable to larocaine. Apothesine, like 
Iarocaine® a procaine-type compound, has apparent y 
fallen into disuse. Sedothyol (a butyl aminobenzoate 
preparation) is closely allied to ethyl aminobenzoate 
(benzocaine): both are well known offenders. Nestosy! 
is a preparation containing ethyl and butyl am.noben- 


DERMATITIS among dentists 
a November 1947, the Council on Dental Thera- 
tics of the American Dental Association, a P 
ts program of therapeutic investigation, be 8 jn 
ip ile a fist of dentists who were sensitive to procain 
famine (monocaine®) butacaine and other drugs 
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used in. their practice with a view to possible prevention 
and rational treatment of occupational dermatitis among 
dentists.- 1 By Oct. 1, 1948 the council had obtained the 
names of 742 dentists reported to be hypersensitive to 
one or more items used in their practice. The results of 
the survey suggest that perhaps as many as 700 more 
dentists who have symptoms have not reported to the 
council. 

About 400 of the dentists responding appeared to 
have a dermatitis due to local anesthetics. 25 A further 
study of some members of this group has been reported 
by Laden and Wallace.'-' 6 In these dentists the hyper- 
sensitizing factor was restricted to substances of the pro¬ 
caine group and was not present in local anesthetics 
which differed markedly from procaine in their nucleus 
or side chain. It was found that relief depended upon 
avoiding these procaine preparations and adopting sub¬ 
stitutes in other groups. Further investigation of group 
specificity is needed to explain the relationships of these 
various agents. 

In table 10 are listed the 39 cases of dermatitis from 
local anesthetics among dentists and physicians, indi¬ 
cating the occupational hazard in these groups. This 
table emphasizes the figures obtained in the survey 
among dentists of the American Dental Association 
referred to above. 

COMMENT 

Howell 3 .bas suggested a presentday suitable criterion 
for cases of contact dermatitis: (1) known exposure to 
substance; (2) eczematous reaction to patch test in 
harmless concentration, and (3) elimination of sub¬ 
stance resulting in clearing of the skin. When the reac¬ 
tion of epidermal hypersensitivity appears it is typically 
that of dermatitis venenata, but in long-standing derma¬ 
titis, such as continued occupational use of procaine, the 
reaction presented may be dry, fissured, scaly, and kera- 
totic. 27 The reaction of epidermal hypersensitivity to 
local anesthetics topically used is usually characterized 
by a period of delay or development of the reaction of 
sixteen to forty-eight hours, 3 but it may not appear for 
as much as 45 days 28 after a single patch test. The 
dermatitis may progress for as much as 20 days 3 after it 
makes its appearance. Schwarzschild,* using the local 
anesthetic orthoform, demonstrated that in over half of 
his human experimental subjects epidermal hypersensi¬ 
tivity could be produced by repeated epidermal appli¬ 
cations. Even corneal ulcers have been reported to follow 
the use of drops containing procaine. 23 

The problem of localized epidermal hypersensitivity 
appears to have progressed to this point: Patients with 
positive patch tests have been shown only in specific 
instances to have negative mucous membrane tests, 20 
negative intradermal and scratch tests, 20 ' 1 negative Praus- 
nitz-Kustner reactions, 21 negative abdominal patch tests 
with positive forearm patch tests, 30b ' 0 and an increase 
in reaction at the site of a previous patch test. 33 ’'- c 
Schwarzschild 5 states that in three fourths of his human 
experimentally sensitized patients a sensitivity of the 
entire skin was produced from one circumscribed area. 
McAlpine 27,! presented four cases with a positive patch 
test in three of which there was a negative conjunctival 
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reaction and in one a positive conjunctival reaction. 
Berens 273 had three patients with a positive conjunctival 
reaction, of which two had a positive skin test and one 
a negative skin patch test. This problem resolves itself 
perhaps into an integration of the factors of (1) time, 3 
period of refractoriness to sensitization, and period of 
incubation to sensitization; (2) route of exposure to the 
skin, local or hematogenous at one time, and (3) amount 
of substance absorbed and distributed, or held locally, or 
desquamated with the reaction. Knowledge of these items 
and further data on group sensitivity to local anesthetics 
would seem to require further experimental elucidation. 
Today one might say that the presence of an epidermal 
sensitivity in a given area may mean sensitivity in all 
cutaneous areas in a given patient and that a single indi¬ 
vidual may have a sensitivity to other members of a 
chemically related group of substances, 28 and for the 
practical practice of medicine these thoughts may best 
serve our purposes for the moment. 

The frequency of occurrence of dermatitis associated 
with the local application of anesthetic agents emphasizes 
the very wide use of these preparations for the relief of 
cutaneous symptoms. A casual search reveals the fact 
that many firms have produced preparations for relief 
of these symptoms in much the same way as the anti- 
histaminic preparations are being brought out today. In 
table 11 are indicated some of these many preparations 
containing local anesthetics for topical application. It 
would seem advisable that some sort of warning concern¬ 
ing possible sensitization should accompany such prepa¬ 
rations when prescribed for local use. 

SUMMARY 

The paucity of case reports of the frequent sensitizers 
among the local anesthetic drugs is surprising. Such cases 
occur frequently. One hundred and seven cases of epi¬ 
dermal hypersensitivity to local anesthetics are reviewed. 
Seventy-eight cases, or 73 per cent, were confirmed by 
positive patch test. In decreasing order of case report 
frequency they are: procaine, orthoform, butamben 
(butesiri®) picrate, tetracaine (pontocaine), dibucaine 
(nupercaine®), ethyl aminobenzoate (benzocaine), buta- 
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caine (butyri 3 ), apothesine,® larocaine® and piperocaine 
(metycaine®). Collateral sensitivity among these similar 
organic compounds is not infrequent and may be wide. 
A recent survey of dentists indicates a rather high pro¬ 
portion of dentists who have become sensitized to local 
anesthetics. These agents are an occupational hazard. 
In considering the problem of possible localized epi¬ 
dermal hypersensitivity it seems sound for practical pur¬ 
poses to assume that such a localized sensitivity may 
mean generalized sensitivity in any given patient. It 
would seem unwise to dispense or prescribe a local anes¬ 
thetic preparation for topical use without being alert for 
the occurrence of epidermal hypersensitivity at any time. 
Furthermore, a word of caution about the possibility of 
such sensitization should be issued in all advertising ma¬ 
terial which concerns these agents. 

Addendum : Since this report was finished two reports 
of dermatitis due to the procaine fraction of procaine 
penicillin have been noted: (Peck, S. M., and Feldman, 
F. F.: Contact Allergic Dermatitis Due to the Procaine 
Fraction of Procaine Penicillin, J. Invest. Dermat. 13: 
109 [Sept.] 1949; Hitschmann, O. B., Leider, M., and 
Baer, R. L.: Dermatitis Due to the Procaine Fraction 
of Procaine Penicillin, ibid. 15:165 [Sept.] 1950). 

416 Marlborough St.—1525 State St. 


ABSTRACT OF DISCUSSION 

Dr. Earl D. Osborne, Buffalo, N. Y.: Dr. Luikart’s paper 
is timely in view of the rapid increase in the use of local anes¬ 
thetics incorporated in proprietary preparations. I made an 
analysis of 200 cases of dermatitis venenata, to try to obtain an 
idea of the incidence of reaction to local anesthetics as well as 
to other medication. These figures are rough because, in many 
cases, it is impossible to pin down the cause to a single specific 
agent. About 40 to 50% of the cases of dermatitis venenata 
that come to the dermatologist’s office are due to medication 
of one type or another; of this 40 to 50%, between 10 and 20% 
are due to local anesthetics. An interesting point is the inter¬ 
relation of reaction between related chemical compounds and 
their specificity. While an individual who reacts to a chemical 
compound of one type is likely to react to another related chemi¬ 
cal compound, that is not always true. In testing patients with 
chrome compounds, for instance, we have noted many times 
subjects who would react positively to patassium bichromate 
and negatively to chromic acid, and so on. There are many 
other similar examples. A person who has dermatitis due to 
one chemical compound, when exposed to these local anesthetics 
or poison ivy or some other plant, is four to five times as liable 
to development of another dermatitis from additional sensi¬ 
tization to other chemical compounds as is a person who has 
never had a dermatitis venenata. If one tests any series of patients 
presenting dermatitis venenata from any chemical compound, 
in addition to the positive test to the specific substance, if he 
does enough tests he will invariably find two or three other 
positive reactions to completely unrelated chemical compounds; 
hence it is impossible to make a hard and fast rule. An'inter¬ 
esting phase of this problem has to do with recognition of diffi¬ 
cult cases of dermatitis scattered helter-skelter on the body. 
Local anesthetics are chiefly used in local areas such as the 
anal area, for pruritus ani, the vulvar area, for pruritus vulvae, 
and occasionally a localized area such as for insect bites, and 
often there will be an exacerbation of a dermatitis in that area 
without causing the patient too much concern, and at the same 
time a dermatitis will appear on the eyelids from contact with 
the fingers, or elsewhere on the body, such as on the nail in nail 


lacquer dermatitis, the eyelids, the cheeks and neck, and other 
areas. In a series of cases we found quite a number of examples 
of the presenting symptom being a nondescript dermatitis that 
had eluded detection, at least as to the cause, for manv weeks 
or months. 

Dr. Donald M. Pillsbury, Philadelphia: I should like to 
discuss this problem from another angle—whether or not these 
preparations are effective in the relief of itching. A fundamental 
error has been made in assuming that, because a preparation 
placed on the conjunctiva produces loss of sensitivity or because 
it produces anesthesia on injection, it will relieve itching on 
application to the skin. This whole problem has been under 
study by Dr. W. B. Shelley and others in our department for 
three years. Through the normal, unbroken skin it is impos¬ 
sible to get any anesthetic down to the nerve endings in a con¬ 
centration sufficient to produce any relief of pain or itching. 
Shelley and others collected reports on some 57 different types 
of preparations that have been suggested for the relief of pru¬ 
ritus. In only two of those had the conditions of study been 
controlled at all. Those were both in the use of dibucaine. In 
one study it was thought that dibucaine was good, and in the 
other there was no demonstrable effect at all. If we can get a 
preparation which will relieve itching, or if there is even rea¬ 
sonable evidence that it will, one can possibly assume a small 
calculated risk of sensitization. But when we have this whole 
group of preparations in which there is undoubted evidence that 
they do produce sensitivity, that they do produce disability, and 
for which the evidence that they relieve itching is extremely 
slim, our position in the matter is poor. I think, therefore, that 
this report of Drs. Lane and Luikart is extremely timely. 

Dr. Ralph Luikart II, Santa Barbara, Calif.: I am grateful 
to Drs. Osborne and Pillsbury for their reinforcement of the 
principle that we are trying to disseminate. Dr. Osborne wisely 
brought out the high percentage of incidence of these hyper¬ 
sensitivities. Collateral hypersensitivity to related compounds, 
as judged from collateral patch testing with similar organic 
chemicals in patients who are sensitive to local anesthetics, has 
indicated that the polysensitivity of a given person may be broad, 
particularly at the time of an acute episode. Often, after the 
acute episode is over, patch testing will reveal that the hyper¬ 
sensitivity appears then to be more chemically specific. I should 
like to add to one of Dr. Pillsbury’s statements. Not only are 
local anesthetics dangerous, but frequently the prescribing of a 
local anesthetic in an ointment base (as is usually done) exag¬ 
gerates the patient’s pruritus. Do we occasionally overlook the 
fact that these ointment bases are physically occlusive in nature 
and the occlusion of the skin retains its local warmth, thereby 
increasing the sensation of pruritus? We should conclude, then, 
that not only may the topical application of local anesthetics 
be dangerous in many instances but also in individual patients 
their use in ointment form may increase pruritus. 


Clinical Observations and Scientific Analysis.— Our knowledge 
of the nervous system has advanced enormously m the last half 
rentury, and the picture of its activity has changed dramati- 
;ally from that of a static telephone system to that ot a tar 
nore complex, flexible, mobile, dynamic instrument. This 
:hange has come about in good part because neurophysiolo¬ 
gists have had to consider new phenomena, discovered in many 
■ases in the clinic and by clinical workers which demanded 
cientific analysis and interpretation. Such phenomena force th 
experimentalist and the scientific theoretician into broader and 
nore useful and certainly truer views of the real mechan ms of 
he nervous system. The clinician who observes carefully and 
Slows himself to think about the meaning of his observations 
vil! do a great service to medical science by supplying the ex 
lerimentahst with valuable stimuli. This is nowherebenerilus- 
rated than by the clinical contributions in the field of pain. 

W. Gerard, M.D., The Physiology of Pam: Abnormal 
<feuron States in Causalgia and Related Phenomena, Anestlws, 
logy, January 1951. 
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THE SEXUAL PSYCHOPATH 


Ben Karpman, M.D., Washington, D. C. 


The general public has but a vague idea of what a 
sexual criminal is. It calls him a sex maniac, thinks he 
is some terrible monster, and is afraid of him. Questioned 
directly, women mention rape and perhaps exhibitionism 
or assaults, especially on children. The public is likely 
to regard simple molestation as of such little moment 
that in most cases it is not even reported. It accepts 
prostitution as an inescapable evil, shrugs in disgust at 
cases of homosexuality or perversion, and expresses 
profound disgust on learning of masturbation in public. 
The physician’s attitude is hardly more enlightened. He 
treats the pervert (paraphiliac) with contempt and 
speaks of him as a degenerate, though the term carries 
a connotation of moral opprobrium that has no place in 
medical work. (The term paraphiliac is scientifically 
more correct and is more objective as well.) 

The public has little idea of the meaning or frequency 
of sexual crimes or of their relation to the problem of 
crime in general. As a rule, people are indifferent to the 
problem. However, let some particularly revolting sexual 
crime take place, as rape followed by great abuse or 
murder, and the whole community becomes aroused, 
newspapers are filled with gruesome details, and the news 
of a sex crime wave spreads. A few sex offenders con¬ 
veniently appear and are given heavier than usual sen¬ 
tences; the police redouble their energy in apprehending 
sexual offenders; the public spirit is appeased for a while, 
and the “wave” dies out. Actually it is doubtful whether 
there has ever been a real sex crime wave except, per¬ 
haps, during and shortly after a war, which generally 
favors a certain degree of moral looseness. It is also 
doubtful that the claim that sex crimes are on the increase 
can be substantiated by valid statistical reports. They are 
increased solely because of an increase in population 
but are not proportionately more numerous. 

Laws are not clear as to the specific definition of 
sexual crimes. Sexual behavior that may be regarded as 
a felony and a crime in one jurisdiction is not considered 
even a misdemeanor in another. Furthermore, crimes 
obviously of a sexual nature and otherwise conforming 
to the original definition of sexual psychopathy (as, for 
instance, rape) are universally viewed by law as assaults, 
as offenses against persons. A person may commit incest 
in the privacy of his home and not fall within the defini¬ 
tion of a sexual psychopath, yet be regarded and pun¬ 
ished as such should the situation come to public 
attention. 

With the exception of such clear-cut offenses as 
exhibitionism or assaults on minors, laws relating to 
punishment for sex crimes are far from specific. Tech¬ 
nically, prostitution is a sex crime but is rarely punished 
unless something brings it to the attention of the public. 
Rape, dearly a sexual crime', is regarded by law as an 
assault on a person. One person convicted of rape may 
receive the death penalty, while in another jurisdiction 
and in circumstances that appear identical the charge 
may be less and the penalty not as severe. People have 


been arrested for carrying in their pockets pictures of 
nude men and women that differ in no wise from pictures 
published in nudist magazines, many of which are 
allowed to go through postal channels. 

THE NOSOLOGICAL POSITION OF SEXUAL PSYCHOPATHY 
WITHIN THE FRAMEWORK OF NEUROSIS 

The terms “sexual psychopath” and “sexual psychop¬ 
athy” have no legitimate place in psychiatric nosology 
or dynamic classification. They are popularly and legally 
used to designate a certain type of behavior that, on the 
one hand, is characterized by socially prohibited or un¬ 
acceptable sexual aggressiveness, and, on the other hand, 
by lack of regard for the feelings of the partner who is 
forced against his or her will to participate. Whether 
it is comparatively mild as in the case of simple assault, 
or whether it is severely aggravated assault, it is, as a rule, 
an expression of an uncontrollable urge, committed with¬ 
out logic or rationale, under the influence of a strong, 
overpowering drive. The act apparently gives no emo¬ 
tional satisfaction but only relief from unbearable ten¬ 
sion. Such behavior represents practices that are not con¬ 
sidered normal by the particular social order in which 
the person lives. As such, it clearly comes within the 
purview of the law, for by violating the morals or sexual 
independence of others it violates one of the basic prin¬ 
ciples of individual freedom. 

The law regards these reactions as willfully perpetrated 
offenses, the results of malicious intent and premedita¬ 
tion. Psychiatry (more specifically, dynamic psychiatry), 
because of the opportunity it has had to study the deeper 
motivations behind human behavior, takes a broader 
view. It recognizes these reactions as part of a large group 
of behavior disorders commonly classified under the 
heading of perversions, or paraphilias (the paraphiliac 
neuroses). These are reactions that are not desirable 
biologically or culturally and are therefore prohibited. 
Homosexuality and related behavior are included here 
because biologically no issue can result from a homo¬ 
sexual union. The cultural paraphilias are those such as 
incest, pedophilia, and rape, which biologically can result 
in issue, though such issue is prohibited by our culture. 

The definition of sexual psychopathy encompasses 
such behavior as exhibitionism, peeping, transvestism, 
masturbation, obscenity, and the like if committed in 
public but excludes the same reactions if committed 
privately. Thus, if one person forces another person 
under threat into homosexual activity, it is regarded 
legally as a sexual offense. However, if two persons by 
mutual consent engage in the privacy of their homes in 
homosexual relations, such behavior is not commonly 
regarded as sexually psychopathic. The laws of some 
states, however, classify such behavior as criminal and 


£oici rsycnouierapist, Saint Elizabeths Hospital. 

Read before the Washington Society for the Advancement of Psycho- 
therapy, April 21, 1950; the Maryland State Hospital Stall Conference, 
April .7 1950, and the Medical Society of Saint Elizabeths Hospital, 
June 3, 1950. 
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punishable by statute. Some psychiatrists, too, appear to 
go beyond the ordinary definition and include any aber¬ 
rant sexual activity as psychopathic. Thus, it has hap¬ 
pened that a soldier or a sailor who in the course of a 
routine psychiatric examination admitted homosexual 
activities, though these were never committed in public 
nor came to public attention, was nonetheless given the 
diagnosis of “sexual psychopathy” and an undesirable 
discharge. 

Meaning of the Paraphiliac Neuroses. —Dynamic psy¬ 
chiatry sees in paraphilias profound disturbances in the 
sex life of the person and patterns of sexual behavior not 
directed ultimately toward procreation, the goal of all 
normal sex life. The paraphiliac has not matured sexu¬ 
ally, having failed to integrate his sexual needs and ac¬ 
tivities in such a way as to accord with socially accepted 
modes of sexual expression. He represents a kind of sex 
life that at an early period of development lost its normal 
goal, or rather, never having reached it, detoured into 
aberrant channels leading to an abortive aim-inhibited 
sexual activity. The latter, it often turns out, is but a 
substitute and a symbol for an originally prohibited sex¬ 
ual goal (e.g., incest). Nonetheless, the behavior is most 
persistent because it is so close to the instinctive. For 
that reason also it has lost nothing of its original strength; 
indeed, it is stronger than the normal sexual instinct, for 
less repression has been interposed in its way of expres¬ 
sion. People suffering from paraphiliac neuroses are 
driven compulsively to seek gratification of an apparently 
insatiable urge. 

Often patients come to psychiatrists for treatment of 
the general neurotic manifestations, such as anxiety or 
depression, suicidal trends, or psychosomatic disorders. 
The anamnesis, however, reveals overt homosexual 
behavior. The paraphiliac neuroses, though clinically 
seeming to stand apart, are in reality, in terms of psycho¬ 
genesis, closely related to hysterical and other neuroses. 
They differ in that certain sexual trends, which in other 
neuroses find expression only in dreams and fantasies or 
perhaps some vicarious and cryptic sexual behavior, have 
become established in the paraphilias as fixed modes of 
behavior. 

The majority of psychiatrists today speak of these 
reactions as psychopathic. One of the chief reasons that 
psychiatrists as a group have failed to recognize the 
basically psychoneurotic character of the paraphilias is 
that in these cases the practice of the perversion appears 
to be the most conspicuous characteristic and activity, 
as if the practice had absorbed the underlying neurotic 
symptomatology. Neuroses in general have a certain 
fluidity and mobility about them, the picture changing 
kaleidoscopically; the paraphilias, in contrast, impress 
one with a rigidity, an immutability, as if the reaction has 
become a permanent, fixed, and unchangeable pattern. 
A fuller study, however, reveals that behind the overt 
paraphilia there is a full-fledged neurosis. Here is a per¬ 
son who may be regarded as polymorphously perverse. 
There is hardly a paraphilia that he has missed. But the 
observer also finds in him a history of states of depres¬ 
sion, inferiority feelings, hypochondriasis, hysterical con¬ 
vulsions, and the like. Another person is arrested on a 
charge of exhibitionism, but further study reveals a his- 
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tory of temper tantrums, inferiority feelings with strong 
compensatory drives, distinct sadomasochistic trends, 
and suicidal tendencies. An absolute homosexual, whose 
most conspicuous behavior is homosexuality, also suf¬ 
fers from hypochondriasis, syphilophobia, anxiety states, 
suicidal trends, somnambulism, inferiority feelings, and 
the like. 

Sexual Psychopathy in Relation to Paraphilias.— 
While many of these reactions remain generally within 
. control of the individual, a certain group becomes 
detached from the general stream and assumes an anti¬ 
social character. That is to say, the sexual offenses are 
but an offshoot of the larger group, the paraphiliac 
neuroses. For the most part, the difference between the 
paraphiliac neuroses that are so well controlled by the 
individual as to keep him out of reach of the law and 
those of the so-called sexual psychopath, whose behavior 
is regarded as antisocial and criminal, is a difference only 
in degree rather than in kind. Exceptionally, it may be 
a difference in kind as well, as in the case of rape where 
the factor of violence is a necessary part of the picture; 
or in cases of transvestism where a person craves to be 
admired as a member of the opposite sex, or in exhi¬ 
bitionism where the sadistic element, the need that the 
other person be shocked and the consciousness that he 
is shocked, enters as a strong factor. 

Yet similar reactions in an attenuated form occur pri¬ 
vately among many people, both normal and neurotic. 
Some men can be aroused to greater potency if they 
violate the decency of a woman and shock her morals, 
even if she is otherwise a willing partner. Likewise, many 
men in the privacy of their homes will strut before a 
woman, hoping and wishing to be admired, or will expect 
the woman to behave in like manner; these are reactions 
of exhibitionism and voyeurism, respectively. 

Two striking differences, however, must be noted be¬ 
tween the ordinary paraphiliac neuroses and those that 
become antisocial. In the former there is an emotional 
relationship between the people concerned, whereas in 
cases of sexual psychopathy such a relationship seems 
to be lacking. The relationship is more symbolic and 
less direct and personal. Furthermore, in the instance of 
the sexual psychopath guilt with reference to the com¬ 
mission of the offense as well as to the victim, or for that 
matter even to his fellow men, seems to be entirely 

lacking. ... 

The sexual psychopath and the noncriminal para¬ 
philiac stem from the same sources and develop along 
the same path, but somewhere in the course of their 
development their paths diverge. One remains within the 
confines of nonlegal violations of social conventions; the 
behavior of the other asumes a legally prohibited form. 
The divergence in the course of development is effected 
early in life, which explains why on the surface the two 
reactions look quite dissimilar. The social offense with 
which the sexual psychopath may be charged, be it mini¬ 
mal or highly aggravated, is at the most a compromise 
with or a symbol of a greater offense that has been com- 
oletelv repressed because it is so strongly F ohlblteci 
socially—namely, incest and homosexuality. The sexual 
offense, therefore, extreme as it may appear to be, is 
committed in lieu of another greater crime. 
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In turn, the paraphilias differ from ordinary neuroses, 
forming a group of their own—namely, the paraphiliac 
neurosis, which is as clear and distinct as neurosis (psy¬ 
choneurosis) in general. Again, these two come from 
much the same sources, but, after developing in like 
manner for a while, their paths begin to diverge, one 
developing into psychoneurosis, the other into para¬ 
philiac neurosis. Their divergence of paths is due to the 
fact that while one type of neurotic child, confronted 
with an emotional sexual problem, represses the pro¬ 
hibited sexual drive and converts it into psychosomatic 
or other emotional socially innocuous behavior such as 
anxiety or depression, the other fails to repress it and 
thinly disguised symbolic behavior results. In other 
words, while the neurotic converts his problem into psy¬ 
chosomatic and other types of socially acceptable though 
individually undesirable behavior, the paraphiliac neu¬ 
rotic converts his basic sexual problems into another 
form of behavior, which is socially nonperntissible but 
less so than that of the sexual psychopath. 

It need not be supposed that all reactions and beha¬ 
vior of the neurotic, all his doings and all his thinking, 
ate directly traceable to or can be accounted for by his 
neurosis. There are many areas in his life that are entirely 
comparable to those of the normal person. Though there 
are a few qualitative differences, for the most part his 
departures from the normal are on the quantitative side. 
Where the normal person confronted with a threatening 
situation may show some apprehension, the neurotic will 
over-react to it and show, instead, exaggerated anxiety. 
In a situation where a normal man may feel some resent¬ 
ment and express it by sarcasm, cynicism, scorn, or even 
biting wit, the neurotic will react with great anger, rage, 
or some antisocial, hostile act. Where a normal person 
confronted with the loss of a loved person will react with 
a depression that is relatively transitory, in the neurotic 
such mourning may develop into a long-lasting melan¬ 
cholia that far passes the bounds of the normal and may 
even lead to his death. Thus the neurotic is close to the 
normal; in a sense, it might be said there is some neurosis 
in everyone, and it is often but a question of degree of 
environmental strain as to how soon a person breaks 
down. Equally, there is something of the paraphiliac in 
every one of us and also something of the sexual psycho¬ 
path. 

The above consideration may seem strained and far¬ 
fetched, but there is a great deal of clinical truth in it, as is 
seen in the all-too-frequent instances where an appar¬ 
ently normal, previously well-adjusted person breaks 
down, and in whom a severe neurosis, a severe para¬ 
philia, and perhaps acute sexual psychopathic behavior 
develop. Though most human beings react with disgust, 
even horror, rather than indifference to abnormal sex 
behavior, it is well to take cognizance of the fact that 
potentialities for it lie dormant in everyone. This con¬ 
sideration alone should make us adopt a more objective 
as well as a more tolerant attitude. Sexual psychopaths 
are, of course, a social menace, but they are not con¬ 
scious agents deliberately and viciously perpetrating 
these acts; rather, they are victims of a disease from 
which many of them suffer more than their victims, often 
ending in the suicide of the sufferer. 


Relation of Specific Paraphilias to Each Other .— 
Though when the structure of the paraphiliac neuroses 
is studied they are found to be closely interrelated psy- 
chogenically, by and large the paraphiliac indulgences, 
so far as society is concerned, are fairiy pure culture 
products. Exhibitionists are rarely transvestists, though 
a minor exhibitionistic component may be found in 
transvestism. Likewise, the person given to obscenity 
will show in only a very remote sense such obvious 
sadistic trends as would bring him to the attention of the 
police, though a sadistic component may be discovered 
in the very fact or act of obscenity. A person given to 
compulsive raping is not likely to be exhibitionistic. Yet 
some overlapping does, occur. Understandably, exhibi¬ 
tionism and voyeurism sometimes go together; they are 
mirror complements of each other. 

Paraphilias and Psychopathy. —It can easily be seen 
how the term “psychopathy” came to be applied to this 
type of sexual offender. In both the sexual and the preda¬ 
tory psychopath there appears to be a lack of moral 
responsibility, selfishness, an inability to weigh and fore¬ 
see the inevitable consequence of the particular beha¬ 
vior, difficulties in interpersonal relationships, and an 
uncontrolled aggressiveness. Yet on closer analysis the 
relationship between sexual psychopathy and predatory 
psychopathy appears to be rather remote, for the two 
proceed from somewhat different sources. It is extremely 
rare for a person charged with compulsive rape or fetish¬ 
ism to be found guilty of predatory exploits also. Occa¬ 
sionally this may happen, as when fetishism, for instance, 
goes with burglary; then it is discovered that the burglary 
was committed solely for the purpose of securing objects 
of fetishistic interest, e.g., female garments. Cases occur, 
however, where the two types of reactions are quite inde¬ 
pendent of each other, even if found in the same person, 
as in the instance of the exhibitionist who was also guilty 
of predatory exploits although the two reactions were 
not at all related, stemming from different sources. 

To doubt the correctness of labeling these cases psy¬ 
chopathic is more than merely a question of semantics or 
conventional clinical diagnosis. These reactions, while 
admittedly antisocial, are basically neuroses of a particu¬ 
lar, highly specific type. Nor can such behavior be re¬ 
garded as an entity or disease in itself but only as a 
symptom-complex or syndrome; only as part of a com¬ 
plex, ramified neurosis, the paraphiliac neurosis. In its 
basic etiology, development, and formation, it differs in 
no wise from other psychogenic reactions, be they ex¬ 
pressed as anxiety, compulsion, psychogenic asthma, or 
other neurotic symptoms; except that somewhere in its 
development, through a concatenation of specific situa¬ 
tions, the neurotic conflict took a different direction. 

CHIEF CHARACTERISTICS OF SEXUAL PSYCHOPATHY 

Irresistible Character of Paraphiliac Offenses. —There 
is little doubt that the reactions that are attributed to 
sexual psychopaths are beyond the sphere of conscious 
or voluntary control and appear as irresistible impulses, 
which explains why in practice these cases do not profit 
by punishment; uncontrollable instinct is beyond any 
punishment. As neuroses, they have their specific causa¬ 
tions, which may be of long-past origin that only at the 
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moment has manifested itself by the particular sexual 
violation. Dynamic psychiatry views these reactions as 
neuroses, which in the fullest sense they are. It ascribes 
less importance to constitutional or immediate personal 
factors than it does to functional, deep-seated psycho¬ 
genic emotional factors. For this reason, it has long 
attempted to cure sexual psychopaths in the same man¬ 
ner as it treats other neurotics. Amazingly enough, many 
such patients have responded to psychotherapy and ac¬ 
tually improved and in some instances were entirely 
cured, when the specific etiology was uncovered and the 
person was given the opportunity to discharge the un¬ 
healthy and repressed emotions. 

It has long been recognized that man’s sex life differs 
from that of animals in being continuous rather than 
seasonal. Neurotics as a group have a stronger sex 
drive than the average normal person, and its strength 
may be expressed as satyriasis or excessive promiscuity; 
on the other hand, it may be diminished, because of many 
repressions, to the point of asceticism. The noncriminal 
paraphiliac appears to have a stronger sexual drive than 
the neurotic; the condition has become established and 
fixed; repressions do not operate here so efficiently as in 
neuroses. That this urge is never quite satisfied is appar¬ 
ent in the cases of many homosexuals who, after ap¬ 
parently satisfactory homosexual relations, masturbate, 
a reaction that does not obtain in normal persons. In 
the sexual psychopath the urge is much more compelling, 
so compelling indeed as to assume the character of a 
compulsive, insatiable, unremitting, unbridled (one might 
say inexorable), unrelenting drive that gives the man no 
rest or peace. It is not that the man, while he lives, also 
seeks sexual gratification, as is the case with the average 
person, but rather that he continuously has to have his 
particular sexual outlet in order to live at all. It is as if 
the man had consecrated his life to sex, which has be¬ 
come his most consuming interest; whatever other kind 
of life he leads appears to be purely incidental. There 
are exhibitionists who have exposed themselves several 
hundred times a day; I have recorded one case in which 
a man stood exposed in his window all day for all passers- 
by to see. One voyeur would start each night at a par¬ 
ticular apartment house and, armed with magnifying field 
glasses, look across at another apartment house to see 
what he could see, proceeding from one fire escape to 
another until he exhausted all the possibilities of that 
building; the next night it would be another apartment 
house, and so on. These people are all seeking an orgasm 
that must be attained at any price. It is well known that 
many sexual assaults, acts of exhibitionism, voyeurism, 
transvestism, sadomasochism, fetishism, and the like are 
preceded, accompanied, or followed by masturbation. In 
most if not all of them the individual’s sexual drive has 
become a guiding force in his life; many order and 
organize their lives and living entirely within the frame¬ 
work of their particular drive. 

Sexual Psychopathy and Nonsexual Crimes .—It is 
little appreciated that crimes with a sexual motivation are 
often hidden behind assaults that, on the surface at least, 
appear to be nonsexual. Aggravated assault and battery, 
assault with dangerous weapons, and murder often have 
a sexual motivation. This is seen in cases of rape followed 
by murder. Many criminals who violate the law in other 
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■than sexual ways fall essentially within the category of 
sexual offenders if basic motivation rather than super 
ficial behavior is considered. In law, they are usually 
charged with felonious assault, mayhem, or murder. 
Here, as in the overt cases, the paramount goal is the 
securing of an orgasm. A young boy stabs a totally 
strange girl with a knife. Analysis reveals that he has a 
consummate hatred of women that must discharge itself 
in an act of aggression and hostility. His mind is continu¬ 
ously preoccupied with fantasies of the most cruel, 
sadistic torture. A man slashes the throats of young girls! 
On arrest, it is found that his underwear is bespattered 
with semen. To this group belong also the men who cut 
off women’s hair, the acid-throwers, the fur coat and 
dress slashers, the Jack the Rippers, and the like. There 
are many pyromaniacs whose desire for an orgasm con¬ 
stitutes the sole reason for setting fires that have cost the 
lives of many people. This is also true of many klepto¬ 
maniacs. These are not so much sex crimes as crimes 
motivated by sex. But who can draw the thin and vanish- 
ing line that separates the two? 

Distribution .—Sexual perversions (paraphilias) and 
sexual offenses draw no line in matters of race, class, or 
social position. There are homosexuals in the upper, 
middle, and lower classes. There are exhibitionists among 
white and among colored people. Such offenses occur 
among the highly intelligent as well as among the il¬ 
literate and the ignorant. Rousseau was an exhibitionist; 
Chevalier d’Eon was a transvestist; many gifted artists 
have been homosexuals. No age is immune, though each 
may have its particular type. The young adult may be 
exhibitionistic, while the man approaching senility may 
assault children, because he himself has come to feel 
much like a child (senile pedophilia). 

Women are much less involved than men, though cases 
of women exhibitionists have been recorded as well as 
a few cases of female transvestists. Modern society per¬ 
mits larger outlet for women in some instances, as in 
transvestism. If a man dresses up as a woman it is an 
offense, but a woman may wear severely tailored clothes, 
ties, and short haircuts without exciting comment. 

Relation to Normal Sex Life .—The sexual offense is 
not a substitute for normal sexual intercourse, and cases 
are known where neither excessive intercourse nor ab¬ 
stinence stopped it. It is a form of sexual activity all its 
own, satisfying some very specific needs of the indi¬ 
vidual that normal sexual activity cannot give. Contrary 
to popular misconception, people who read salacious 
literature are less likely to become sexual offenders than 
those who do not, for the reason that such reading often 
neutralizes what aberrant sexual interests they may have. 

ETIOLOGY 

Sexual offenses are no more hereditary than are neu¬ 
roses in general. They are not diietobadsexualuPf 
bringing or to sexual ignorance. The development of 
perversions in general and sexual offenses m particu ar 
follows its own psychological laws which are but it tie 
influenced by external situations. As an alcoholic man 
may come from a family of teetotalers and a homo 
sexual from a family of healthy sexual habits, so may 
1 sexual offender come from a family with an unMem 
khed moral background. 
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The fact is that as yet very little is known of the sub¬ 
ject. The anatomy of the subject is hardly known; there 
is no specific statement of the types and conditions. 
Individual case reports are buried in the little-read pages 
of psychiatric magazines that rarely reach the attention of 
the general medical practitioner. No one has attempted 
to organize this diffuse material into something like a ' 
unit. As little is known of the anatomy, still less is known 
of its physiology—the physiogenesis, psychogenesis, and 
psychodynamics. General knowledge of the subject is in 
about the same state as general pathology was before 
Rokitansky and Virchow. Yet it is of vast importance, 
for its ramifications reach the most important aspects of 
our daily life. Sexual crimes bear a direct relationship to 
sexual psychopathology in general, and this to the psy¬ 
chopathology of neuroses. 

A. certain number of sexual crimes are committed by 
individuals suffering from brain diseases such as encepha¬ 
litis lethargica, which argues strongly for the need of 
thorough physical examinations of all sexual (and other) 
offenders. Even these respond favorably to psychothera¬ 
peutic treatment. But beyond this, abnormal sex beha¬ 
vior, be it in the adult or the child, derives from the 
unwholesome family and social atmosphere in which the 
child develops. The fault lies with the parents, who, 
themselves products of unhealthy repression and much 
involved in sexual problems, do not know and cannot set 
themselves to be frank and open with the child whose 
naive and artless curiosity should have been handled in 
an equally simple way. Because of the many evasions, 
rationalizations, and sheer prohibitions, the child is led 
into aberrant channels that, not being corrected, become 
magnified and distorted. It is suggestive that sexual psy¬ 
chopaths do not come from families with psychopathic 
sexuality. 

Most parents believe that not only are children igno¬ 
rant of sex—which is not true of most children—but 
that they must remain ignorant, ignorance being equated 
with innocence. But where ignorance may be polluted 
knowledge, innocence may be good knowledge. Curi¬ 
osity should be treated as a natural thing, not as a crime 
to be avoided or punished. 

A good deal of the fault lies with the family physician, 
who sees many of these cases in the early stages of devel¬ 
opment. Even in these days of supposed enlightenment 
and sophistication there still seem to be many physicians 
who earnestly tell growing boys and girls that mastur¬ 
bation leads to insanity, body deterioration, and ultimate 
death. Harmless play such as “papa and mamma,” “doc¬ 
tor and nurse,” or “you show me what you have and 
111 show you what I have,” etc., is severely punished if 
discovered, which only creates an air of mystery and, 
therefore, attraction about it. At this stage many of the 
sexual problems are still latent and could be corrected 
with greater ease than years later. Instead, unreasonable 
prohibitions and proscriptions are imposed, with the re¬ 
sult that they are driven underground, there to become 
withered and distorted. 

TREATMENT 

Legal Approach .—The law fails to prevent, correct, 
or deter sexual criminals from their activities; the prob¬ 
lem must therefore be regarded as basically extralegal. 


There is no more need to have laws against perversive 
activities than there is to have laws against any illness, 
for such activities represent illnesses in the fullest sense 
of the word. This, however, requires a large amount of 
missionary work not only among physicians in general 
but even among psychiatrists. A great many psychiatrists 
still group paraphiliacs among those who are mentally 
abnormal though not insane, an invidious distinction 
harking back to the psychiatry of 50 years ago, which 
limited insanity only to psychoses. Dynamic psychiatry 
has gone far beyond that, becoming more inclusive and 
comprehensive, taking into its province all those reac¬ 
tions that, having pathological motivations behind them, 
lead to abnormal social behavior. Indeed, where is the 
difference between a schizophrenic who walks around 
naked because the voices told him to do so and the 
exhibitionist who, without hallucinations but through 
some obscure and irresistible inner urge, having no less 
force than hallucinations, feels driven to expose himself 
in public? So far as basic motivations are concerned, 
one is just as insane as the other. Where is the difference 
between one individual, shortly before fully oriented and 
seemingly normal, who is provoked into a rage leading to 
assault and murder, and the paranoiac with a history of 
long deliberation who seemingly in cold blood kills an 
innocent man who unfortunately happened to be part 
of his paranoid system? Objectively, the former would 
seem less guilty than the latter, for he certainly was not 
himself when in a rage. But it has been decreed that one 
is a neurotic and therefore not insane while the other is 
a psychotic and therefore, ipso facto, not responsible. 
In terms of underlying motivations, both had in them 
latently a surfeit of aggressive hostility that was brought 
to the surface by incidental situations. Just as the halluci¬ 
nations of a schizophrenic or the delusions of a paranoiac 
cannot be destroyed merely by punishing the person, 
neither can the exhibitionistic urge be done away with by 
repeated punishment, or a smoldering hostility that leads 
to an unprovoked assault neutralized. Both reactions are 
beyond the conscious control of the person and are there¬ 
fore removed from the sphere of personal responsibility. 

In dealing with the problem of sanity and insanity the 
law has attempted to draw absolute and clear-cut dis¬ 
tinctions that do not exist in reality and has shown an 
unwillingness to recognize distinctions and differences. 
In the eyes of the law the man is either sane or insane. 
Furthermore, the law has equated psychoses with in¬ 
sanity, leaving neuroses out of consideration. In many 
respects psychiatrists, mainly of the conventional, de¬ 
scriptive type, have subscribed to this. The fallacy of the 
approach is seen especially in the consideration of psy¬ 
choses versus neuroses. It is true that psychotics who 
reach hospitalization are insane in the full sense of the 
word in that they have more or less lost touch with reality 
and are unable to take care of themselves. But there are 
many neuroses in which for all practical purposes the 
patient has lost touch with reality and requires hospitali¬ 
zation. They resemble psychoses so closely that the origi¬ 
nal distinction seems all but to have disappeared; indeed, 
many of them are diagnosed as psychoses; only pro¬ 
longed hospitalization reveals lack of deterioration and 
merely invalidism. 
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The invidiousness of the distinction becomes obvious 
when the laws relating to sexual psychopaths are studied. 
The term is defined in the District of Columbia by Pub¬ 
lic Law 615, 80th Congress (approved June 9, 1948), 
under Title II, Section 201: 

The term “sexual psychopathy” means a person, not insane, 
who by a course of repeated misconduct in sexual matters has 
evidenced such lack of power to control his sexual impulses as 
to be dangerous to other persons because he is likely to attack 
or otherwise inflict injury, loss, pain, or other evil on the objects 
of his desire. 

What sort of person, it may be asked, is it who is not to 
be regarded as insane yet whose repeated misconduct in 
sexual matters reveals an utter lack of power to control 
his impulses, an irresistible desire to attack other people 
without regard for social or personal considerations? 
Who does not know the paranoid schizophrenic who at¬ 
tacks innocent people and for this reason becomes dan¬ 
gerous to the community? Where is the difference be¬ 
tween the sexual psychopath who impulsively attacks 
an unknown person, and the schizophrenic who does the 
same thing? 

Psychiatric Approach .—Treatment of these condi¬ 
tions already exists, but its availability has hardly reached 
the profession. When a sexual psychopath comes to the 
attention of a physician the latter speaks of him as a 
pervert, a degenerate, to be treated wtih contempt. Most 
psychiatrists engaged in psychotherapy would rather 
treat 10 cases of anxiety neurosis than one of paraphilia. 
There appears to be a conviction among them that the 
only way to deal with these people is by means of law. 
But stricter laws, longer sentences, and bigger prisons 
will not solve the problem, for they do not cure the basic 
causations. Punishment has never been an effective 
deterrent in sexual crimes. There are exhibitionists and 
voyeurs who have served innumerable and long prison 
sentences without the slightest effect. Only a few cen¬ 
turies ago homosexuals and paraphiliacs were executed 
on the gallows. If all sexual psychopaths and paraphiliacs 
were exterminated today the next generation would have 
just as many as this. Available knowledge suggests that 
the causation of these reactions is extralegal and gen¬ 
erally speaking extrasocial. 

The proper treatment of the sexual psychopath is not 
confinement but psychotherapy, or, better yet, proper 
sexual education in childhood. But in order to know how 
to proceed with such education, it is first necessary to 
know -more of the normal sexual development. Thus 
envisioned, the treatment of the sexual psychopath be¬ 
comes a social problem in the fullest sense of the word. 

PROPHYLAXIS 

What is needed above all is prophylaxis, but of this 
there is as yet virtually nothing. Punishment has never 
proved to be the deterrent to predatory crime that it has 
been supposed and is even less so to sex crimes, which 
are related to situations that lie very close to the instinc¬ 
tive and have arisen early in life. An adequate preven¬ 
tion program should involve not merely sex education, 
or even education in general, but a complete reorienta¬ 
tion of family attitudes with concomitant reconstruction 
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of the training and development of children. To do that 
it would first be necessary to know more of the psychic 
genetic factors in the development of sex life. Such 
studies have only recently been begun, but enough ma¬ 
terial is available to make a good start. 

The importance of studying sexual psychopathology 
cannot be overestimated. The ramifications of sexual psy¬ 
chopathy are deep and interpenetrating. It is intimately 
related on the one hand to general and other marginal 
antisocial behavior and criminality and on the other hand 
to mental diseases in the widest sense of the term. It goes 
hand in hand with prostitution, with alcoholism and drug 
addiction, and with psychoses and neuroses. There is no 
mental disease that is not involved deeply in the problem 
of sexual abnormalities, from the schizophrenic whose 
sex life dwindles down to abortive sex experimentations 
accompanied by excessive masturbation and not infre¬ 
quently leading to pedophiliac assaults, through the 
manic with his seemingly exuberant but all too often 
deceptively weak sex life, his not very effective efforts 
at masturbation and other extrabiological experimenta¬ 
tions, to the senile pedophiliac who, regressing to second 
childhood, resorts to sex play with children because of 
increasing impotence. There are some who believe that 
sexual pathology lies at the base of mental diseases and 
most emotional disturbances. In any event, it is an ex¬ 
ceedingly important problem in life. 

'Every year perpetrators of rape and other sexual 
criminals are being executed or sentenced to long terms 
of imprisonment. Those who have been executed have 
carried the secret of their pathology with them. Those 
who are imprisoned are not being studied. The state 
gains nothing from a death sentence; society loses. The 
human psychopathologist has the same reaction toward 
this as a general pathologist would have were he con¬ 
tinuously denied autopsy after autopsy with no oppor¬ 
tunity to learn of the structure and function of disease 
processes. How far,would medicine have advanced under 
such conditions? 

There must be an organized formulation of disease. 
A concerted effort to study the structure and function 
of sexual aberrations is needed; for this the sexual 
psychopath provides the best subject. Teams of trained 
workers to search the records of courts to he lp learn ot 
the various types of crimes and criminals should be pro¬ 
vided; from this it should be possible to develop a work¬ 
able if only tentative, .classification of the various sub- 
types within this grouping. An institute where cases 
could be studied in the fullest possible detail is also 
necessary. One year an attack might be made on the 
problem of exhibitionism, another year on pedophilia, 

still another year on rape, and the like. 

But all such plans as proposed are chimerical over- 
ambitious dreams, not likely to be realized in the fore¬ 
seeable future. It is easier to punish than to instruct, to 
effect discipline than to teach morale. The chance is 
therefore, that stricter laws, bigger prisons, and stronger 
guards will be necessary, while the sexual psychopath will 
remain a very real member of society. 

1801 I St. 6. 
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CLINICAL NOTES 


PULMONARY SPIROCHETOSIS 

Lieutenant Colonel R. W. Mendelson, 

Medical Corps, United States Air Force 

CasteUani was the first to report on pulmonary 
spirochetosis, in 1906, and since then many case reports 
have appeared in the literature, chiefly from the Far 
East and also from Central and South America. It is 
generally accepted as a disease entity, although Manson- 
Bahr, David T. Smith and others doubt the etiological 
role of the spirochete. Whether or not the spirochetes 
found in cases of pulmonary spirochetosis are identical 



Fig. t .—Cross section of lung showing cavitation in upper Jobe. 

with those found in the buccal and pharyngeal cavities 
of normal persons is still a matter of debate in some 
circles. 

The predominating organism in pulmonary spiro¬ 
chetosis is the Spirochaeta schaudinni. It is pleo¬ 
morphic; the typical form presents a delicate spiral 
with many uniform coils, one end being blunt and the 
other pointed. It is stained easily with ordinary dyes 
and can be cultivated on artificial mediums. The fusi¬ 
form bacilli found associated with the spirochetes 
probably represent a stage in the life cycle of the 
organism. 

Clinically, the disease may be divided into acute and 
chronic forms, with manifestations indistinguishable 
from other acute or chronic pulmonary infections. 
The degree of clinical evidence is a matter of massive 
or mild infection and host resistance. There are no 
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characteristic signs or symptoms to distinguish pul¬ 
monary spirochetosis from pulmonary tuberculosis, 
mycosis or other infections of the lungs. The roent- 
genographic changes are not distinctive and are not 
used as an aid in the differential diagnosis. 



Fig. 2.—Patient with far advanced pulmonary spirochetosis. 

I have observed the condition as a disease entity 
many times in the Orient, the diagnosis being estab¬ 
lished by the complete exclusion of other etiological 



Fig. 3.—Microphotograph (low power) illustrating extensive necrosis of 


factors, the production of pulmonary lesions in monkeys 
after intratracheal inoculation of infected material and 
the recovery of the organism in quantity from the 
lesions in the inoculated animals. 

The following case is one of far advanced infection. 
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REPORT OF A CASE 

A 3S year old oriental applied for treatment, complaining 
of loss in weight, anorexia, bouts of fever, productive cough 
and hemoptysis. He had been ill a year and had taken a 
variety of native remedies, including such mixtures as pow¬ 
dered tigers’ whiskers and daws and various native herbs, com¬ 
bined with the application of dung plasters to his chest. 

Physical examination revealed a rather cadaverous person, 
with a pulmonary condition indicative of far advanced tuber¬ 
culosis. The roentgenogram substantiated this diagnosis, but 
painstaking laboratory investigation, including inoculation of 
infected material into animals, failed to revealed an acid-fast 
organism. The sputum was frothy and pink, contained many 
S. schaudinni and was practically free of other organisms, with 
the exception of numerous fusiform bacilli and staphylococci. 
Intratracheal inoculation into monkeys resulted in active pul¬ 
monary lesions from which spirochetes were recovered, and 
reinoculation of the recovered material resulted in active dis¬ 
ease in the lungs of previously healthy animals, from which 
the spirochete was also recovered. The patient died after a 
severe pulmonary hemorrhage, and the autopsy revealed exten¬ 
sive cavitation and parenchymal necrosis; proliferative lesions 
were not observed. No acid-fast organisms were recovered from 
the postmortem material, and inoculation of the same into 
animals was nonproductive of tuberculous lesions. 

COMMENT 

Although patients with pulmonary tuberculosis har¬ 
bor at times spirochetes as saprophytes, extensive 
pathology may result from infection with S. schaudinni. 
Early diagnosis and treatment with arsenicals will cure 
the acute disease in practically all cases and arrest the 
moderately advanced in many, but fatal results are 
not unknown. 


SPONTANEOUS CEREBROSPINAL RHINOR- 
RHEA WITH REMISSION FOLLOWING 
DYE INJECTION 

Alfred Kahn Jr., M.D ., Little Rock , Ark. 

Spontaneous cerebrospinal rhinorrhea is a rare dis¬ 
ease. Coleman and Troiand 1 2 3 defined spontaneous or 
idiopathic rhinorrhea as the discharge of spinal fluid 
that occurs through the nose in the absence of (1) 
trauma to the head, (2) infections of the bones of the 
paranasal sinuses, (3) tumors eroding the base of the 
cranium, (4) prolonged increased cerebrospinal pres¬ 
sure, and (5) demonstrable congenital anomalies. They 
found only 12 cases in the literature since 1920, and only 
two additional cases were found in the literature by me. 
Cloward and Cunningham - reported one case, of four 
months in duration, affecting the left side. Surgical inter¬ 
vention was instituted, and the flow stopped. The other 
case, of nine months in duration, in which infection was 
the mode of onset, was reported by Love and Gay/ 1 In 
this case, also, surgical intervention was instituted, and 
the flow stopped. Love and Gay reported two other cases 
but they do not seem to fulfill the above criteria. 

1. Coleman, C. C„ and Troiand, C. E,: Surgical Treatment of Spon¬ 
taneous Cerebrospinal Rhinorrhea, Ann. Surg. 125: 718, 1947. 

2. Cloward, R. B.j and Cunningham, E. R.: Use of Gelatin Sponge 
in the Prevention and Treatment of Cerebrospinal Rhinorrhea, J. Neyro- 
surg. A; 519, 1947. 

3. Love, J. G., and Gay, J. R,: Spontaneous Cerebrospinal Rhinorrhea: 
Successful Surgical Treatment, Arch* Otolaryng. 48:40 (July) 1947. 
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Various explanations which have been offered as to 
the mode of escape of the cerebrospinal fluid have been 
reviewed: fluid escaping through remnants of the cranio- 
pharyngeal canal, a persistent olfactory ventricular 
lumen, holes in the cribiform plate, fluid escapes alon» 
the nerve sheath, and areas of the cribiform plate which 
are deprived of nerves. 

The case reported here fulfills all the criteria of spon¬ 
taneous cerebrospinal rhinorrhea. This case is of addi¬ 
tional interest because the dye substance, indigo carmine, 
used in the diagnostic test may have been responsible 
for the cessation of the rhinorrhea. 


REPORT OF CASE 

History .—The patient, a 47 year old woman, stated that she 
had been completely welt until 1947, when she first began to 
feel as though her throat were filling with liquid. There was no 
cough or sputum. A check by a local otolaryngologist disclosed 
some fluid collecting in the region of the larynx, but the source 
cf the liquid was not identified. The moisture continued to col¬ 
lect, and the amount increased as time went by. In June, 1949, 
while she was bending over, a profuse clear discharge from the 
left nostril developed in the patient. This continued unabated, 
the liquid dripping from the anterior nares at the rate of about 
1 fluid ounce (30 cc.) per hour. It was colorless, devoid oi 
. mucous, and had a salty taste. In August, 1949, the patient began 
having intermittent bouts of fever up to 100 F., which usually 
occurred in the morning about 9:00 and lasted from one to two 
hours. There were occasional chills with the fever. A chest x-ray, 
which was then taken, disclosed a cloudy infiltration in the left 
lower lung field. 

The family history, habit history, sccial h : story, and past his¬ 
tory were nonconlributory. The patient denied injuries of the 
head, headaches, and signs and symptoms of intracranial tumor. 


Physical Examination .—Physical examination found the pa¬ 
tient’s height to 5 ft. 694 in. (169 cm.); weight, 1 SO lbs. (81.6 Kg.) 
and oral temperature, 99.2 F. The blood pressure reading to 
138/78. The pulse was 80 a minute, and the respirations were2ft. 
There was a watery, nonntucoid, clear, left nasal discharge 
amounting to 60 cc. an hour. The ears showed a minimal scar¬ 
ring of both drums. There was no adenopathy; the thyroid was 
not enlarged; the heart was normal, and lungs were clear. No 
masses were felt in the abdomen. The pelvic, skin, and neuro¬ 
logical examinations were not remarkable. 

X-Ray of the Skull .—A roentgenologic examination of the 
patient’s cranium was made by Dr. D. A. Rhinehart. Left latera 
stereoscopic x-rays of the entire skull and oblique stereoscopic 
x-rays from above downward and forward through the skull, 
the orbits, and the bones of the face were taken. The examina¬ 
tion of the lateral roentgenograms showed nothing suggesting 
any cranial or intracranial disease. Examination of the oblique 
roentgenograms was noncontributory except for four cyst-mte 
shadows In the left ethmoid region; these had no counterpart 
on the right. 

Laboratory Srudies.-The findings of the ^oratory studies 
on the blood and the urine were essentially no™a! and the sto I 
was guaiac negative. Chemical analysis of the left nasal fluid 
reveafed'a'protein content of 16.6 mg. per 100ice.sugar, J8| 
chlorides, 735 mg. per 100 cc., and rare epithelial and white 

blood cells. . , 

As a soecial diagnostic test, 2 cc. of indigo carmine dye ivas 
injected by Dr. Robert Watson at the fourth lumbar interspace, 
shortly thereafter the dye appeared in the fluid from the nose. 

Course .—The patient was hospitalized on Sept. 23 1949 for 
the indieo carmine dye injectioh and was discharged later the 
same day! That afternoon the patient developed a severe head- 
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and continued for several hours. The spinal fluid was negative 
The only subsequent reappearance of the spinal fluid occurred 
after a second diagnostic lumbar puncture, five days after the 
readmission to the hospital; that drainage lasted less than one 
hour The rhinorrhea has not recurred in more than one year. 


ANTISEPTICS—BREWER AND McLAUGHLIN 


COUNCIL ON PHARMACY 
AND CHEMISTRY 


COMMENT 

This case fills all the criteria of a spontaneous idio¬ 
pathic cerebrospinal rhinorrhea, as there was no history 
of trauma or infection, no demonstrable tumor, no in¬ 
crease in cerebrospinal fluid pressure, and no apparent 
congenital defect. 

The cessation of the rhinorrhea is curious. No thera¬ 
peutic measures were instigated. One might speculate as 
to whether or not the indigo carmine dye could have 
started an inflammatory reaction which eventually sealed 
off the meningeal defect. An alternate possibility is that, 
in performing the lumbar puncture, the pressure drop 
was sufficient to let bacteria into the defect; their pro¬ 
liferation might then cause sufficient tissue reaction to 
seal the leaking point. 

The patient has had no further fever. The fever 
seemed to be related to the rhinorrhea, although it is not 
possible to say if this was due to infection at the site of 
the leak, or secondary to pulmonary infection from the 
constant drainage into the lungs. 

Inasmuch as the rhinorrhea has not recurred, the con¬ 
sulting neurosurgeon advised against any operative in¬ 
tervention at this time. Since the patient has had no nasal 
drippage for approximately 12 months, it is possible that 
future surgery can be avoided. 

SUMMARY 

A case of spontaneous cerebrospinal rhinorrhea that 
fulfills the requirements suggested by Coleman and Tro- 
land, is reported. 

The rhinorrhea stopped without surgical or medical 
intervention and has not recurred for 12 months. 

The possibility that the dye substance injected (indigo 
carmine) or infection caused the rhinorrhea to stop is 
discussed. 

ADDENDUM 

On two occasions since the submission of this article, 
the patient has been given careful examinations without 
evidence of recurrence of the rhinorrhea. On May 14, 
1951, without antecedent infection, exertion, or injury 
a slow discharge of spinal fluid recurred from the left 
nostril; this has continued to date. 

437 Donaghey Building. 


Preventive Medicine.—The most important concept of the cen¬ 
tury in the field of medical care is the idea that preventive medi¬ 
cine is an integral and necessary part of the everyday practice 
of medicine. It is not a separate body of knowledge to be under¬ 
stood only by a skilled technician who has been highly trained 
in this field. There is no “specialty" of preventive medicine, as 
there is a specialty in surgery, radiology or pediatrics. There is, 
of course, a specialty of public health, which is a well organized 
body of knowledge and requires a high degree of skill. But pre¬ 
ventive medicine must function in conjunction with diagnosis, 
treatment and rehabilitation. These are the four basic elements 
of every’ physician's continuous plan of medical care for each of 
his patients.—\V. G. Smillie, M.D., Medicine as a Social Instru¬ 
ment: Preventive Medicine, ISleiv England Journal of Medicine 
March 1, 1951, 


The following paper is published as a supplemental report 
to previous reports on organomercurial compounds submitted to 
the Council (J. A. M. A. 136:56 [Jan. 3] I94S; 137:S5S [duly i] 
1948; 140:401 [A/ay 28] 1949). 

The authors propose two tests as valid methods of evaluating 
the relative potency of antiseptics. These tests are performed on 
laboratory animals and are based on the protective power of 
antiseptics against lethal doses of tetanus spores. Antiseptics are 
evaluated by their ability to prevent death under the conditions 
of the tests. 

In the first test, a lethal dose of tetanus spores, suspended in 
a necrotizing agent, is injected under the shaved skin of the ani¬ 
mal. The antiseptic to be tested is then injected into the bleb 
formed by the suspension of spores. This method of evaluation 
would simulate conditions of use more closely and be more con¬ 
vincing if, after injection of the tetanus spores, the antiseptic 
were injected at varying times. 

In the second test, the antiseptic is injected first and the sus¬ 
pension of tetanus spores is injected afterward into the same 
area at varying intervals of time. This test scarcely approximates 
the conditions of actual use. 

R. T. Stormont, M.D., Secretary. 

USE OF TETANUS SPORES FOR TESTING 
ANTISEPTICS IN VIVO 

John H. Brewer 

and 

C. Baxter McLaughlin, Baltimore 

In a report of Jan. 3, 1948, 1 the Council on Pharmacy and 
Chemistry of the American Medical Association suggested that 
the “field of usefulness of organic mercurials should be ex¬ 
plored, proved and defined. The proponents of these prepara¬ 
tions should proceed seriously and diligently to this task.” In 
following this suggestion of the Council we have developed a 
method which simulates conditions of use instead of employing 
test-tube experiments. We believe that this method encompasses 
the features required of a feasible antiseptic test, since the ex¬ 
periment takes place entirely in the animal body. Because death 
serves as the end point, it is unnecessary to read questionable 
clinical results or interpolate measurements. 

Past studies have been criticized on the ground that strepto¬ 
cocci and pneumococci change in virulence. Reported differences 
in antiseptic activity may be traced to insufficient mouse pas¬ 
sage. Also, in the case of streptococci, pneumococci and anthrax, 
death in the experimental animal is due to a generalized sep¬ 
ticemia. Consequently, an organism was sought which would not 
change in virulence and would cause death even if very smail 
foci of infection developed. A strain of Clostridium tetani with 
which we had worked for many years was chosen; its virulence 
is constant and it can be relied upon to cause death in white 
mice even though the foci of infection are so small as to escape 
detection. v 

Spore suspensions of this organism were prepared and freed 
from vegetative cells by a previously described technique,* and 
the stock suspension was made to contain about 1,000 000 SDores 

ner milliliter * w 


ning. Inc. S ‘ Cat Rescarch Armories, Hynson. Western & Dun- 

?• Mc f° n - "• E-; North, L. L„ Jr., and Engiey, F fl • Bacterin- 
stauc and Bactericidal Actions o£ Some Mercurial Compounds' M w 
lyuc Streptococci: In Vivo and in Vitro Studies Rcnort tn ,hTr‘ , 
on Pharmacy and Chemistry. J. A. M. A. 136: 37 3) ml 

McLaughlin, C. B., and Brewer, J. H.: Toxin r 

Non-Toxin Producing Clostridium Tetani. read betoe hf w , "I 
American Bacteriologists, May 19, 1949, Cincinnati. Society of 
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In order to approach actual conditions in which antiseptics 
are used and because we could not consistently infect through 
skin abrasions, 3 we resorted to other routes of infection. 

We originally employed an intramuscular technique in which 
the tetanus spores and antiseptics were mixed in vitro and in¬ 
jected into the mouse. 4 By means of this technique, many of 
the common antiseptics were capable of preventing death in most 
of the animals. Since this was partially an in vitro test, Dr. 
Henry Welch, of the Food and Drug Administration, suggested 
that we inject the spores separately. In this type of test, however, 
results were inconsistent mainly because of our inability to re¬ 
locate exactly the site of injection. 

The classical experiments with tetanus indicate that it pro¬ 
duces fatal infection primarily in deep puncture wounds, 5 6 and, 
therefore, a bleb containing tetanus organisms raised just under 
the surface of the skin might not be fatal in animals. However, 
it was decided to mix the spores with a necrotizing agent (6% 
CaCl= solution) 5 and to raise a bleb with 0.1 ml. injection just 
under the skin. All animals so treated died within four days 
with typical tetanus convulsions. 

The experimental technique is to prepare a suspension of 
spores that contains between 10 and 100 m.l.d. per 0.1 ml. Dilu¬ 
tion is made with 6% CaCl- solution. A bleb is raised under 
the shaved skin on the back of a mouse (20-25 gm.) by injec¬ 
tion of 0.1 ml. of the prepared suspension. Into this bleb is in¬ 
jected 0.1 ml. of the antiseptic being tested. Extreme caution 
must be observed at this point to make sure that the antiseptic 
is injected into the original bleb. The success of the test is de¬ 
termined mainly by the care with which this is done. 

This type of test was performed in order to determine the 
ability of commercial preparations of various antiseptics to 
prevent death under these conditions. The undiluted commer¬ 
cial preparations of antiseptics varied greatly in ability to pre¬ 
vent infection. This observation was confirmed by the close cor¬ 
relation of results in two separate laboratories, shown in the 
following table. 

It was suggested that exposure of the tetanus spores to the 
direct action of the antiseptics might affect the toxin-producing 
mechanism of the organisms but not affect the growth of the 
bacteria. In this case, the treated animal would not die and death 
then could not serve as an end point. To eliminate this possibil¬ 
ity, we exposed 1,000,000 spores of Clostridium tetani to 9 cc. 
of 2% aqueous merbromin for 24 hours. Tetanus-toxin-produc¬ 
ing media containing sodium thioglycollate as a mercurial neu¬ 
tralizer was then inoculated with this tetanus-merbromin mix¬ 
ture. Growth from these treated spores was similar to that of 
organisms which had not been exposed to the mercurial. 
Animal titrations indicate that this treatment did not impair 
the toxin-producing ability of the organisms. 


Table 1. —Relative Efficacy of Certain Antiseptic Substances 
in Experimental Tetanus * 


Laboratory 11 Laboratory *2 { Average 


Antiseptic % Protected % Protected % Protected 

Benznlkonium chloride.. SO S 8 84 

Merbromin. SO 84 82 

Iodine 2%. 7G 84 80 

Nitromersol. 68 72 70 

Phenol 2%. 36 32 54 

Tbimerosal. 36 53 46 

Control. 0 0 0 


*A total of 350 mice were used in this experiment. 
t Antiseptic Section, Microbiological Division, United States Food and 
Drug Administration. 

X Bacteriological Research Laboratories, Hynson, Westcott & Dun¬ 
ning, Inc., Baltimore. 


This technique of injecting tetanus spores and antiseptics sep¬ 
arately into blebs in animals demonstrated that fatal infection 
could be prevented according to the efficacy of the antiseptic. 
The test was then redesigned to determine, if possible, the dura- 


3. Brewer, J. H.: Reduction of Infectivity of Certain Pathogenic Bac¬ 
teria by Mercurochrome, J. A. M. A. 137: 858 (July 3) 1948. 

4. Brewer, J. H.: Mercurials as Antiseptics, Ann. New York Acad. Sc. 
53: 1, 1950. 

5. Frobisher, M., Jr.: Fundamentals of Bacteriology, ed. 3, Philadel¬ 
phia, W. B. Saunders Company, 1944, p. 523. 

6 . Topley, W. W. C., and Wilson, G. S.: Topley and Wilson s Prin¬ 
ciples of Bacteriology and Immunity, ed. 3, Baltimore, William Wood & 
Company, 1946, p. 1206. 
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tion of antiseptic effectiveness.- Specifically, does the antiseptic 
stay in the place where applied, or is it diffused, absorbed or 
neutralized in some fashion by the animal body? For this investi¬ 
gation the following procedure was adopted: 

The antiseptic to be tested was first introduced into the ani¬ 
mal body by injection and later, at stated intervals, the usual 
mixture of test organisms (tetanus spores) and CaCl, solution 

Table 2. — Lasting Protection Afforded by Various Antiseptics 
(Percentage Protected) * 


Antiseptic Immed. 1 Hr. 2 Hr. 4 Hr. 8 Hr. 24 Hr, 

Bcnzalkonium chloride. 28 23 21 05 5 5 

Merbromin. 84 74 73 84 80 30 

Iodine 2% (aqueous). 90 0 0 0 0 0 

Nitromersol. 50 44 70 45 20 0 

Phenol 2%. 0 10 5 0 0 0 

Thimerosal. 0 20 20 0 0 0 

Control. 0 0 0 0 0 0 


* A total of 920 mice were used in this experiment. 


was injected into the original bleb. The basic idea of antisepsis 
is that antiseptics should be effective over a period of time, not 
only to destroy or to prevent the growth of pathogenic organisms 
present in a wound, but also to prevent subsequent or secondary 
infection. Table 2 shows the lasting protection provided by cer¬ 
tain antiseptics under conditions of this test. 

COMMENT 

It is not suggested that any of these antiseptics can be de- ' 
pended on to prevent infection by tetanus organisms in deep 
puncture wounds. Also, the exact ratios of protection depend 
upon the number of lethal doses of spores injected, a technical 
feature which should be observed by anyone attempting to fol¬ 
low this technique. For 'example, if one uses too few viable 
spores, a higher percentage of protection is afforded by a given 
antiseptic; but death does not occur in all the controls. On the 
other hand, too many viable spores cause a low rate of protection 
but kill all the controls. In order to obtain consistent results, 
one should determine the minimum number of spores that will 
kill all of the controls and use some reasonable multiple of this 
for the test. Such a test may be duplicated in other laboratories. 
We routinely use approximately 10 M. L. D. as the challenge 
dose in our tests, even though an antiseptic is rarely called upon 
to protect against even one lethal dose of a pathogenic organism. 

The percentage of protection afforded by the various anti¬ 
septics under the conditions of these experiments has been de¬ 
rived from experiments utilizing more than 2,600 mice. At least 
10 mice were used in every test at each dilution and each time 
interval. Proficiency in finding the site of original injection is 
acquired only by practice in the technique. In these experiments, 
the results have been remarkably consistent, but only after a 
series of experiments to develop technique. 

Iodine (2% aqueous), which has a good antiseptic rating 
with most investigators, shows up well when the organisms 
are injected immediately following the antiseptic. However, 
when an hour or more is allowed to elapse between antiseptic 
and tetanus spore injections it is not effective, indicating that it 

is quickly absorbed or neutralized. 

Explanation of the mechanism of activity of the various anti¬ 
septics has not been attempted. However, one might reason 
that since the antiseptic activity of the various mercurial prep- 
hearty, i, Z, depend » .be *— 
of antiseptic present in the marketed strength of the different 
solutions. Merbromin (mercurochrome®), which gave the bes 
protection over an extended time period, is supplied in a 1.5U 
12%) dilution. Nitromersol was used in a 1:500 dilution, an 
:himprnsnl is routinely used in a 1:1,000 dilution. 


thimerosal is routinely 

SUMMARY 

new technique, employing living animals, has been de- 
3 ed for testing antiseptics. It is submitted that these tes 
■ly approximate conditions of actual use. Results of this 
/prove the efficacy against infection of certain commer- 
antiseptics when used in the animal body. The duration 0 

: antiseptics, particularly certain mercurialIs, ac 

at the site of infection in the living animals for as long 
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COUNCIL ON FOODS 
AND NUTRITION 


The following statement was accepted by the Council and 
presented before the House Select Committee to Investigate the 
Use of Chemicals in Food Products, House of Representatives, 
Eighty-First Congress, Second Session, created pursuant to 
H. Res. 323. James R. WU-Son, M.D., Secretary. 


CHEMICAL ADDITIVES IN FOODS 


“A wholesome food is a product which makes a significant 
contribution to human dietary requirements and which is clean 
and free from micro-organisms and chemical additives of such 
quality or in such quantity that they may be directly injurious 
or result in reduced nutritional quality.” This definition has 
been accepted by the Council on Foods and Nutrition. A portion 
of the statement accompanying this definition reads: “Although 
these basic concepts have acquired general recognition, the de¬ 
velopment recently of a large number of chemical technologic 
aids has emphasized the necessity for re-examining our idea of 
a wholesome food, particularly from the point of view of its 
freedom from chemical additives which may be harmful to the 
consumer because of toxicologic effects or because their incor¬ 
poration in food causes or makes possible the reduction of 
nutritive value." 

Chemical additives may appear in foodstuffs incidental to the 
production of the food or to its processing or packaging. 

Chemical additives may be intentionally introduced into food¬ 
stuffs in order to improve the nutritive quality of the food (such 
as the addition of vitamin A to margarine) or to impart some 
particular quality, such as a desired texture or color, to the 
product. Some intentional additives may improve the keeping 
quality of food products. 

It is apparent that chemical additives present in food may 
alter the nutritive quality of the foodstuff—either improve or 
dilute the nutritive quality. In addition, the presence of chemi¬ 
cal additives in food poses the question of the hazard involved 
in their use due to their potential toxic qualities. 

The possible toxicity of chemical additives to foods presents 
to us the difficult task of ascertaining the safety of an agent 
for daily or frequent ingestion throughout the life-span of men 
in both health and disease. In the case of the incidental chemi¬ 
cal additives uncertainty of their presence or absence in food 
products presents the problem of accurate practical tests for 
their detection and quantitative determination. 

Considerations of this sort lead to the acceptance by the 
Council at its annual meeting in 1949 of the following statement 
(/. A. At. A. 142:259 [Jan. 28] 1950): 

“The introduction of numerous new synthetic organic pesti¬ 
cides offers promise for increasing the nation's food supply and 
improving health through the control of insects and other pests. 
Past experience, however, indicates that poisons cannot be used 
safely on food crops without the development of certain funda¬ 
mental knowledge concerning the poisons. What these materials 
will do to pests and food crops and to the workers who handle 
them must be known, and there must be developed, also, a 
knowledge of what these materials will do to warm-blooded 
animals and man when small amounts of residue are incorpo¬ 
rated in their foods. Furthermore, practical methods of analysis 
should be available to permit identification and measurement of 
residue that may persist on or in consumer products. Such 
essential information is undeveloped for many of the agricul¬ 
tural poisons now in used 

It is the opinion of the Council on Foods and Nutrition that 
the information on the following factors should be supplied 
before pesticides, that may contaminate food or forage crops, 


1. Since the acceptance of this statement, progress has been ma, 
those manufacturers of pesticides «ho supported the uork arc 
congratulated. 


are released for general use: (1) Chronic as well as acute tox¬ 
icity tests. These should be carried out in such a manner as to 
demonstrate satisfactorily the toxicologic effects of pesticides 
on warm-blooded animals and man. (2) Accurate methods of 
isolation and quantitative determination of pesticide residues 
in biologic material. These methods must be sufficiently rapid 
as to be of practical use in the examination of perishable foods. 

“Thorough pharmacologic investigation and practical quanti¬ 
tative methods are two of the most vital and pressing current 
needs in this field. The fundamental requirement for the orderly 
development of needed information must not be ignored. Unless 
this information is supplied, safe methods for handling and use 
cannot be developed. Furthermore, unless this information is 
supplied before new agricultural poisons are released for gen¬ 
eral distribution, accidents may occur which will offset the 
potential benefits of these new materials and cause delay in their 
adoption.” 

Intentional chemical additives may, as has already been noted, 
permit the lowering of the proportions of important food in¬ 
gredients in the product and thereby result in a dilution or 
deterioration in nutritive value of the food. If the food happens 
to be a basic one, this effect may be cause for real concern. 

The Council recognizes the important advantage of the proper 
use of such agricultural aids as pesticides and of certain of the 
intentional chemical additives. It holds, however, that proper 
information concerning the toxicologic effects, the possibilities 
of residues in foodstuffs, methods of detection and assay, must 
be developed before a pesticide which is likely to find its way 
into foodstuffs is permitted to be marketed. 

Intentional chemical additives, especially those likely to find 
their way into basic foodstuffs or to find widespread application 
in a variety of foods, each of which may be infrequently eaten, 
must not be permitted until the complete harmlessness of these 
agents can be demonstrated beyond reasonable doubt. Further¬ 
more, the use of additives which lead to a significant decrease 
in nutritive value should not be permitted. 


ACCEPTED FOODS 

The following products have been accepted as conforming to 
the rules of the Council. 

James R. Wilson, M.D., Secretary. 

The Beech-Nut Packing Company, Canajoharie, New York. 

,na E ^ C «’f , ? T a C ° 0 X .f, D B,v> , ULy Cereal. Ingredients: Barley flour, casein 
and non-fat dry milk solids, dried matt syrup, dried Brewer's yeast, di- 

chioride phosphate ' sa,t ’ sodium iron-pyrophosphate and thiamine hydro- 

6 1 t°nh 54 S “ b t!nr manufacturer). Total solids 93.8%, moisture 

oihev’ rL 33 <C ' ?~ m )5 ’ 2 ^' crude fiber carbohydrates 
ower vnan enute fiber {by difference) 68 . 9 c /c. 

Vitamins and Minerals Per Hundred Grams 

Thiamine. , 

Riboflavin . . 'f« m8 ' 

Niacin.. '■? 

Calcium .. ... c- an ‘ mg ’ 

Copper. . „ mg ' 

. ... u.o me, 

Calories. 3.7 per gram; 106 per ounce. 

Ute—For use in the feeding 0 f infants and young children 
International Nutrition Laboratories, Inc, Mount Vernon, Ohio 

phosphate, calcium carbonated «*«»» 

«» 

calcium 0.73%, phosphorus 0.33%, Iron 0 017% ^ mo,s,uri: 2 - 8 5T. 

101^^^“ ^ l, ’ C f ° i,0Wins d ^ d Proportions yields the 

p . 1:7 l;6 

. 2 - ss « 3 ~ s * 

Carbohydrate . jj'SS 

Moisture. . Ci-a'c- „ 6 - 30r ° 

Calorics per fl. oz. . . . 20 ‘ ° n ^' 07 ^ 

Use.—For use as a hypoallergenic infant food. 
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SURGICAL TREATMENT OF LUMBAR 
DISK LESIONS 

The literature of the past 15 years contains a number 
of contributions dealing with rupture of the interverte¬ 
bral disk and propulsion of the nucleus pulposus into the 
spinal canal as a cause of intractable back pain and 
sciatica. The exact knowledge of the anatomy and em¬ 
bryology of this long-neglected structure dates back to 
the anatomic studies of von Luschka. A correct clinical 
or pathological approach to the subject, however, is a 
recent contribution. The accurate and painstaking 
necropsy studies of Schmorl provide scientific basis for 
the role assumed by this structure in a number of clinical 
conditions. The earliest clinical report of this condition 
was that of Goldthwaite, who reported a case of sciatica 
and paraplegia due to posterior herniation of the inter¬ 
vertebral disk at the lumbosacral junction. He suggested 
that such displacements might be the cause of many cases 
of sciatica, lumbago, and back strain. Mixter and Barr 
established the clinical relationship between the pro¬ 
truded nucleus pulposus and intractable back pain and 
sciatica in certain cases. 

O’Connell, 1 in his Hunterian Lecture (Feb. 16, 
1950), analyzed the results of surgical treatment of 500 
cases of proved lumbar intervertebral disk protrusion on 
which he operated between January, 1938, and May, 
1948, at St. Bartholomew’s Hospital. O’Connell infers 
from his experience that back pain from a disk protrusion 
is seldom so severe, so persistent, or so frequent as to 
require operation. Occasionally, pain affected both lower 
limbs, either simultaneously or in succeeding attacks. In 
over 90% it was felt in one leg alone, and the left was 
involved more often than the right in the proportion of 
three to one. A clinical diagnosis of lumbar intervertebral 
disk protrusion is more accurate than a myelographic 
diagnosis. O’Connell believes that it is unnecessary to 
perform either lumbar puncture or myelography to make 
a diagnosis. The diagnosis is readily made in most pa- 

I. O'Connell, J. E. A.: Protrusion of the Lumbar Intervertebral Discs: 
A Clinical Review Based on 500 Cases Treated by Excision of the Pro¬ 
trusion, J. Bone & Joint Surg. 33-B: 8 (Feb.) 1951. 

1. Armstrong, J. R.: The Causes of Unsatisfactory Results from the 
Operative Treatment of Lumbar Disc Lesions, J. Bone & Joint Surg. 
33-B: 31 (Feb.) 1951. 
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tients by careful clinical and radiologic study. The prob¬ 
lem is not in diagnosis but in the decision as to the correct 
treatment. 

The early enthusiasm and the operative furor that fol¬ 
lowed the discovery of the role of the protruded disk in 
the causation of back pain and sciatica were soon fol¬ 
lowed by a more critical attitude in view of the many 
disappointing results. O’Connell justly remarks that the 
natural history of lumbago and sciatica has not been 
altered by the discovery of their common cause and that 
the tendency to spontaneous recovery remains as strong 
as it has been through the centuries. Rest during the stage 
of acute symptoms, with later exercises for the lumbar 
muscles and joints, constitutes the correct treatment in 
most patients. Only when an adequate trial of such 
measures fails to bring relief should surgery be consid¬ 
ered. O’Connell’s series of 500 patients treated surgically 
represents but a small proportion of patients seen in the 
outpatient department in whom tr clinical diagnosis of 
protruded lumbar intervertebral disk has been made. He 
concludes that excision of a lumbar intervertebral disk 
protrusion is required in only a small proportion of pa¬ 
tients with this lesion. A careful clinical and radiologic 
examination of cases of lumbago and pain in the lower 
limb provides good evidence not only of the presence 
of a lumbar intervertebral disk protrusion but also of its 
anatomic level, size and relationships. In most of the 
selected cases, a carefully performed operation designed 
to relieve the affected nerve fibers from forces that stretch 
and compress them will give satisfying relief of symp¬ 
toms. In his series, 92% of the patients were either com¬ 
pletely free from symptoms or very greatly improved 
after operation. 

In his discussion of the causes of unsatisfactory results 
from the operative treatment of lumbar disk lesions, 
Armstrong 2 stresses that there were in the reported 
series between 5% and 40% of unsatisfactory results. A 
wrong diagnosis is perhaps the most frequent cause of 
unsatisfactory results from operation. The causes of 
failure, according to this author, in patients with genuine 
disk lesions who are not relieved by operation are failure 
to locate the lesion, or failure to recognize a double 
lesion. In 12% to 20% of all patients, both the disk be¬ 
tween the 4th and 5th lumbar vertebrae, and the disk 
between the 5th lumbar and 1st sacral vertebrae are 
affected simultaneously; such a double lesion cannot be 
recognized clinically. Other causes are failure to deal 
with a bilateral lesion and subsequent further retropul- 
sion of nuclear tissue. It is not enough to remove the 
displaced nuclear tissue alone; the whole diseased nucleus 
must be removed. The root may be damaged while it« 
being freed or by too vigorous retraction. In a definite 
number of cases, subsequent prolapse of a previously 
healthy disk can take place. There may be permanent 
changes in the nerve root, damage to the posterior articu¬ 
lar facets, and arthritis of the intervertebral joint. 
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Armstrong is opposed to the performance of arthrod¬ 
esis in addition to the removal of the herniated material. 
He feels that it is unnecessary for the vast majority of 
patients and that it increases the immediate operative 
difficulties and hazards and greatly increases the period 
of postoperative incapacity. When necessary, arthrodesis 
can be performed in a second stage. Postoperative in¬ 
fection in the form of wound infection, meningitis, or 
osteomyelitis of the vertebral bodies can occur. Such 
complications as gross damage to the spinal theca, to the 
cauda equina, or to extrathecal nerve roots can be largely 
avoided by proper surgical technique. 

The views expressed by the British surgeons are very 
much in agreement with those of the surgeons this side 
of the Atlantic. 


FOLIC ACID 

Folic acid is the official name for a pteroyl acid ester 
containing paraaminobenzoic acid and one molecule of 
glutamic acid. This compound is also known as pteroyl- 
glutamic acid or folacin. It is considered to be a member 
of the vitamin B complex and was first prepared syntheti¬ 
cally in 1946. 1 It has been shown to serve as an essential 
metabolite for a number of bacteria, including Lactoba¬ 
cillus casei and Streptococcus lactis R, and for growth 
and red cell development in the chick. It will cure certain 
nutritional macrocytic anemias in man and is active 
hematologically in pernicious anemia, although it does 
not prevent the development of neurological complica¬ 
tions. 

Folic acid occurs widely in nature, both free and in the 
form of conjugates containing either two or six additional 
glutamic acid groups. These can be converted to pteroyl- 
glutamic acid by the action of specific enzymes. 2 Re¬ 
cently, evidence has accumulated that indicates that the 
biologic activity of folic acid is actually vested in one or 
more of its metabolic products. In 1948, Sauberlich and 
Baumann 3 reported that crude liver extracts, yeast ex¬ 
tracts, bacto®-peptone and a rice-bran concentrate con¬ 
tain a substance essential for the growth of Leuconostoc 
citrovorum and that the concentration of this so-called 
citrovorum factor does not parallel that of either folic 
acid or of the antipernicious anemia factor. Folic acid in 
high amounts did support the growth of the bacteria, but 
only after a delay of 24 to 36 hours. It was further shown 
that, when rats or humans are fed large amounts of folic 
acid, increased amounts of citrovorum factor appear in 
the urine. 1 Nichol and Welch 5 have reported that liver of 
folic-acid-deficient rats is low in both citrovorum factor 
and folic acid and that addition of folic acid to slices of 
such liver and to normal livers increases the amount of 
citrovorum factor, the yield being further increased by 
the addition of certain reducing agents, particularly as¬ 
corbic acid. They also showed that the conversion of 
folic acid to citrovorum factor is inhibited by the folic 
acid antagonist 4-aminopteroylglutamic acid (aminop- 
terin) and that the citrovorum factor is much more 


effective than folic acid in protecting rats against the toxic 
effects of 4-aminopteroylglutamic acid. 

In independent studies on the metabolism of folic acid, 
Shive and his co-workers G isolated from enzymatic di¬ 
gests of hog liver a crystalline substance which was con¬ 
siderably more active than folic acid in protecting a 
number of bacteria against the toxic action of methylfolic 
acid and which supported the growth of L. citrovorum. 
They called this substance folinic acid and showed it to 
be present in high amounts in crude liver extracts, hog 
duodenal mucosa and grass and in much lesser amounts 
in milk, muscle tissue and yeast extract. Paper chroma¬ 
tography studies of hog liver extracts indicated the pres¬ 
ence of a group of compounds, the folinic acid group, all 
of which possess activity similar to that of folinic acid. 
Mild acid hydrolysis destroys the folinic acid activity, but 
the compound formed has biologic activities correspond¬ 
ing to folic acid. Recently, these investigators, 7 and 
Brockman 3 and his associates described the synthesis of 
preparations with the properties of folinic acid. 

Preliminary experiments indicate that folinic acid 
preparations promote blood regeneration in persons with 
pernicious anemia, nutritional macrocytic anemia and 
tropical sprue in relapse," reverse the toxic effects of folic 
acid antagonists in man 10 and replace folic acid in the 
diet of the chick. 11 

Since at least one organism requires preformed folinic 
acid, since all organisms can apparently use folinic acid 
in place of folic acid and since folinic acid is more effec¬ 
tive than folic acid in overcoming the inhibitory effects 
of folic acid antagonists, it is probable that folinic acid is 
the enzymatically active form of the vitamin or represents 
it more closely than folic acid. As has recently been 
pointed out, 12 an analogous situation obtains in the vita¬ 
min B,. group. In this case, pyridoxine was the first form 
of the vitamin discovered. Later pyridoxal and pyridoxa- 
mine, both more active than pyridoxine, were found to 
constitute most of the vitamin B 0 activity in natural 
diets; it is now believed that pyridoxal phosphate is the 
form of the vitamin actually used for metabolic purposes. 
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1948 Jukes ’ T ' H " and Slok5,ad ’ E - L. R.: Physiol, Rev. 38:51 (Jan.) 

3. Saiiherlich, H. E., and Baumann, C. A.: J. Biol. Chem. ire- 165 
(Oct.) 1948. 
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EDITORIALS AND COMMENTS 


THE PRESIDENT-ELECT— 

DR- LOUIS H. BAUER 

In recognition of his long and distinguished service 
to medicine, the House of Delegates of the American 
Medical Association at the 100th annual session in 
Atlantic City, June 14, elected Dr. Louis H. Bauer of 
Hempstead, N. Y., to the position of President-Elect. 
Dr. Bauer has been a member of the Board of Trustees 
of the American Medical Association since 1944 and 
Chairman of the Board since 1949; he became a member 
of the Executive Committee 
in 1947 and was Chairman of 
the Committee in 1948. He 
was for many years a member 
of the House of Delegates, 
served as Chairman of the 
Council on Medical Service 
and as a member of the Com¬ 
mittee on Scientific Exhibit. 

Previously, he had been presi¬ 
dent of the Nassau County 
Medical Society and of his 
district branch medical so¬ 
ciety, speaker of the House of 
Delegates of the Medical So¬ 
ciety of the State of New 
York and president of his 
state medical society. Dr. 

Bauer was born in Boston and 
graduated cum laude from 
Harvard Medical School. He 
interned at Mercy Hospital in 
Springfield, Mass., was an 
honor graduate from the 
United States Army Medical 
School and of the United 
States Army School of Avia¬ 
tion Medicine, and a graduate 
also from the Army War Col¬ 
lege in 1926. Dr. Bauer spent 
13 years in the Army as a 
medical officer and was the 
first Commandant of the 

Army School of Aviation Medicine. He is now a colo¬ 
nel, United States Army, retired. He was also the first 
medical director (from 1926 to 1930) of the Aeronau¬ 
tics Branch of the United States Department of Com¬ 
merce, now the Civil Aeronautics Administration. Since 
1930, Dr. Bauer has been in private practice in cardiol¬ 
ogy at Hempstead. He is attending cardiologist at Nas¬ 
sau Hospital, Mineola, and a consultant at Meadow- 
brook Hospital in his home town and at some six other 
hospitals in near-by communities. He is a diplomate of 
the American Board of Internal Medicine, a fellow of 
the American College of Physicians, a member of the 
American Heart Association, of the New York State 
Public Health Council, and of the Aero Medical Associa¬ 
tion, of which he was the first president (from 1929 to 
1931), an honorary member of Phi Beta Kappa, and 
was a delegate from the American Medical Association 
to the American Council on Rheumatic Fever. He re¬ 
ceived the Distinguished Service Award of the Nassau 
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Daily Review-Star in 1949, and was the first recipient of 
the Lister Award of the Aero Medical Association and 
of the John Jeffries Award of the Institute of Aeronauti¬ 
cal Sciences. For 21 years, he has been editor in chief of 
the Journal of Aviation Medicine. He has contributed 
many articles on aviation medicine, cardiology, and 
medical economics to medical journals, is the author of 
a textbook on aviation medicine, of a book entitled “Pri¬ 
vate Enterprise or Government in Medicine,” and of 
chapters on aviation medicine in various textbooks and 
encyclopedias. Dr. Bauer was secretary of the American 

committee of the World 
Medical Association and a 
member of the council of this 
organization and since 1948 
has been Secretary General of 
the World Medical Associa¬ 
tion. His election to the posi¬ 
tion of President-Elect of the 
American Medical Associa¬ 
tion is an honor richly de¬ 
served for outstanding and 
faithful service to the profes¬ 
sion, to the public, and to his 
country. 

LIVER IN EXPERIMEN¬ 
TAL HYPERTENSION 


Accumulating evidence In¬ 
dicates that the liver plays 
an important role in the regu¬ 
lation of systemic blood pres¬ 
sure. Recent experiments 1 
have shown that reduction of 
the blood flow to the liver de¬ 
creases the blood pressure of 
dogs with experimental hy¬ 
pertension. In these studies, 
partial occlusion of the portal 
vein by means of a Goldblatt 
clamp was followed by a 
gradual return of the elevated 
blood pressure to normal 


levels. This effect presisted throughout the period of ob¬ 
servation, which in some animals extended for more than 
a year. It was not abolished by the subsequent establish¬ 
ment of a portacaval shunt, indicating that the altera¬ 
tions in the systemic pressure were not due merely to the 
accumulations of blood in the splanchnic area. Complete 
interruption of the arterial blood supply to the liver also 
reduced the blood pressure of the animals to normal, but 
in this case the hypotensive effect persisted for only a 
few weeks, presumably because of a compensatory in¬ 
crease in the blood flow through the portal vein. The 
most consistent reduction of blood pressure was obtained 
when both the hepatic artery and the portal vein were 
partially occluded. 

During the experiments it became apparent that the 
decrease in blood pressure was dependent on the produc¬ 
tion of a mild chronic liver insufficiency. Unless the re¬ 
duction in blood flow was sufficient to produce fatty 
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infiltration of the liver cells, no hypotensive effect was 
noted. Usually such histologic changes were accom¬ 
panied by laboratory evidence of diminished liver func¬ 
tion, but the disturbance was surprisingly slight. The 
foregoing observations confirm the earlier work of Page, 
McSwain, Knapp, and Andrews, 2 who were able to 
reduce blood pressure in experimental hypertension by 
poisoning the liver with a mixture of carbon tetrachloride 
and alcohol. 

Two possible explanations for the reduction of blood 
pressure under these circumstances have been advanced. 
One is that the damaged liver 
is unable to manufacture 
hypertensinogen, an essential 
participant in the pressor re¬ 
action of renal hyperten¬ 
sion, and that this effectively 
blocks the reaction. A second 
possibility is that the anox- 
emic liver produces an active 
vasodepressor material such 
as that demonstrated by Shorr 
and co-workers 3 in liver slices 
under anaerobic conditions 
and in the blood of animals in 
shock. This vasodepressor 
substance then presumably 
neutralizes the vasoexcitor 
substance elaborated by the 
anoxemic kidney. Perhaps 
both of these mechanisms are 
active. More work will be re¬ 
quired before these questions 
can be answered with cer¬ 
tainty or before any conclu¬ 
sions can be drawn as to the 
significance of these factors in 
man, but the facts already es¬ 
tablished are of great theoret¬ 
ical importance. 



Allen O. Whipple, M.D. 
Awarded Distinguished Service Medal 


ALLEN WHIPPLE AWARDED DISTINGUISHED 
SERVICE MEDAL 

At the annual meeting in Atlantic City, June 11, the 
House of Delegates of the American Medical Association 
awarded the Distinguished Service Medal of the Asso¬ 
ciation to Dr. Allen O. Whipple of New York, an out¬ 
standing surgeon and medical investigator. Dr. Whipple 
was born in Persia, where his parents were missionaries. 
He graduated from Princeton University in 1904, re¬ 
ceived his medical degree from the College of Physicians 
and Surgeons of Columbia University in 1908, and has 
practiced medicine in New York City since 1910. He was 
appointed instructor in surgery in 1911 and was profes¬ 
sor of surgery at the College of Physicians and Surgeons 
and director of the surgical service at Presbyterian 
Hospital in New York for many years. After his retire¬ 
ment from those positions, in 1946, he accepted a posi¬ 
tion on the faculty of the American University of Bierut, 
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where, as a trustee of the University, he helped plan the 
new teaching hospital, one of the pioneer medical centers 
in the Near East. In 1946, Dr. Whipple was appointed 
clinical director of the Memorial Hospital in New York. 
His distinguished career has brought many honors, in¬ 
cluding the Judd Award of the Memorial Hospital in 
1946, for having made “the greatest advancement toward 
the discovery of a cure for cancer,” and the Bigelow 
Medal of the Boston Surgical Society, for contributions 
to the advancement of surgery. He is a past president 
of the American Surgical Association and one of the 

founders group of the Amer¬ 
ican Board of Surgery. He 
was a member of the Com¬ 
mission on Graduate Medical 
Education, created in 193S to 
help formulate the principles 
involved in graduate medical 
training. The esteem in which 
he was held by his colleagues 
required his appearance be¬ 
fore many scientific societies. 
Among his notable addresses 
were the Lister Oration be¬ 
fore the annual meeting of the 
Canadian Medical Associa¬ 
tion, the Arthur Dean Bevin 
Lecture of the Chicago Sur¬ 
gical Society, the Stewart Me¬ 
morial Lecture of the Pitts¬ 
burgh Academy of Medicine, 
and the annual Hodgen Lec¬ 
ture before the St. Louis Sur¬ 
gical Society. He is a member 
of the Surgical Research So¬ 
ciety, the New York Surgical 
Society, the Society of Clinical 
Surgery, the Practitioners So¬ 
ciety, the Society of University 
Surgeons, the American Col¬ 
lege of Surgeons, the Medical 
Society of the State of New York, the American Medical 
Association, the New York Academy of Medicine, the 
Century Club, and the Sheraka Club. He maintains 
an interest in oriental languages and in landscape paint¬ 
ing, although still director of surgery at the Memorial 
Hospital, one of the outstanding centers of the world for 
cancer research and the treatment of patients suffering 
from cancer. During World War II, Dr. Whipple was 
chairman of the Subcommittee on Infected Wounds and 
Burns of the National Research Council. He has been a 
prolific writer, contributing especially to surgery of 
abdominal cancer, and is on the editorial advisory 
board of the Annals of Surgery. 
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3. Shorr, E.; Zncifach, B. W., and Furchgott, R. F.: On the Occur- 
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ORGANIZATION SECTION 


FEDERAL MEDICAL LEGISLATION 

Investigation—Hoxsey Cancer Clinic 

Senator Langer of North Dakota introduced Senate Resolu¬ 
tion 142, authorizing the Senate Committee on Labor and Public 
Welfare to conduct a study of the Hoxsey Cancer Clinic of 
Dallas, Texas. The committee would be authorized to make a 
complete study and investigation to ascertain whether the meth¬ 
ods employed by the Hoxsey Cancer Clinic in the treatment of 
cancer have proved to be a cure for such disease. The committee 
would be further directed to make a report to the Senate at the 
earliest practicable date, showing the results of its study and any 
recommendations. 

School Health Services 

H. R. 4322, introduced by Representative Mitchell of Wash¬ 
ington, would provide for the general welfare by enabling the 
several states to make more adequate provision for the health 
of school children through the development of school health 
services for the prevention, diagnosis and treatment of physical 
and mental defects and conditions. This bill is identical with three 
other House bills and with S. 1411 of the last Congress, which 
passed the Senate but failed passage in the House. 

Problems of the Aging 

Representative Yates of Illinois introduced House Resolution 
238, which would authorize a select committee on problems 
of the aging to be composed of seven members of the House of 
Representatives, all appointed by the Speaker. The committee 
would be charged with investigating the status of the older age 
group with respect to its manpower potential and, further, with 
determining the basic problems of this group in the fields of 
employment, health, education, and community services, and 
the federal government’s responsibilities to the group. The com¬ 
mittee would be instructed to report to the House as soon as 
practicable, during the present Congress, the result of its study, 
together with recommendations. 


STATE LEGISLATION 
California 

Bills Introduced.—S. 1457, proposes the creation of a state board of 
chiropractic examiners and proposes, among other things, that minor 
surgery or ambulant surgery are those branches of surgery which consist 
of operative procedure by electrical or other methods which do not in¬ 
clude the opening of the thoracic, abdominal, or cranial cavities or the 
amputation of limbs. S. 1818, proposes to exempt from the sales tax drugs 
dispensed on prescriptions filled by registered pharmacists for persons 
licensed and authorized to prescribe drugs under the business and pro¬ 
fessions code. 

Bill Enacted.—A. 2672 has become Chapter 788 of the Laws of 1951. 
It amends the Business and Professions Code by providing that whenever 
the words “diagnose” or “diagnosis” are used, they shall include any 
undertaking by any method, device or procedure whatsoever, and whether 
gratuitous or not, to ascertain or establish whether or not a person is 
suffering from any physical, mental or nervous disorder. The terms shall 
specifically include the taking of a person’s blood pressure and the use 
of mechanical devices or machines for the purpose of representing to any 
person any conclusion with respect to such person's physical, mental or 
nervous condition. 

Connecticut 

Bills Introduced.—H. 326, proposes to authorize medical group clinics 
to form corporations without capital stock for the purpose of operating 
and maintaining a medical clinic. H. 1705, would permit a non-profit 
medical service corporation to make payment for the professional services 
of dentists. S. 690, proposes the appointment of a commission to investi¬ 
gate and make recommendations relating to drafts of proposed legislation 
for expanding the opportunities for medical education in Connecticut for 
qualified residents. 

Bill Enacted.—H. 546 has become Public Act. No. 104 of the Acts of 
1951. It directs the State Department of Health to maintain laboratories 


The summary of federal legislation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
-—-^legislation by the Bureau of Legal Medicine and Legislation. 


and bureaus of administration, vital statistics, preventable diseases sani 
tary engineering, maternal and child hygiene, public health nursing, public 
health instruction, venereal diseases, mental hygiene, and industrial 
hygiene. 

Florida 

Bills Enacted.—H. 302, was approved May 30, 1951. It provides regula¬ 
tions for the licensing of registered and practical nurses. H. 579 was 
approved May 29, 1951. It amends the law relating to the practice of 
medicine by requiring licentiates to annually register their licenses-with the 
state board of health. H. 1084 became law without approval May 29, 1951. 
It authorizes the Board of County Commissioners of Orange County to 
provide for life, health, accident, hospitalization, and annuity insurance 
for its employees and their families. S. 71 became law without approval 
May 29, 1951. It directs the State of Florida to pay to the fir$t accredited 
and approved medical school established within the state the sum of Three 
Thousand Dollars ($3,000) per year for each student admitted and enrolled 
in such institution. S. 326 became law without approval May 31, 1951. It 
provides that whenever the dead body of a human being shall remain 
unclaimed by any relative of the deceased person for a period of ten days 
after death, the board of county commissioners of the county within 
which such body may be shall have authority and power to give such 
body for any educational or research purpose to any medical school, 
dental school, school of nursing or other college or university, whether 
within or without the State of Florida. S. 817 was approved May 23, 1951. 
It establishes a Madison County Health and Hospital Board in Madison 
County to institute, maintain and operate a public health program for the 
citizens of the county and to own and operate a hospital therein. S. 841 
became law without approval May 28, 1951. It authorizes the Board of 
Commissioners of Polk County to provide group insurance for its em¬ 
ployees. 


Illinois 

Bill Introduced.—H. 1074, to amend the Civil Administrative Code, 
proposes the creation of five man committee composed of reputable chiro¬ 
practors licensed to practice chiropractic in the state for the purpose of 
examining applicants for a chiropractic license to treat human ailments 
without the use of drugs or medicine and without operative surgery. 
H. 1161, proposes new regulations for the organization of non-profit hos¬ 
pital service corporations. S. 600, proposes to authorize the Department of 
Registration and Education to examine for and grant licenses to practice 
physical therapy which is defined as the treatment of any body or menial 
condition of any person by the use of the physical, chemical, and other 
properties of air, heat, light, water, electricity, massage, and active and 
passive exercise. The use of roentgen rays and radium for diagnostic and 
therapeutic purposes, and the use of electricity for surgical purposes, 
including cauterization, would not be authorized under the term “physical 
therapy.” S. 613, proposes the enactment of a system of temporary dis¬ 
ability benefits. S. 638, proposes to authorize the use of the injunction to 
enforce the provisions of the Chiropody Practice Act. S. 641, proposes to 
permit the use of the injunction to enforce the provisions of the Pharmacy 
Practice Act. S. 642, proposes to permit the use of the injunction to en¬ 
force the provisions of the Public Health Nursing Act. S. 647, proposes to 
permit the use of the injunction to enforce the provisions of the Medica 
Practice Act. 


Bill Enacted.—S. J. R. 25 was adopted May 16, 1951. It requests an 
amendment of the rules of the College of Medicine of the University o 
Illinois in order to provide for the annual admittance of at least twcniy 
students who will agree to practice in the rural areas of the state. 


rlassachuseits 

Bill Introduced.—S. 665, proposes the creation of a commission to ma e 
n extensive investigation of all phases of Ihe employment security la . 

Nebraska 

Bill Enacted.— Legislative Bill 530, was approved May 5, 1951. It relates 
1 the commitment of persons to state institutions by providmg that lh^ 
etition accompanying the commitment must be ““™f h “ led [u ^ “ dice 
cate of a legally qualified physrcian with experience in the actual practic 
f his profession certifying that he has personally examined the person 
whom the application relates and that in his opinion the person . a 
*We-,Mnded person and a proper subject for comm.tment to the 
istitution. 

few Hampshire . 

. ty -i/CT become Chapter 125 of the Laws of 195 

takes it Unlawful for an^empMyer acquire 

it employment to PW . d by the emp i 0 yer as a condition of cm- 
rrmshing «“ rds b "’“e Chapter 127 of the Laws of 1951. It amends 
IMin" practice of nursing by reducing the age requirement 
■om 21 to 20 years. 

(^i^on n mrd e q'uarantine'M 5 persons ^xpmied to* and^suffering^romSom- 

iunicable diseases. 
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MEDICAL NEWS 


CALIFORNIA 

Award in Psychiatry .-At the 1951 meeting of the American 
Psychiatric Association Dr. Jurgen Ruesch associate professor 
of psychiatry at the University of California School of Medicine, 
and his associates at the Langley Porter Clinic, Robert E. Harris, 
Ph.D., Carole Christiansen, M.A., Martin B. Loeb, B.A., bally 
Dewees, M.S., and Dr. Annemarie Jacobson, were honored by 
receiving the Hofheimer Award for research in psychiatry. The 
prize was awarded for a sociopsychologicai study of duodenal 
ulcer. The results of the inquiry were published in book form 
by the University of California Press in 1948. 

University Medical Center.—The nucleus of a medical center, 
which will help bring California’s medical education and re¬ 
search facilities more in line with the state’s population growth, 
is under construction by the University of California at San 
Francisco. The new units of the medical center will cost about 
$22,630,000. The state legislature has appropriated $20,730,000 
for the present program. Integrated in the state-financed struc¬ 
tures will be quarters for the university’s Cancer Research 
Institute, financed by a one million dollar contribution from the 
U. S. Public Health Service, and an area for research in ophthal¬ 
mology, financed by a gift of $65,000 from Mr. and Mrs. 
Berthold Guggenhime of San Francisco. In addition, the U. S. 
Atomic Energy Commission is financing a $535,000 radiological 
laboratory. The two major units under construction are the 500- 



Archilcct's drawing of the Herbert C. Moffitt Teaching Hospital (left) and 
the Medical Sciences Building (right), a single coordinate structure of the 
University of California Medical Center. 


bed Herbert C. Moffitt Teaching Hospital and the Medical 
Sciences Building. These 14-floor units, accounting for $20,445,- 
000 of the total cost, actually are planned as a single coordinated 
structure. Work is in progress on the teaching hospital and on 
two sections of the Medical Sciences Building. Completion of 
the hospital and the larger section of the sciences building is 
scheduled for the spring of 1953, when it will be possible to raze 
the dental-pharmacy building, which dates back to before the 
turn of the century, and undertake completion of the Medical 
Sciences Building. Remodeling of two buildings adjacent to the 
Medical Center for use in research on arthritis and cortico- 
trophin (ACTH) will be done at a cost of $100,000. The radio¬ 
logical laboratory will be completed in a few weeks. For the 
first time since the earthquake and fire of 1906, the school of 
medicine will be unified. The new facilities will bring under one 
roof the school of medicine, the college of dentistry, the college 
of pharmacy, and the school of nursing. 


Phjsicians are united lo send to this department items of news of genci 
J hl ? S 5 r 5 blins 10 society activities, new hospita 
education and public hcatth. Programs should be received at least thr 
weeks before the dale of meeting. 


COLORADO 

University Appointment.—Wilhelm Richard Frisell, instructor 
in physiological chemistry at Johns Hopkins University School 
of Medicine, Baitimore, has been appointed assistant professor 
of biochemistry at the University of Colorado School of Medi¬ 
cine, effective July 1. 

Alumni Honor Veterans of Faculty—Nine faculty members of 
the University of Colorado School of Medicine, Denver, were 
presented special medallions in recognition of 25 years of service 
at the annual alumni banquet June 2. The service recognition, 
established by the alumni last year, went to two members of the 
regular faculty and seven members of the clinical faculty: Dr. 
William C. Black, associate professor of pathology, and Dr. 
William B. Draper, professor of physiology and pharmacology, 
both members of the regular faculty; Dr. Wilford W. Barber, 
assistant ciinica) professor of pediatrics, Dr. Hamilton I. Barnard 
and Dr. I. Frederic Prinzing, both associate clinical professors 
of surgery. Dr. Harry J. Corper and Dr. Harry Gauss, both 
associate clinical professors of medicine, Dr. Lyman W. Mason, 
clinical professor of obstetrics and gynecology, and Dr. John I. 
Zarit, assistant clinical professor of medicine. 

ILLINOIS 

Hospitals to Care for Poliomyelitis Patients.—Facilities of 128 
Illinois hospitals have been pledged for diagnosis or treatment 
of poliomyelitis patients this summer, Dr. Roland R. Cross, 
state director of public health, announced June 8. This is a 
culmination of years of effort on the part of public health 
agencies to enlist the participation of administrators of general 
hospitals in admitting poliomyelitis patients, he said. The com¬ 
mittee has conducted a series of district meetings to inform 
hospital personnel in methods of caring for poliomyelitis 
patients. Of the 128 hospitals pledging help, 66 will provide 
diagnostic facilities only; 34 will provide diagnosis and treat¬ 
ment; 12 will give diagnosis, treatment, and rehabilitation care, 
and 16 will provide convalescent and rehabilitation care. Names 
of the hospitals are available through the Illinois State Depart¬ 
ment of Health, Springfield. 

Chicago 

Grants for Research.—The University of Illinois College of 
Medicine has been awarded the following grants in support of 
research investigations; $7,000 (renewal) by the Lakeland Foun¬ 
dation for the study of a cancer diagnostic test; $1,000 from Ab¬ 
bott Laboratories for an investigation concerning the effect of 
amines on high blood pressure in experimental cases, and $1,000 
from the E. & J. Manufacturing Company of Glendale, Calif., 
in support of research studies on resuscitation. This investigative 
study on resuscitation is also supported by the American Red 
Cross and the American Medical Association. 

Two New University of Chicago Hospitals.—Two new hospitals 
are to be added to the University of Chicago’s Medical Research 
Center at a cost of over 4J4 million dollars. The Charles Gilman 
Smith Hospital for research in and treatment of contagious and 
heart diseases will have six floors and 75 beds. The second 
hospital, to be the west wing of the clinics group, will be for 
research in orthopedics and in chronic diseases. This seven-story 
west wing will have 92 beds on three floors, including a special 
20-bed unit for tuberculosis patients. The Charles Gilman 
Smith Hospital is named for a distinguished early Chicago 
physician, whose widow in 1926 left $285,000 to the university 
for a contagious diseases hospital. The fund has grown to 
$574,000. The U. S. Public Health Service made a grant of 
$485,000 through the National Heart Institute, which will pro¬ 
vide for three floors for cardiac research. Hill-Burton funds are 
also being used to construct the hospitals. The 167 beds of the 
two buildings will bring the university’s clinical facilities to 709 
beds. 
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MASSACHUSETTS 

Harvard Alumni Day.—Some 500 doctors gathered in Boston 
May 25 for Harvard Medical School Alumni Day. The all-day 
meeting featured medical papers by members of the Harvard 
faculty and reunion dinners for various classes. The day began 
with morning visits to operations and hospital rounds at some 
of the teaching hospitals associated with the school. A medical 
symposium included talks by Drs. James H. Means, Herrman L. 
Blumgart, George W. Thorn, Derek E. Denny-Brown, George 
B. Wislocki, and Samuel A. Levine. A surgical symposium in¬ 
cluded talks by Drs. Edward D. Churchill, Merrill C. Sosman, 
Francis D. Moore, Grantley W. Taylor, Sidney Farber, and 
John Homans. 

Industrial Hygiene Laboratory.—The occupational medical 
service at the Massachusetts Institute of Technology opened its 
new industrial hygiene laboratory in the Homberg Infirmary 
May 8. The new facilities will make possible extensive testing 
services for all departments and laboratories to assist in devel¬ 
oping the most beneficial environment possible for all kinds of 
scientific and professional work. The problem of analysis and 
correction of hazards due to radioactive or toxic chemicals or 
dusts, as well as the more subtle problems of unusual occupa¬ 
tional stress, noise, and lighting, are included in the assignment. 
The occupational medical service will act principally in an 
advisory capacity. AH illnesses of institute personnel will be 
screened by the members of the occupational medical service 
and those that appear to be job-related will be carefully inves¬ 
tigated. The service will work closely with the institute's safety 
committee, of which Prof. Edward R. Schwarz is chairman. 
In addition to special departmental seminars, a course in 
occupational hygiene is planned in the M. I. T. graduate school. 
The course is designed to provide background for research ad¬ 
ministrators and industrial hygiene consultants. Dr. Harriet L. 
Hardy, assistant medical director, will be in charge of the service. 

MICHIGAN 

Personals.—Dr. Osborne A. Brines, professor of pathology at 
Wayne University College of Medicine, Detroit, has been elected 
vice president of the International Society of Clinical Pathology. 
Dr. Brines will attend the International Congress of Clinical 
Pathology in London, England, July 17-20 as official delegate 
of the American Society of Clinical Pathologists. 

McGregor Fund Grants.—Two grants totaling $96,378 have 
been awarded Wayne University College of Medicine, Detroit, 
by the McGregor Fund. The first grant will cover the salary 
of a full-time professor and chairman of the department of 
psychiatry in Wayne’s college of medicine for a five-year period 
ending June 30, 1956. The professor’s original appointment was 
made possible by a similar grant in 1946. The second grant pro¬ 
vides $6,378 for two residency fellowship awards for the fiscal 
year commencing in July. 

MISSOURI 

New Hospital Psychiatric Unit.—Menorah Hospital, Kansas 
City, has announced the opening of its new psychiatric unit that 
has accommodations for the care of 32 patients. The physical 
facilities will make possible all modern methods of psychiatric 
treatment, including physical therapy, occupational therapy, 
and electric and insulin shock therapy, as part of an integrated 
approach to treatment. The staff includes a psychologist, psy¬ 
chiatric social worker, and an occupational therapist. Dr. Mor¬ 
ton Jacobs is director of the psychiatric unit and chairman of 
the department of psychiatry. 

MONTANA 

Cancer Lecture Series.—The cancer committee of the Montana 
Medical Association, in cooperation with the state board of 
health, has presented a series of lectures on cancer throughout 
the state. They were held, beginning June 4, at Miles City, 
Billings, Great Falls, Kalispell, Butte, and Bozeman. The speak¬ 
ers at each of these lectures were Dr. Randolph H. Hoge, pro¬ 
fessor of gynecology, and Dr. Arthur B. Gathright Jr., assistant 
professor of medicine and assistant director, onocology depart¬ 
ment, Medical College of Virginia, Richmond. 


NEW YORK 

New Society of Radiologists.-Last fall the Northeastern New 
York Radiological Society was established in Albany with 34 
charter members. Meetings are held four times a year, usually 
m Albany, but one meeting a year (in June) is to be held in 
another part of the state. The officers for the current year are 
Dr. Edward DeFeo, Brooklyn, president; Dr. Orville L Hender¬ 
son, Troy, vice president, and Dr. John F. Roach, Londonville 
secretary-treasurer. ’ 

Westchester County Society Awarded Citation.—The 1951 Can¬ 
cer Crusade Citation has been awarded to the cancer committee 
of the Medical Society of the County of Westchester by the 
American Cancer Society. The committee was cited for its broad 
school program employing a special cancer instruction text, 
“Youth Looks at Cancer,” which was placed in the county high 
schools in 1940. The book has since been distributed nationally 
by the national society. 

Department Head Appointed.—Dr. Clair E. Folsome, Plain- 
field, N. J., has been appointed head of the department of 
obstetrics and gynecology at the New York Medical College, 
Flower and I-ifth Avenue Hospitals. Dr. Folsome was formerly 
executive director of the National Committee on Maternal 
Health and executive director of research for the Ortho Re¬ 
search Foundation from 1944 to 1951. He will attend the 
French Congress of Gynecology in Paris as representative of 
the New York Medical College, Flower and Fifth Avenue 
Hospitals. 

Personals.—Dr. Connie Myers Guion, chief of the medical clinic 
of New York Hospital-Cornell University Medical Center and 
consulting physician on the staff, received the award of merit of 
the Alumni Association of Cornell University Medical College 

April 21.-Dr. Sidney V. Haas, who recently completed his 

50th year of service in the medical profession, was honored at 
a reception and buffet supper in Atlantic City, N. J., June 12 
by the pediatric staff of the New York Polyclinic Medical School 
and Hospital. The occasion noted the publication of Dr. Baas' 
monograph, “The Management of Celiac Disease.”—Dr. 
Julius Lempert, head of the Lempert Institute of Otology, New 
York, has returned from Stockholm, Sweden, where on May 30 
he received the honorary degree of doctor of medicine from the 
Karolinska Institute in appreciation of his contribution to the 
treatment of deafness in otosclerosis.-As chairman of inter¬ 

national relations of the American Society of Clinical Patholo¬ 
gists, Dr. Theodore J. Curphey will attend the International 
Congress of Clinical Pathology in London July 16 to 20. He has 
been invited to lecture at the monthly meeting of the Medico- 
Legal Society of Great-Britain in London July 25. Dr. Curphey, 
chief medical examiner for Nassau County, will speak on “A 
Comparison of the Coroner and the Medical Examiner Systems 

in the United States."-Dr. Isador S. Ravdin, John Rea 

Barton professor of surgery at the University of Pennsylvania 
School of Medicine, Philadelphia, received an honorary degree 
of doctor of humane letters from the New York Medical College 
at graduation exercises June 6. He addressed the graduating 
class of the college, advocating the return to the old tamity 
doctor" relations. 


tov York City 

Jr. Loveiov Receives Blackwell Medal—Dr. Esther Pohl Love- 
ov New York, is the recipient of the 1951 Elizabeth Blackwell 
nedal given annually by the American Medical Women s Asso- 
iation for “outstanding contribution to the advancement o 
,’omen in medicine.” The award was presented at the 36th an- 
nal meetimr of the association in Atlantic City, June 8-11). in. 
ovejoy became head of the board of health of Portland, Ore., 
1 1907 In 1917 she went to France to serve with the American 
■ed Cross, returning to this country in 1919 to become the ex- 
cutive chairman of the American Women’s Hospitals, a post 

,filch she has continued to fill. Dr. Lovcjoy servcd as prcs.dcnt 

f the Medical Women’s International Association from 191 
9 ?4 an d as president of the American Medical Womens 
association from 1932 to 1933. In recognition of her " pie "^ j 
.'orb in foreign countries Dr. Lovejoy has; been f h , 

Voss of the Legion of Honor (France), the Cold Cross oi 
Redeemer; the Gold Cross of King George I and the War 
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Cross, (Greece); the Gold Cross of the Holy Sepulcher (Jerusa¬ 
lem), and the Gold Cross of Saint Sava (Yugoslavia). She now 
is working on a revision of her book, “Certain Samaritans,” a 
history of women in medicine. 

Library Services.—The New York Academy of Medicine 
Library, one of the largest American medical collections, has on 
its shelves most of the important literature of medicine and 
much of the allied sciences in some 272,000 volumes. These re¬ 
sources are available to the general public as well as to the 
academy’s own fellows and holders of library cards. Besides 
complete runs of the standard medical journals in English and 
foreign languages, and in addition to the usual medical textbooks 
and monographs, the library is. particularly strong in foreign 
monographs, textbooks, encyclopedias, and systems; medical 
biography; medical history; medical Americana, and portraits of 
physicians. It has good files of health reports, government 
publications, medical school announcements, hospital reports, 
data on morbidity, and vital statistics. In fields related to medi¬ 
cine it has excellent collections on dentistry, chemistry, psychol¬ 
ogy and psychoanalysis, foods and cookery, as well as repre¬ 
sentative material in nursing, sociology, anthropology, physics, 
mathematics, botany, zoology, philosophy, pharmacy, and 
veterinary medicine. Out-of-town nonprofit libraries may also 
use its facilities. Books may be taken for two weeks and re¬ 
newed for two additional two-week periods. Out-of-town fellows 
and subscribers may have material sent to them under the 
“interlibrary loan code," transportation to be paid by the 
borrower. 

Besides its regular reference services the library has facilities 
for reproduction of the library’s material in photostat, micro¬ 
film, photographs, and lantern slides. Bibliographies are com¬ 
piled or checked from original sources, and abstracts and 
translations are made from .French, German, or Spanish. 
Names of translators will be supplied for other languages. The 
library also edits manuscripts for publication. The rare book 
and history rooms are open to fellows and the general public 
Monday through Friday, 9 3. m. to S p. m„ and closed to 
everyone evenings, Saturdays, and holidays. The rare books 
themselves do not circulate, but many of the reference works, 
histories, and bibliographies may be borrowed. 

NORTH CAROLINA 

Southern Pediatric Seminar.—This annual seminar will be held 
at Saluda July 16-28 and will be followed by a graduate summer 
course in obstetrics and gynecology July 30-Aug. 4. The seminar 
is especially for general practitioners. The registration fee is $25 
for the graduate course and $40 for the pediatric course or $50 
for the combined courses. Advance registration is necessary. 

Dr. Womack to Head Department of Surgery.—Dr. Nathan A. 
Womack, head of the department of surgery at the University 
of Iowa, Iowa City, has accepted the position as professor and 
head of the department of surgery at the University of North 
Carolina School of Medicine and-will take up his duties in 
Chapel Hill in the late summer. Before heading the department 
of surgery at the University of Iowa, he was professor of clinical 
surgery at Washington University School of Medicine, St. Louis. 


22-bed modern hospital to make clinical material available to 
the research Staff is expected by July. Located immediately 
adjacent to the foundation’s principal structure, the Research 
Hospital is being built at a cost of $225,000. Dr. Leonard P. 
Eliel, research scientist now with the Sloan-Kettering Institute 
of New York, will join the foundation in July to conduct studies 
dealing with fluid balance as it relates to the use of cortisone 
and corticotrophin (ACTH). Dr. Eliel will be the sixth per¬ 
manent member of the foundation research staff. 

PENNSYLVANIA 

Society News.—The Pennsylvania Academy of Ophthalmology 
and Otolaryngology held its annual meeting May 3-6 in Werners- 
ville. In addition to formal presentations, four roundtable dis¬ 
cussions and 12 study clubs were held. The meeting was attended 
by specialists from all parts of the state and from surrounding 
states. Among the officers of the organization for the ensuing 
year are; Dr. Matthew S. Ersner, Philadelphia, president; Dr. 
Samuel T. Buckman, Wilkes-Barre, president-elect; Dr. Daniel 
S. DeStio, Pittsburgh, secretary, and Dr. Bruce A. Grove, York, 

treasurer.-The Pennsylvania Radiological Society May 18-20 

elected officers for the coming year. Dr. Maurice Goldsmith 
was chosen president and Dr. William V. Dzurek, Pottsville, 
president-elect. 

Philadelphia 

Thirty-Nine New Women Doctors.—Commencement at the 
Woman’s Medical College, now in its 101st year, was held on 
June 15, when 39 women received the degree of doctor of 
medicine. The honorary degree of doctor of science was con¬ 
ferred on Dr. Helen B. Taussig, associate professor of pediatrics, 
Johns Hopkins University School of Medicine, Baltimore, and 
on Mr. John M. Russell, vice president and executive director 
of the John and Mary Markle Foundation, who gave the com¬ 
mencement address. His subect was “On Being Dissatisfied.” Dr. 
Louise Pearce, Belle Mead, N. I., presided at the exercises. 
Dean Marion Fay presented the candidates for their degrees. 
Dr. L. Kraeer Ferguson, professor of surgery, presented the 
hoods for investiture and the Hippocratic Oath was administered 
by Dr. Mollie A. Geiss, professor of pathology. Another high¬ 
light of the commencement was the awarding of medals to 10 
women who graduated 50 years ago by the alumnae association 
president. Dr. Mary R. Curcio. Four were present in person 
to receive awards: Dr. Hannah Frances Bartlett Tyson, Leonia, 
N. ]., Dr. Elizabeth Comstock, Arcadia, Wis., Dr. Mary Riggs 
Noble, Bowmansdale, Pa., and Dr. Elsie Treichler-Reedy of 
Philadelphia. The following prizes were awarded: the President’s 
Prize for the highest average for four years to Mia Parsonnet; 
the Dean’s Prize for the highest average for the fourth year to 
Elsie M. Tytla; the Professor of Surgery Prize for the highest 
average in general surgery to Edith J, Miller; the Department 
of Medicine Prize for the highest average in medicine to Jean 
Stuart Vogt; the Elise L’Esperance Prize of $100 “for work in 
the cancer field by graduate or undergraduate students,” 
awarded to Edithe J. Miller, with honorable mention to Fae M. 
Adams, and the Oncology Award to Renate Leo. 


OKLAHOMA 

Dr. Howard Joins Institute Stall.—Dr. R. Palmer Howard, for¬ 
merly demonstrator in medicine at McGill University Faculty 
of Medicine, Montreal, Canada, also in charge of the endocrine 
clinic and laboratory of the Montreal General Hospital, has 
been appointed a member of the staff of the Oklahoma Medical 
Research Institute and Hospital, Oklahoma City. The institute 
and hospital has an academic affiliation with the University of 
Oklahoma School of Medicine. Dr. Howard will continue his 
research m endocrinology. He will be associated with Dr. 
Edward C. Reifenstein Jr., director of the institute and head 
of the section on metabolic alterations, in a study of metabolic 
bone diseases. 

Study of Geriatric Problems.—An expanding program of medi¬ 
cal research is underway at the Oklahoma Medical Research 
Foundation in Oklahoma City, with initial studies in the field 
of geriatrics, primarily projects dealing with cancer, heart dis¬ 
ease, arthritis, and metabolic bone ailments. Completion of a 


SOUTH DAKOTA 

Medical Students to Serve Clerkships.—Thirty-one second-year 
students at the University of South Dakota School of Medicine, 
Vermillion, will serve one month as clinical clerks with doctors 
in South Dakota starting June 25. This is the third year these 
clerkships have been offered sophomore students. The program 
has met with success. Physicians in all parts of the state will act 
as preceptors. The clerkships will end in time for the students to 
prepare for entering four-year schools of medicine in the fall 
for their junior and senior years. 


i L.vAS 

New Fellowships.—’The Ferris and Florence Smith Foundation 
for Plastic Surgical Research, Grand Rapids, Mich., has estab- 
hshed a fellowship at the University of Texas Medical Branch 
Gaheston, for work in the Tissue Culture Laboratory under the 
direction of Charles M. Pomerat, Ph.D, The fellowship is 
currently bemg held by Dr. Jorge Gonzalez Ramirez from the 
laboratory of Dr. I. Costero of Mexico City. 
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Postgraduate Medical Assembly.—The annual meeting of the 
Postgraduate Medical Assembly of South Texas will be held 
July 23-25 at the Shamrock Hotel in Houston. Summer rates 
will prevail. Medical motion pictures and scientific and tech¬ 
nical exhibits will be shown. Twenty-three out-of-state guest 
speakers are on the program. Those in the medical section in¬ 
clude: Drs. Thaddeus S. Banowski, Pittsburgh; Garfield G. 
Duncan, Philadelphia; Cyrus C. Sturgis, Ann Arbor, Mich.; 
Robert B. Lawson, Winston-Salem, N. C.; Alan G. Cazort, 
Little Rock, Ark.; Lealdes M. Eaton, Rochester, Minn.; Earl D. 
Osborne, Buffalo, and William B. Wartman, Chicago. Those in 
the surgical section include: Drs. Harvey S. Allen, and M. Ed¬ 
ward Davis, Chicago; Alvin J. Ingram, Memphis; John H. 
Mulholland, New York; Morris J. Nicholson, Boston; William 
P. Longmire Jr., Los Angeles; George C. Prather, Boston, and 
Herbert E. Schmitz,' Chicago. Those in the EENT section in¬ 
clude: Mr. J. C. Copeland, Chicago; Dr. Brittain F. Payne, Dr. 
Samuel Fomon, and Dr. William W. Morrison, New York. 

UTAH 

University News,—The University of Utah, Salt Lake City, 
is negotiating with the Atomic Energy Commission for con¬ 
struction of radiobiology laboratories costing approximately 
$100,000 in the new medical center. A diversified program of 
research on the effects of radiation as it is of particular concern 
to the AEC will be carried out in these laboratories. 

Dr. Mark Nickerson, Ph.D., is leaving the research faculty 
of the University of Utah College of Medicine to assume an 
appointment as associate professor of pharmacology at the Uni¬ 
versity of Michigan, Ann Arbor. Dr. Hyrum L. Marshall, for¬ 
merly professor of public health and preventive medicine and 
acting dean until the arrival of Dean Bowers last fall, has been 
appointed medical director for the trust territory islands of the 
Pacific, with headquarters in Hawaii. 

VERMONT 

Council to be Guests of Bar Association.—The board of man¬ 
agers of the Vermont Bar Association has invited the Council 
of the Vermont State Medical Society to meet with them on 
June 24 at 12:30 p. m. at the Long Trail Lodge, Cherburne Pass. 
Matters of mutual interest will be discussed. 

VIRGINIA 

Cancer Award.—Dr. George Cooper Jr., associate professor of 
roentgenology, University of Virginia, was awarded the Ameri¬ 
can Cancer Society's 1951 medal for Virginia May . 18 in recog¬ 
nition of his contributions to the control of cancer. Dr. Cooper 
is medical and scientific director and a member of the board of 
trustees of the Virginia Division, American Cancer Society, and 
chairman of the cancer committee of the Medical Society of 
Virginia. Last year’s American Cancer Society Award for 
Virginia was presented to Dr. Edwin P. Lehman, professor of 
surgery and gynecology at the University of Virginia. 

Dr. Fitz-Hugli to Succeed Dr. Woodward.—Dr. Fletcher D. 
Woodward, professor of otolaryngology at the University of 
Virginia, retires as chairman of the school of otolaryngology 
July 1 after 26 years of service but will remain active in the 
teaching and clinical programs. Dr. G. Slaughter Fitz-Hugh, 
clinical assistant professor of otolaryngology, will succeed Dr. 
Woodward as chairman of the department. Dr. Woodward is 
currently directing the organization of the new Virginia Hearing 
Foundation at the university. His co-director is James M. Mul- 
lendore, director of the Speech and Hearing Center. The foun¬ 
dation will offer a training center for specialists in diseases of 
the ear and will provide a complete diagnostic clinic. Plans in¬ 
clude a full-time traveling clinic to conduct hearing tests. 

WASHINGTON 

Foundation Appointments.—Pinel Foundation, Inc., a Seattle 
nonprofit organization for psychiatric treatment, training, and 
research, announces the appointment of the following doctors 
to augment its staff: Morton E. Bassan, Norman Olivers, 
Charles Gable, Gert Heilbrunn, and Charles A. Mangham. 


ALASKA 

Three Floating Clinics.—Three floating clinics of the Alaska 
Department of Health are again taking health programs to 
remote communities where other medical facilities are unavail¬ 
able. The barge M/V Yukon Health that wintered in the Yukon 
River ice at Holy Cross will work down to the mouth of the 
river this season. Dr. Catherine Nelson, Seattle, is in charge of 
the medical work aboard. The staff also includes a dentist and 
a dental technician. The M/V Health, which has been in opera¬ 
tion for the past two years, was completely overhauled in Seattle 
and arrived in Juneau in mid-May en route to northern waters. 
Its base has been changed from Kodiak to Seward, and its work 
for the season is scheduled between Egegik and the mouth of 
the Yukon River. Dr. Hazel I. Blair, Juneau, is physician in 
charge. The M/S Hygiene will operate this year in southeastern 
Alaska waters under the direction of Dr. Lawrence Rose. 


GENERAL 

Society Election,—At the annual meeting of the American Asso¬ 
ciation of Genilo-Urinary Surgeons held May 16-18 the follow¬ 
ing officers were elected: Dr. Charles C. Higgins, Cleveland, 
president; Dr. Albert J. Scholl, Los Angeles, vice president, and 
Dr. Norris J. Hecke), Chicago, secretary-treasurer. 

Personal—Dr. Theodore K. Klumpp, president of Wintbrop- 
Stearns, Inc., New York, has been elected to the board of 
directors of the U. S. Committee of the World Medical Asso¬ 
ciation. The board of directors has been increased to 40 
members. 


Section Meeting of Urological Association_The western sec¬ 

tion of the American Urological Association will hold its annual 
meeting in Sim Valley June 25-28. There will be special lectures 
by Dr. George F. Cahill, New York, and Dr. Elmer Hess, Erie, 
Pa., president of the American Urological Association. Dr. T. 
Leon Howard, Denver, will be in charge of the roundtable 
session Tuesday afternoon. 


WHO Aids Earthquake Victims.—Medical supplies were Row 
May 16 to El Salvador from Washington, D. C., by the World 
Health Organization’s regional office for victims of the recent 
earthquakes that struck several towns and injured thousands of 
persons. The Pan American Sanitary Bureau sent 4,000 cap¬ 
sules of Chloromycetin, 4,000 capsules of aureomycin, and 225 
pounds of chlorinated lime to treat victims and to purify water 
as a preventive measure against epidemics. 


Hospital Library Meeting.—The hospital libraries division of 
the American Library Association will meet at the Palmer House 
and Stevens Hotel in Chicago July 8-14. At the luncheon meeting 
July 11 Dr. Herman N. Bundesen, president of the board of 
health, Chicago, will speak on “Civil Defense Planning in Chi¬ 
cago Hospitals.” Tours of the libraries of the Hines Veterans 
Administration Hospital and the Bacon Library of the American 
Hospital Association are included in the program. 


Serum Hepatitis in Portland and Boston.—It has been reported 
lo the U. S. Public Health Service that 14 cases of serum 
hepatitis occurred in Portland, Maine, during the past 10 months 
in persons who had received thrombin of human origin. An¬ 
other croup of persons treated with the same product was found 
;n Boston. The incubation periods in the Portland group varied 
horn 90 to 105 days. Thrombin of human origin has been re- 
-allprt from all distributing centers and consignees. 


ar Research Foundation Grants.—This foundation has given 
Harvard School of Public Health a grant-in-a.d for the study 
usar as the base for emergency rations for civilian popula- 
s.Six other laboratories sharing in the $146,835 appropriat<. 
research this year by the foundation are at Emory University, 
;of Pennsylvania School of Medicine and Jeffe - 
Medical College, Philadelphia; Boston City Hospital, Cal 
da Foods Research Institute, and Belmont Chemical Sates 
elopment Co., Chicago. 

icular Dystrophy Foundation Conunittec.-Dr Dereck E. 

ny-Brown, James Jackson Putnam professor of ncuwlo& 
Jrvard Medical School, Boston, has accepted cha rman_ 
of the committee on research of the National Mus 
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Dystrophy Foundation, Inc. Other science investigators who 
£e been named to this board are Dr. Ralph W. G^ranl,Chi¬ 
cago- Dr. Samuel J. Morgulis, New York; Dr. Hebbel E. Hoff, 
Houston Texas, and Dr. Johannes M. Nielsen, Los Angeles. The 
foundation welcomes requests for grants for research m dys¬ 
trophy, and the new committee will evaluate such requests. 

Foundation Awards Cancer Funds.—The Black-Stevenson Can- 
cer Foundation has awarded about $750,000 each to the Pres¬ 
byterian Hospital in Newark, N. J., and the Memorial Center 
for Cancer and Allied Diseases in New York. The institutions 
were selected from among more than 5,000 that had applied for 
donations during the last five years. The grants were made as 
20-year endowments, with the institutions permitted to expend 
not more than 10 per cent of the principal each year if they elect 
to do so. Each hospital will set up separate funds to be called 
•the Black-Stevenson Memorial Fund, which will be applied “for 
the care and treatment, preventive and remedial, of needy per¬ 
sons afflicted or threatened with cancer." 


International Pathology Congress.—The International Congress 
of Clinical Pathology will be held in London July 16 to 20, 
with offices to be housed in the University College on Gower 
St. The congress is under the auspices of the International 
Society of Clinical Pathology, of which Dr. S. C. Dyke, Wolver¬ 
hampton, England, is president. Sir Lionel Whitby, Cambridge, 
will preside. The scientific program will begin July 17 with 
daily sessions on microbiology, morbid anatomy, chemical 
pathology, and hematology. The registration fee is 2£ ($5.60). 
Inquiries should be addressed to the secretary-treasurer. Dr. 
W. H. McMenemey, Maida Vale Hospital for Nervous Dis¬ 
eases, London, W.9. 


U. S. Companies to Produce Drugs in South America.— 
Fontoura-Wyeth, S. A., Brazil, an affiliate of Wyeth Incor¬ 
porated, will construct a five-story laboratory in Sao Paulo, 
Brazil, for production of various penicillin salts and the con¬ 
version of penicillin into various forms suitable for medical and 
veterinary use. The laboratory wilt cost in excess of 2 million 
dollars. 

The Armour Laboratories of Chicago will shortly open a 
new four-story plant in Buenos Aires, Argentina, to tap new 
sources of raw material to relieve a potential shortage of insulin 
and increase supplies of ACTH and trypsin. The plant's pro¬ 
duction will go first to supply the needs of Argentina. The 
Argentine government has agreed to permit the export of the 
surplus, about 80 per cent. 


Space Medicine Society.—This society was organized by doctors 
attending the recent meeting of the Aero Medical Association 
in Denver. Space medicine is a new branch of medical science 
developed in the last few years as jet planes and rocket-powered 
aircraft have approached the regions outside the earth’s atmos¬ 
phere. Aviators must deal in those regions with such unfamiliar 
problems as bombardment of their aircraft by cosmic rays and 
gravity-free flight at high speeds when their bodies will have no 
weight. At this meeting Col. Paul A. Campbell, director of re¬ 
search at the Air Force School of Aviation Medicine, Randolph 
Field, Texas, was chosen chairman of the society, and Dr. 
Hubcrtus Strughold, head of the department of space medicine 
at this school, was named secretary. Capt. Ashton Graybeil, 
director of research. Naval Aviation Medical School,- Pensacola, 
Fla., was appointed chairman of the membership committee. 


Pan American Sanitary Bureau Budget_A budget of $1,943, 

ior-/° r USC o£ ^ an American Sanitary Bureau durinj 
5- has been approved by the executive committee, whicl 
ended its 13th meeting May 1 in Washington, D. C. The budge 
wi be presented for final action to the organization’s directini 
council meeting in Washington next autumn. 

° £ th< 7 dela>,s in lhe receipt of contributions from so mi 
, c " ™ cc ’ I J )cr Governments of the organization hamperini 
the public health programs undertaken by the bureau, the execu 
t*>c committee resolved to approve the procedure whereby the 
director of the bureau sends monthly notifications to the healtl 


authorities of the members, as well as to the ministries of foreign 
affairs, through the Organization of American States as to the 
status of the bureau's quota contributions. The 1952 budget will 
permit under limits the continuation of the bureau’s activities. 
In the light of the present financial situation, it was decided not 
to open a proposed field office in the southern part of South 
America. However, the field offices in Lima, Peru, and Rio de 
Janeiro, Brazil, will be enlarged to take care of the field work 
in the southern areas of the continent. The field offices in Guate¬ 
mala and El Paso, Texas, will continue, and a new field office 
is planned for Mexico City. 

Multiple Sclerosis in New Orleans and Winnipeg.—A compara¬ 
tive investigation of all known multiple sclerosis cases in New 
Orleans and Winnipeg, Manitoba, Canada, has been launched 
as a result of grants made by the National Multiple Sclerosis 
Society, New York, and the Ministry of Health and Welfare of 
Canada. The society’s grant of $4,050 has been awarded to Dr. 
Robert G. Heath of the Tulane University of Louisiana School 
of Medicine, New Orleans, while a grant of $7,990 supporting 
the Winnipeg study has been made by the Ministry of Health 
and Welfare of Canada to Dr. Maxwell Bowman, University of 
Manitoba Faculty of Medicine. The investigation will be based 
on the results of statistical surveys already conducted by the 
universities for the National Multiple Sclerosis Society, a part 
of a national study under the direction of Dr. Leonard T. 
Kurland, recently appointed epidemiologist of the National 
Institute of Mental Health, United States Public Health Service. 
The national study aims to determine the prevalence of multiple 
sclerosis as well as the effect of climate and other factors on its 
incidence and course. Studies completed show that multiple 
sclerosis is three and one-half times as frequent in Winnipeg as 
in New Orleans. Although geographic differences in prevalence 
have been cited previously, the new project is the first intensive 
investigation that aims primarily to ascertain why such a differ¬ 
ence exists. This investigation represents the 13th research 
project supported by the National Multiple Sclerosis Society in 
little more than four years of existence. 

Fellowships in Child Psychiatry—These fellowships offering 
specialized training in child guidance clinic psychiatry are still 
available for September, 1951, in a number of member clinics 
of the American Association of Psychiatric Clinics for Children. 
At the completion of training, openings are available in all parts 
of the country. Fellows receive instructions and supervision in 
diagnostic and therapeutic techniques with children, in the 
utilization of the integrated services of the psychiatric clinic 
team, and in the coordination of clinic effort with the work of 
health, welfare, and educational agencies in the community. 
Most of the clinics plan for a two-year training period, although 
a few still accept one-year fellows, and a few others will con¬ 
sider giving one-year training in special cases. Fellowship 
stipends are usually $3,000 for the first year and $3,600 for the 
second. Funds come from the U. S. Public Health Service, from 
the clinics doing the training, and in some cases from clinics or 
communities paying for the training of psychiatrists promising 
to work in these communities. The office of the American As¬ 
sociation of Psychiatric Clinics for Children gives information 
and assistance to applicants. Application may be made through 
this office or directly to the individual clinics, but in all cases 
acceptance is by the training centers. In practically all instances 
the work at these clinics has been credited by the American 
Board of Psychiatry and Neurology for a third year of training 
and for an additional year of experience. For information ad¬ 
dress Miss Mary C. Bentley, Executive Assistant, American 
Association of Psychiatric Clinics for Children, 1790 Broadway 
Room 916, New York 19. 

CORRECTION 

Intravenous Use of Alcohol.—In The Jounal, May 5, 1951 , 
page 22, right hand column, 24th line from the bottom of the 
page, the sentence beginning “One hundred cubic centimeters 
of 5 per cent alcohol” should read “One thousand cubic centi¬ 
meters of 5 per cent alcohol.” 
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MEETINGS 


American ElfctroeNCEPHalogsafhic Socjety, Hotel Claridge, Atlantic 
City, June 16-17. Dr. John A. Abbott, Massachusetts General Hospital. 
Boston 14, Secretary. 

American Hearing Society. Palmer House, Chicago, June 29. Mrs. 
Frances E. Lee. 817 Fourteenth St. N.W., Washington 5. D. C., 
Secretary. 

American Neurological Association, Atlantic City, June 18-20. Dr. H. 
Houston Merritt, 710 W. 168th St., New York 32, Secretary. 

American Orthopedic Association, The Greenbrier, White Sulphur 
Springs, W. Va., June 20-23. Dr. C. Leslie Mitchell, Henry Ford Hos¬ 
pital, Detroit 2, Secretary. 

Great Falls Medical-Surgical Conference, Great Falls, Montana, June 
25-26. Dr. William E. Sullens, Box 1066, Great Falls, Chairman. 

Idaho State Medical Association, Sun Valley, June 17-20. Dr. Robert S. 
McKean, 305 Sun Building, Boise, Secretary. 

Maine Medical Association, Poland Spring House, Poland Spring, June 
17-19, Dr, Frederick R. Carter, 142 High St„ Portland 3, Secretary. 

Medical Library Association, Denver, June 28-30. Miss Caroline Rie- 
chers, Rush Medical College Library, 1758 W. Harrison St., Chicago 12, 
Secretary, 

Post Graduate Medical Assembly of South Texas, Shamrock Hotel, 
Houston, Texas, July 23-25. Mrs. W. H. Dahme, 229 Medical Arts Bldg., 
Houston, Executive Secretary. 

Society of Biological Psychiatry, Claridge Hotel, Atlantic City, June 
17. Dr. George N. Thompson. 1136 W. Sixth St„ Los Angeles 17, 
Secretary, 

West Virginia State Medical Association, The Greenbrier, White Sul¬ 
phur Springs, July 19-21. Mr. Charles Lively, 1031 Quarrier St., Charles¬ 
ton 24, Executive Secretary. 

INTERNATIONAL 

European Congress on Rheumatism, Barcelona, Spain, Sept. 24-27. Dr. 
Gunnar Edstron, Lund, Sweden, Secretary. 

General Practitioners Study Clud International, Rome, Italy, Sept. 
12-15. Dr. John O'ConneU, 1030Q Lackland Road, St. Louis 14, Mo., 
U. S. A., President. 

International Anesthesia Research Society, London, England, Sept. 
3-7, Mr. R. W. Cope, University College Hospital, London W.C.l, 
England. 

International Association of Allergists, Zurich, Switzerland, Sept. 23- 
29. Prof. A. S. Grumbach, Hygiene Institut der Universitaet Zurich, 
Gloriastr. 32, Zurich, Switzerland. 

International Congress of Anesthesiology, Nursing School of the. Sal- 
piettre, 47 Boul de l’Hospital, Paris, France, Sept. 20-22. 12 rue de Seine, 
Paris 6*, France, Secretariat. 

International Congress of Clinical Pathology, London, England, July 
16-20. Dr. W. H. McMenemey, Maida Vale Hospital for Nervous Dis¬ 
eases, London W.9, England, Secretary. 

International Congress of Gynecology, Maison de la Chimie, Centre 
MarceUin, Paris, France, June 23-29. Dr. Maurice Fabre, 1, rue Juies- 
Lefebvre, Paris 9, General Secretary. 

International Congress on Industrial Medicine, Instituto Superior 
Tecnico, Lisbon, Portugal, Sept. 9-15. Dr. Luis Guerreiro, Instituto 
Nacional do Trabalho e Previdencia, Pra{a do Comcrcio, Lisbon, Secre¬ 
tary General. 

International Congress on Mental Health, Mexico City, Mexico, Dec. 
11-19. 

International Congress of MiLrrAHY Medicine and Pharmacy, Paris, 
France, June 17-23. Physician General Dutrey, 8. bis, rue de Recollets, 
Paris 10, Secretary General. 

International Gerontological Congress, Hotel Jefferson, St, Louis, Mo., 
U. S. A., Sept. 9-14. Dr. John E. Kirk, 5600 Arsenal Street, St. Louis 9, 
Mo., Chairman, Program Committee. 

International Hospital Congress, Brussels, Belgium, July 15-21. Capt. 
J. E. Stone, 10 Old Jewry, London E.C., England, Secretary. 

International Poliomyelitis Congress, Copenhagen, Denmark, Sept. 
3-7. Prof. Dr. Niels Bohr, Statens Seruminstitut, SO Amager Blvd., 
Copenhagen S„ Denmark, President. 

International Society of Surgery, Paris, France, Sept. 24-29. Dr. L. 
Dejardin, 141, rue Beiliard, Brussels, Belgium, Secretary General. 

International Society for the Welfare of Crifples, Fifth World Con¬ 
gress, Stockholm, Sweden, Sept. 9-14. Mr. Donald V. Wilson, 54 E. 
64th St„ New York 21, N. Y„ U. S. A., Executive Director. 

Pan Pacific Surgical Association Congress, Honolulu, Hawaii, Nov. 
7-19. Dr. Forrest J. Pinkerton, Suite 7, Young Bldg., Honolulu, Hawaii, 
President. 

Students' International Clinical Congress, Leyden, Utrecht, Groningen 
and Amsterdam, Holland, July 10-28. N. A. M. Bergstein, Oude Gracht 
143 bis, Utrecht, Holland, Secretary General. 

World Confederation for Physicial Therapy, Copenhagen, Denmark, 
Sept. 7-8. 

World Medical Association, Stockholm, Sweden, Sept. 15-21. Dr. Louis 
H. Bauer, 2 E. 103d St., New York 29, N. Y., U. S. A., Secretary- 
General. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

Alabama: Montgomery, June 26-28. Sec., Dr. D. G. Gill, 519 
Ave., Montgomery. ucwt 

E r xa '" i "S‘ io "- Ph0enix ' ^ VM9. Reciprocity. Phoenix, July 21 
Sec., Dr. J. H. Patterson, 316 W. McDowell Road, Phoenix 
California: Written. San Francisco, June 25-28 and Aug. 20-23. Oral 
San Francisco, June 23 and Los Angeles, August 18. Oral and Clinical 
Examination lor Foreign Medical School Graduates. San Francisco June 
24 and Los Angeles, August 19. Sec., Dr. Frederick N. Scatena 10’0 N 
St., Sacramento 14, 

Colorado:* Examination. Denver, June 18-20. Reciprocity. Denver July 
10. Sec., Dr, George H. Gillen, 831 Republic Bldg., Denver 2. ’ 

Connecticut:* Regular. Examination. Hartford, July I0-I1. Sec to the 
Board, Dr. Creighton Barker, 160 St. Ronan St., Hartford. Homeopathic. 
Derby, July 11-12. Sec., Dr. Donald A. Davis, 38 Elizabeth St., Dciby 
Delaware: Examination. Dover, July 10-12. Reciprocity. Dover July 19 
Sec., Dr. J. S. McDaniel, 229 S. State St., Dover. 

Florida:* Examination. Jacksonville, June 24-26. Sec., Dr. Homer L 
Pearson, 701 DuPont Bldg., Miami. 

Georgia: Atlanta, June. Augusta, June. Sec., Mr. R. C. Coleman, Ul 
State Capitol, Atlanta, 

Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Ex. Sec., Dr. John Y. Batteniield, 
Agana. 

Hawaii: Examination. Honolulu, July 9-12. Sec,, Dr. I. L. Titden, 1020 
Kapiolani St.. Honolulu. 

Idaho: Boise, July 9-11. Sec., Mr. Armand L. Bird, 305 Sun Bldg., Boise. 
Illinois: Chicago, June 26-28. Supt. of Regis., Mr. Charles F. Kervin, 
Capitol Bldg., Springfield. 

Maine: Augusta, July 10-11. Sec., Dr. Adam P. Leighton, 192 State St., 
Portland. 

Massachusetts: Examination. Boston, July 10-13. Sec,, Dr. Robert C. 

Cochrane, Room 37, Stale House. Boston 33. 

Mississippi: Jackson, June. Asst. Sec., Dr. R. N. Whitfield, Jackson 113. 
Nebraska: * June 1951. Director, Mr. Oscar F. Humble, Room 1009, 
Slate Capitol Bldg., Lincoln. 

Nevada:* Carson City, August 6. Sec., Dr. G. H. Ross, 112 North Curry 
St., Carson City. 

New Hampshire: Concord, Sept. 12-13, Sec., Dr. John Samuel Wheeler, 
Room 107 Slate House, Concotd. 

New Mexico:* Santa Fe, Oct. 8-9. Sec., Dr. Charles J. McGoey, Coro¬ 
nado Bldg., Santa Fe. 

New York: Albany, Buffalo, New York and Syracuse, June 26-29. Sw., 
Dr. Jacob L. Lochner, Jr., 23 S. Pearl St,, Albany 7. 

North Dakota: Grand Forks, July 4-7. Sec., Dr. C. J. Glaspel, Grafton. 
Oregon:* Examination. Portland, June 21-23. Special examination for 
physicians who have orders to report lot military service about July 1. 
Examination. Portland, July 5-7. Sec., Mr. Howard 1. Bobbitt, 609 
Falling Bldg., Por!)3nd 4, 

Pennsylvania: Examination . Philadelphia and Pittsburgh, July 10-0. Act¬ 
ing Sec., Mrs. M. G. Steiner, 351 Education Bldg., Harrisburg. 

Puerto Rico: Examination . Santurce. Sept. 4. Sec., Mr. Luis Cueto Coll, 
Box 3717, Santurce. 

Rhode Island:* Examination . Providence, July 5-6. Administrator of Pro¬ 
fessional Regulation, Mr. Thomas B. Casey, 366 State Office Bids-, 

Sol?™Carolina: Examination . Columbia, June 25-27. Reciprocity . Colum¬ 
bia, April 2 and May 15. Sec., Dr. N. B. Heyward, 1329 Blanding Si., 

Sou™ Dakota: Rapid City, July 17-18. Sec., Dr. Clarence E. Sherwood, 

UTAH^ak Lake City!'July Asst. Dit - Ml - Frank E - Lms - 324 Sta,e 

WAsmNGTosc* 3 " Seattle,^" July C J6-13" Sec., Department of Licenses, Mr. 

W^vL C m rSa»,ly 9-11. Sec., Dr. N. H. Dyer, Capitol 

Bldg., Charleston 5. Dawson, River Falls. 

Wisconsin:* Milwaukee, July iu i.. nee., ur D Y d 

Wyoming: Examination . Cheyenne, June 4. Sec., Dr. Franklin D . Toner, 
Capitol Bldg., Cheyenne. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 
Alaska: Juneau, August. Sec., Dr. C. Earl Albrecht, Box 1931 , Juneau 
District of Columbia: Examination. Washington, Oct. —--3. See,, Ur. 
D?nS L Seckinger 4130 E. Municipal Bldg., Washington 

Des Moines, July 10. Sec., Dr. Ben H. Peterson, Coe 

m ^ E ^ minaTorntcno , July 3. Sec., Mr. Frank Robinson. University 

Oklahoma? OkDhoma City. Sept. 14. Sec., Dr. Frank C. Gallaher. 813 
Braniff Bldg., Portland 4. , , sec Dr Charles D. 

r iTCM&f W: 8E 

Tennessee: Examination. Memphis, duly 5 . 

874 Union Ave., Memphis. _ . ,, B H Kirk, 306 

Texas: Examination . Austin, October. Chief Clerk, Mr. u. 

Nalle Bldg., Austin. . , , n-12. Sec., Department o! 

Washington: Examination. Seattle, July 
Licenses, Mr. Edward. C. Dohm, Olympia. 

• Basic Science Certificate required. 
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Crowell, Bowman Coming ® Chicago; born in Yarmouth N. S 
Canada Jan. 10, 1879; McGill University Faculty of Medicine, 
Montreal 1904; instructor in pathology, University and Belle¬ 
vue Hospital Medical College, New York, 1907-19 1; associate 
professor of pathology and bacteriology at the University of 
the Philippines College of Medicine and Surgery and chief! oi 
the department, 1912-1914; professor and chief of department, 
1914-1918 and director, 1916-1918, Graduate School of Tropi 
cal Medicine and Public Health; professor of pathology at the 
Medical College of the State of South Carolina, Charleston, 
1922-1923, and of Jefferson Medical College, Philadelphia, 
J9'?3.J9'56* lecturer in pathology at Northwestern University 
Medical"School, 1927-1949; pathologist, Bureau of Science in 

Manila P I. 1911 - 1915 ; chief of service, department of pathol¬ 
ogy, Os’waldo Cruz Institute, Rio de Janeiro, Brazil, 1918-1922; 
member of the board of directors of the American Cancer 
Society, which on Oct. 28, 1949, awarded him its first annual 
medal “in recognition of his outstanding contributions to the 
control of cancer”; member of the board of directors of the 
Gorgas Memorial Institute and the National Malaria Commis¬ 
sion; president of the Philippine Island Medical Association in 
1918; member of the International Association of Medical 
Museums, American Association for the Advancement of Sci¬ 
ence, Chicago Pathological Society, American Association for 
Cancer Research, Institute of Medicine of Chicago, and Chicago 
Academy of Sciences; honoraty member, the Brazilian Academy 
of Medicine and the American Society of Clinical Pathologists; 
from 1923 to 1926 pathologist'and director of laboratories, 
Jefferson Hospital, and visiting pathologist at Philadelphia Gen¬ 
eral Hospital, both in Philadelphia; since retirement on Nov. 
15, 1949, served as associate director emeritus at the American 
College of Surgeons, where he was associate director and di¬ 
rector of the department of clinical research from 1926 to 1949; 
died in Clermont, Fla., April 26, aged 72, of coronary occlusion. 


Lynch, Jerome Morlcy ® Carmel, Calif.; born in Ireland Jan. 
11, 1869; Rush Medical College, Chicago, 1895; an Associate 
Fellow of the American Medical Association; member of the 
Medical Society of the State of New York; honorary member 
and fellow of the Royal Society of Medicine, London; member 
of the American Proctologic Society, of which he was past 
president, and the American Gastro-Enterological Association; 
fellow of the American College of Surgeons; member of the 
Military Order of Foreign Wars; specialist certified by the 
American Board of Surgery and the American Board of Proctol¬ 
ogy; at one time practiced in New York; served as professor of 
proctology at New York Polyclinic Medical School and Hos¬ 
pital; served during World War I; formerly consulting surgeon, 
Neurological Institute and New York State Psychiatric Institute, 
Beekman-Downtown Hospital, New York, General Hospital, 
Saranac Lake, N. Y., St. John’s Riverside Hospital, Yonkers, 
N. Y., and St. Mary’s Hospital in Hoboken, N. J.; author of 
“Diseases of Rectum and Colon and Their Surgical Treatment,” 
1914, and “Know Your Patient,” 1943; co-author of “Tumors 
of Colon and Rectum, Their Pathology, Diagnosis and Treat¬ 
ment," 1925; died April 22, aged 82. 

Taft, Robert JSu rbidge @ Charleston, S. C.; born in Charleston 
Sept. 20, 1899; Medical College of the State of South Carolina, 
Charleston, 1923; professor of radiology and electrotherapy at 
his alma mater; specialist certified by the American Board of 
Radiology; served during World War I; past president of the 
South Carolina X-Ray Society; member and formerly chairman 
of the committee for use and rental of radium of the American 
Roentgen Ray Society, which awarded him silver medals for his 
exhibits in 1936 and 1942; member of the South Carolina 
Academy of Science, which in 1929 awarded him the Jefferson 
Medal; member of the Radiological Society of North America, 
of which he had been second vice president and member of the 
committee on standardization of x-ray, American College of 


4 Indicates Fellow of ihc American Medical Association, 


Radiology, and the American Radium Society; member of the 
board of commissioners of the Charleston Museum; a licensed 
transport air pilot and member of the board of governors of 
Charleston Airport; affiliated with Baker Memorial Sanatorium; 
author, “Radium Lost and Found,” published in 1938, and a 
second edition in 1946; technical editor of the American Journal 
of Roentgenology; died April 16, aged 51. 

Ransohoff, Nicholas Sigmund ® New York; born in Salt Lake 
City Oct. 18, 1895; Columbia University College of Physicians 
and Surgeons, New York, 1919; specialist certified by the 
American Board of Orthopaedic Surgery; member of the 
American Orthopaedic Association and the American Academy 
of Orthopaedic Surgeons; served as president of the New Jersey 
Orthopedic Society; fellow of the American College of Sur¬ 
geons; associate orthopedic surgeon, Hospital for Joint Diseases 
in New York; orthopedic surgeon and director of fracture serv¬ 
ice, Monmouth Memorial Hospital, Long Branch; orthopedic 
surgeon, Riverview Hospital, Red Bank, N. J.; consulting 
orthopedic surgeon, Paul Kimball Hospital in Lakewood, Fitkin 
Memorial Hospital in Neptune, Children’s Country Home in 
Westfield, and Betty Bacharach Home for Afflicted Children 
in Longport; died in Long Branch, N. J., April 25, aged 55, of 
coronary thrombosis and arteriosclerosis. 

Shaklee, Alfred Ogle, St. Louis; born in Middle Creek, Ohio, 
Oct. 3, 1865; St. Louis University School of Medicine, 1908; 
associate professor of pharmacology at his alma mater; associ¬ 
ate professor of pharmacology at the University of the Philip¬ 
pines College of Medicine in Manila from 1910 to 1913 and the 
University of Illinois College of Medicine in Chicago from 1914 
to 1916; professor of physiology and biochemistry at Fordham 
University School of Medicine in New York from 1916 to 1918; 
associate professor of physiology at the University of Texas 
Department of Medicine in Galveston from 1918 to 1921; mem¬ 
ber of the American Association for the Advancement of Science; 
died in Desloge Hospital April 19, aged 85, of cancer. 

Aldrich, Addison D. ® Houghton, Mich.; born in 1879; Saginaw 
Valley Medical College, Saginaw, 1903; Detroit College of Medi¬ 
cine, 1910; past president of the Houghton-Baraga-Keweenaw 
Counties Medical Society; formerly a member of the state health 
council, a member of the advisory council of the state board of 
health, and director of the Houghton-Keweenaw-Baraga health 
department; served as health officer and physician for the village 
of Houghton, and for Portage, Elm River, and Osceola town¬ 
ships for many years; on the staff of St. Joseph’s Hospital in 
Hancock; active in the Boy Scouts of America, receiving the 
honorary Silver Beaver Award in 1936; died April 21, aged 72, 
of fibrosarcoma of the lungs. 

Fartcb, Wallace Taylor ® Oakland, Calif.; born in Shanghai, 
China, Feb. 16, 1899; Rush Medical College, Chicago, 1926; 
specialist certified by the American Board of Internal Medi¬ 
cine; an associate member of the American College of Phy¬ 
sicians; entered the Mayo Foundation as a fellow in medicine 
in April, 1927, and left the Mayo Foundation in April, 1930, 
at which time he went to the Welborn Hospital Clinic, Evans¬ 
ville, Ind., where he remained until January, 1932; served at 
Carle Hospital Clinic in Urbana, III., for about a year; on the 
staffs of the Alameda County, Peralta, Berkeley General, and 
Berkeley Alta Bates hospitals; died April 4, aged 52, of meso¬ 
thelioma. 

Bauin, Harry Lester « Denver; born in Shelbyvilie, HI., in 1887; 
University of Pennsylvania School of Medicine, Philadelphia, 
1910; specialist certified by the American Board of Otolaryngol¬ 
ogy; formerly assistant professor of otolaryngology at the Uni¬ 
versity of Colorado School of Medicine; member of the Ameri¬ 
can Academy of Ophthalmology and Otolaryngology, Pacific 
Coast Oto-Ophthalmological Society, and the American Broncho- 
Esophagological Association; served on the staff of Children’s 
and Presbyterian hospitals; died March 25, aged 63, of coronary 
occlusion and malignant hypertension. 
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Adams, John Robert, Fort Wayne, Ind.; Ohio Medical Univer¬ 
sity, Columbus, 1905; member of the American Medical Associa¬ 
tion; died in St. Joseph Hospital Feb. 26, aged 75, of cerebral 
hemorrhage and arteriosclerosis. 

Allison, lflake Seymour © Long Beach, Calif.; Lincoln Medical 
College of Cotner University, Lincoln, Neb., 1906; died April 6, 
aged 74, of carcinoma of the cecum. 

Anderson, John Burton, Vincennes, Ind.; Barnes Medical Col¬ 
lege, St. Louis, 1899; died in Hillcrest Tuberculosis Hospital 
recently, aged 78, of pulmonary tuberculosis. 

Baker, Frank Kline © Philadelphia; Jefferson Medical College of 
Philadelphia, 1890; died April 16, aged 88. 

Bloomington, Frances E. Drake, Chicago; Hering Medical Col¬ 
lege, Chicago, 1900; died in Park Ridge, Ill., April 17, aged 96. 

Bradish, Jay Durkee © New London, Ohio; Ohio State Univer¬ 
sity College of Medicine, Columbus, 1924; past president of the 
Huron County Medical Society; served during World War I; 
for many years county coroner; on the staffs of Samaritan Hos¬ 
pital in Ashland and New London Hospital; at one time epidemi¬ 
ologist for the Connecticut State Department of Health; died 
April 21, aged 56, of injuries received in an automobile accident. 

Breitzer, Constantine, Brooklyn; Long Island College Hospital, 
Brooklyn, 1907; died in Kings County Hospital recently, aged 74. 

Brown, William Frank, Keokuk, Iowa; Jefferson Medical Col¬ 
lege of Philadelphia, 1905; served during World War I; died 
March 18, aged 67, of coronary thrombosis and cardiorenal 
vascular disease. 

Cail, John Calvin Jr., Sylvania, Ga.; University of Georgia 
School of Medicine, Augusta, 1907; served during World War I; 
formerly a member of the city council and a state senator; 
awarded the Silver Beaver for his work with the Boy Scouts of 
America; died March. 27, aged 64, of hypertensive cardiovascular 
disease with decompensation. 

Carpenter, George Lansing, Wrens, Ga.; University of Georgia 
School of Medicine, Augusta, 1909; member of the American 
Medical Association; died March 28, aged 66, of cerebral throm¬ 
bosis and arteriosclerosis. 

Chapman, Arthur William, Glens Falls, N. Y.; University of 
Vermont College of Medicine, Burlington, 1907; member of 
the American Medical Association; fellow of the American 
Academy of Pediatrics; past president of the Glens Fails 
Academy of Medicine; specialist certified by the American 
Board of Pediatrics; president of the staff of Glens Falls Hos¬ 
pital, where he died April 10, aged 69, of carcinoma of the 
prostate with generalized metastases. 

Clapp, Fred Raymond © South Bend, Ind.; Rush Medical Col¬ 
lege, Chicago, 1903; affiliated with Memorial Hospital, where 
he died April 28, aged 71, of carcinoma of the lung. 

Cohenour, Leo Bertram ® Albuquerque, N. M.; University of 
Colorado School of Medicine, Denver, 1918; served during 
World War I; in charge of procurement and assignment for the 
medical corps of the Army in New Mexico during World War 11; 
for 18 years secretary of the New Mexico Medical Society; fel¬ 
low of the American College of Surgeons; on the staff of South¬ 
western Presbyterian Sanatorium; died April 25, aged 59, of 
heart disease. 

Craig, Edwin M., Norwood, Ohio; Miami Medical College, 
Cincinnati, 1906; police and fire surgeon; died April 10, aged 80, 
of arteriosclerotic heart disease. 

Da Costa, Samuel N., Forest Park, Ill.; Chicago College of 
Medicine and Surgery, 1913; died in Oak Park April 30, 
aged 78, of pneumonia. 

Daugherty, Thomas E., Baltimore; Baltimore Medical College, 
1898; died April 22, aged 78, of bronchopneumonia. 

Dolnick, Max A., Chicago; Chicago College of Medicine and 
Surgery, 1917; died April 19, aged 66, of coronary thrombosis. 

Farthing, Charles Hamilton, Meeker, Colo.; St. Louis Univer¬ 
sity School of Medicine, 1905; member of the American Medi¬ 
cal Association; died in St. Mary’s Hospital, Grand Junction, 
April 15, aged 72, of carcinoma of the prostate. 


Gerow, James Wiggins, Reno, Nev.; California Medical Colleee 
San Francisco, 1902; died in St. Mary’s Hospital April 8 a red 
71, of heart disease and hypertension. ’ 

Gregg, Frank Benham, Wellington, Ohio; Miami Medical Col¬ 
lege, Cincinnati, 1892; served during World War I; died April 6 
aged 85. r ’ 

Gros, Hubert ® Delphi, Ind.; Indiana University School of Medi¬ 
cine, Indianapolis, 1928; served during World War II; city health 
officer; served as county coroner; associate staff member, St 
Elizabeth Hospital in Lafayette, where he died April 1, aged 
47, of chronic cholecystitis and subhepatic biliary abscess. 

Harpst, Howard Henry © Toledo, Ohio; University of Michigan 
Homeopathic Medical School, Ann Arbor, 1921; affiliated with 
Toledo Hospital, where he died April 1, aged 56, of chronic 
nephritis. 

Hartz, William Harry, North Belle Vernon, Pa.; University of 
Pittsburgh School of Medicine, 1942; member of the American 
Medical Association; associated with Gemmill Hospital in 
Monessen; died in Miami, Fla., April 2, aged 34, of rheumatic 
heart disease. 


Horigan, Joseph Asehwanden, Kansas City, Mo.; Columbian 
University Medical Department, Washington, D. C., 1888; mem¬ 
ber of the American Medical Association; died April 1, aged 87, 
of arteriosclerotic heart disease. 

Horn, Martin Irving © Bridgeport, Conn.; New York Homeo¬ 
pathic Medical College and Flower Hospital, New York, 1912; 
member of the New England Obstetrical and Gynecological 
Society; president of the Bridgeport Medical Association; affili¬ 
ated with St. Vincent’s Hospital, where he served as president of 
the staff; died April 1, aged 64. 

Keilh, Frederick Scott, Newton, Mass.; Harvard Medical School, 
Boston, 1892; a trustee and member of the executive board of 
the Newton-Wellesley Hospital, Newton Lower Falls; one of the 
original trustees of the Hahnemann Hospital in Boston, where 
he was a member of the staff; died April 5, aged 82. 

Kinne, George Lyman, Holyoke, Mass.; University of Maryland 
School of Medicine, Baltimore, 1887; an examiner for the Metro¬ 
politan Life Insurance Company for many years; formerly affili¬ 
ated with Providence Hospital and Holyoke Hospital, where he 
died April 4, aged 90, of myocardial failure, following a hip 
fracture. 


Langill, Morton Howard © Worcester, Mass.; Dartmouth Medi¬ 
cal School, Hanover, N. H., 1910; specialist certified by the 
American Board of Radiology; member of the New England 
Roentgen Ray Society and the American College of Radiology; 
affiliated with Belmont, Fairlawn, and Worcester City hospitals; 
died March 30, aged 66. 


MacDonald, John Tremper ® Miami, Fla.; Medico-Chirurgical 
College of Philadelphia, 1909; fellow of the American College 
of Surgeons; served during World War I; medical director, Pan 
American Airways, Latin American Division; a founder of Doc¬ 
tors Hospital in Coral Gables, where he died April 3, aged 65, 
of coronary thrombosis with myocardial infarction. . 

Macdonald, William H. © Lake Geneva, Wis.; Chicago Homeo¬ 
pathic Medical College, 1888; died March 17, aged 84. 
Macmurpby, George Yuille, Hendersonville, N. C.; Medical 
College of the State of South Carolina, Charleston, 1891, died 
Feb. 13, aged 81, of postoperative hypostatic pneumonia and 
intestinal obstruction. 

McPherson, William Ells north, Canton, Mass.; Harvard Medical 
School, Boston, 1391; served during World War I; died Feb. 13, 
aged 87, of bronchopneumonia. 

Mitchell, William Harvey, Loudon, N. H.; Dartmouth Medical 
School, Hanover, N. H., 1893; member of the American Medical 
Association; died March 2, aged 82. 

Yforin Jeremiah Joseph ® Rochester, N. H.; University of Ver- 
mont College of Medicine, Burlington, 1909; organizer and later 
rvf the Frisbie Memorial Hospital; an organizer 

seclusion. 
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Moyer, Jonas J., Oakland, Calif.; University of the South Medi¬ 
cal Department, Sewanee, Tenn., 1900; died in Peralta Hos 
pital April 4, aged 83, of acute myocardial infarction and 
diabetes mellitus. 


Nelson, John Elisha, Chattanooga, Tenn.; University of Nash¬ 
ville Medical Department, 1900; member of the American Medi¬ 
cal Association; served during World War I; died April 6, aged 
74, of heart disease. 

Ognibene, Daniel Francis, Long Valley, N. I.; Long Island Col¬ 
lege Hospital, Brooklyn, 1907; died in Orange Memorial Hos¬ 
pital, Orlando, Fla., March 22, aged 68, of congestive heart fail¬ 
ure, coronary sclerosis, and hypertension. 


Perez, Manuel Aquilino, Tampa, Fla.; Loyola University School 
of Medicine, Chicago, 1934; member of the American Medical 
Association, American Heart Association, and the Florida Pedi¬ 
atric Association; on the stags of Tampa Municipal Hospital 
and St. Joseph’s Hospital, where he died April 7, aged 41, of 
lymphosarcoma. 


Prince, John Hayes, Piqua, Ohio; Medical College of Ohio, Cin¬ 
cinnati, 1909; died in Piqua Memorial Hospital March 6, aged 
75, of mitral stenosis and auricular fibrillation. 


Quatrano, Emanuel, Tenafly, N. J.; Regia Universita di Napoli 
Facolta di Medicina e Chirurgia, Naples, Italy, 1921; died in 
St. Mary’s Hospital, Passaic, March 1, aged 53, of chronic diffuse 
glomerular nephritis, 

Rauschcnbach, Charles William ® Hammond, Ind.; University 
of Maryland School of Medicine, Baltimore, 1912; certified by 
the National Board of Medical Examiners; specialist certified by 
the American Board of Radiology; member of the Radiological 
Society of North America; affiliated with St. Margaret’s Hos¬ 
pital, where he died Feb. 17, aged 61, of carcinomatosis. 


Rey, Herman Frederic ® Oxnard, Calif.; Universitat Zurich 
Medizinische Fakultiit, Zurich, Switzerland, 1921; fellow of the 
American College of Surgeons; affiliated with St. John’s Hos¬ 
pital, where he died Feb, 21, aged 54, of multiple myeloma. 

Rhodes, Thomas Alfred, Titusville, Fla.; Maryland Medical Col¬ 
lege, Baltimore, 1902; died March 9, aged 63, of chronic lympho¬ 
blastoma. 


Rollins, Russell @ Royal Center, Ind.; Indiana University School 
of Medicine, Indianapolis, 1936; died March 31, aged 55, of 
adenocarcinoma of the left parotid gland. 

Runyan, William John, Glen Ridge, N. J.; Long Island College 
Hospital, Brooklyn, 1915; member of the American Medical 
Association; served during Worid War I; affiliated with Mont¬ 
clair (N. J.) Community Hospital, and the Hospital for Crippled 
Children in Newark; at one lime superintendent of the Essex 
County Hospital for Contagious Diseases in Belleville; died 
March 5, aged 61, of coronary thrombosis. 

Scanlan, Maurice @ De Witt, Iowa; Rush Medical College, Chi¬ 
cago, 1900; died in Mercy Hospital, Davenport, April 3, aged 75. 

Schottler, George Jacob, Dexter, Minn.; Rush Medical College, 
Chicago, 1896; member American Medical Association; died in 
Austin Feb. 15, aged 80, of coronary sclerosis. 

Sheehan, William Coronato % Philadelphia; University of Penn¬ 
sylvania School of Medicine, Philadelphia, 1913; fellow of the 
American College of Surgeons; served during World Wars I and 
II; on the surgical staff at Chestnut Hill Hospital; died in Palm 
Beach, Fla., April 12, aged 62, of coronary occlusion. 

Snow, Frank Whipple $ Newburyport, Mass.; Harvard Medical 
School, Boston, 1902; chairman of the local board of health; 
member of the House of Delegates of the American Medical 
Association from 1948 to 1951; affiliated with Anna Jaques 
Hospital; died in New York March 10, aged 72, of coronary 
occlusion. 

Titsworth, George Ezra Jr., Bandana, Ky.; University of Louis¬ 
ville (Ky.) Medical Department, 1910; member of the American 
Medical Association; died recently, aged 64, of pulmonary 
infarct. 

Turkus, Edward Newton @ Vista, Calif.; Long Island College 
Hospital, Brooklyn, 1913; for many years member of the medi¬ 
cal staff of St. Mary’s Hospital; served as police surgeon; died 
April 19, aged 61, of cerebral hemorrhage. 

Verser, William Walter ® Harrisburg, Ark.; Memphis (Tenn.) 
Hospital Medical College, 1909; died March 17, aged 76. 

Watkeys, Frederick W., Boston; Harvard Medical School, Bos¬ 
ton, 1896; died Feb. 20, aged 85, 


DIED WHILE IN MILITARY SERVICE 


DuFrcnnc, Martin Fred ® Colonel, M.C., U. S. Army, 
Middleton, Wis.; born in Middleton, Oct. 23, 1893; Mar¬ 
quette University School of Medicine, Milwaukee, 1916; 
entered the medical corps of the U. S. Army on July 1, 
1920; served in Hawaii and the Philippines during World 
War I; graduated from the Medical Field Service School 
in 1923 and from the Army Medical School in 1924; 
during World War II was on duty as commanding officer, 
station hospital, Fort Myer, Va., and as surgeon, Military 
District of Washington, from 1942 to 1945; transferred to 
command of Ihe station hospital at Fort Belvoir in 1947, 
where he was serving at the time of his death; was given 
the British Empire Medal and the Legion of Merit from 
our government; fellow of the American College of Sur¬ 
geons; died in Walter Reed Army Hospital, Washington, 
D. C., Dec. 13, 1950, aged 57, of arteriosclerotic renal 
disease. 


Fajrless, Clyde Joseph Jr., Lieutenant Commander, M. < 
U. S. Navy, Dcs Moines, Iowa; born in Des Moines N< 
1915; State University of Iowa College of Medicii 
Iowa City, 1943; interned at the U. S. Naval Hospital 
' 'cmphis, Tenn.; commissioned a lieutenant (jg) in t 
medical corps of the U. S. Navy on Feb. 17, 1944; duri 
World War H served as medical officer aboard sh: 


operating in the South Pacific, with Marine Air Groups, 
and in 1946 completed instructions at the Naval Air Sta¬ 
tion in Pensacola, Fla., and was designated a Naval flight 
surgeon; member of the Aero Medical Association; flight 
surgeon aboard the Carrier Franklin D. Roosevelt operat¬ 
ing in the Mediterranean; killed March 6, aged 35, when 
the plane in which he was a passenger crashed into the 
sea. 

Hudson, Millard Fillmore ® Medical Director, Captain, 
U. S. Navy, Washington, D. C.; born in Madisonville, 
Tenn., Dec, 17, 1889; Vanderbilt University School of 
Medicine, Nashville, Tenn., 1917; specialist certified by 
the American Board of Internal Medicine; appointed a 
lieutenant (jg) in the medical corps of the regular navy in 
1917; promoted to the rank of captain in 1941; served at 
various naval hospitals in the continental United States; 
aboard ships of the Pacific, Atlantic, and the Asiatic fleets; 
completed a course at the Naval War College in 1942; 
served on the Naval Retiring Board; a member of the 
physical disability appeal board, Navy Department, at the 
time of his death; for outstanding service while on the 
staff of the Commander Service Force Atlantic Fleet, was 
awarded the Letter of Commendation; died March 29, 
aged 61, of coronary occlusion. 
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GOVERNMENT SERVICES 


ARMY 

General Armstrong Takes Oath as Surgeon General.—Maj. 
Gen. George E. Armstrong was sworn in June 6 as Surgeon 
General of the Army at a ceremony in the office of the chief 
of staff of the Army. General Armstrong succeeds Maj. Gen. 
Raymond W. Bliss, whose retirement from the Army after 40 
years’ service became effective May 31. Present at the ceremony 
in addition to Gen. J. Lawton Collins, Army chief of staff, were 
Mrs. Armstrong, the general’s wife; Sen. William E. Jenner of 
Indiana; Rep. Charles A. Halleck of Indiana; Asst. Sec. of the 
Army Earl D. Johnson: Vice Adm. Joel T. Boone of the’Veterans 
Administration; Maj. Gen. Wallace H. Graham, physician to 



Maj. Gen. It. W. Bliss (left), retiring Surgeon General, and Maj. Gen. 
George E. Armstrong, the new Surgeon General. 

the President; Rear Adm. Lamont Pugh, Surgeon General of 
the Navy; Maj. Gen. Harvey G. Armstrong, Surgeon General 
of the Air Force; Dr. Leonard A. Scheele, Surgeon General, 
U. S. Public Health Service, and Dr. Joseph Lawrence, Chair¬ 
man, Washington office, American Medical Association. 

General Armstrong was born in 1900 in Indiana. He received 
an A.B. degree in 1922 and an M.D. degree in 1925 from the 
University of Indiana. He enlisted as a private in the Indiana 
National Guard in March, 1923, and was honorably discharged 
as a technical sergeant in 1925 to accept a commission as a 
first lieutenant in the Army Reserve Corps. Following intern¬ 
ship at Letterman General Hospital, San Francisco, he was 
commissioned a first lieutenant in the regular Army Medical 
Corps in. 1926. 


During World War II he served as assistant theater surgeon 
Chma-Burma-India, followed by two years as surgeon of the 
China theater. He returned to the United States in 1946 to sew 
AC of P ersonneI in the Surgeon General’s Office, and in 
1947 he was appointed Deputy Surgeon General. 


He is a fellow of the American College of Surgeons and the 
American Medical Association; a member of the Scottish Rite 
and Shrine; Phi Kappa Psi; Alpha Omega Alpha; Phi Rbo 
Sigma, and Scabbard and Blade fraternities. He has served as 
a member of the House of Delegates of the American Medical 
Association; member of the executive council of the Association 
of American Medical Colleges, and member of the board of 
directors of the American Bureau for Medical Aid to China. 
Among his decorations are the Legion of Merit, the Asiatic- 
Pacific Campaign Medal with three bronze stars, Chinese Legion 
of Honor, and the Order of the Crown of Italy. 


NAVY 

Training for Volunteer Reserve Personnel.—The following 
training programs will be available to volunteer Naval Reserve 
medical personnel during the 1952 fiscal year; 

1. A six-day course in medical aspects of special weapons 
and radioactive isotopes at the National Naval Medical Center, 
Belhesda, Md. Medical, medical service, and nurse corps officers 
may apply for this training. 

2. A 14-day active duty training program in amphibious medi¬ 
cine at Little Creek, Va. Volunteer reserve medical and medi¬ 
cal service corps officers in the grades lieutenant and lieutenant 
(j- g.) may apply for this training. Classes are scheduled to 
convene on July 9, 1951, Oct. 1, 1951, and April 7, 1952. 

3. A 14-day active duty training program in malariology and 
mosquito control at the Naval Malaria and Mosquito Control 
Unit No. 1, Jacksonville, Fia. Medical and medical service corps 
officers may apply for this training. Classes are scheduled to 
convene on the first and third Wednesday of each month except 
January, February, and March, 1952. 

4. A 14-day active duty training program for Naval Reserve 
ensign (HP) officers at the Naval hospital nearest the applicant’s 
home. All officers with the rank of ensign (HP) may request this 
course of instruction. Applications for this training will be ap¬ 
proved for the months of July, August, and September, 1951, 
only. 

5. A 14-day active duty training program for enlisted volun¬ 
teer Naval Reserve hospital corpsmen at the Naval hospital 
nearest the applicant’s home.. 

Personal.—Rear Adm. Lamont Pugh, Surgeon General of the 
Navy, has been elected to membership in Phi Beta Kappa, the 
national scholastic fraternity. Initiation ceremonies were held 
at the University of Virginia, Charlottesville, June 9, follow¬ 
ing which a banquet was given by the local chapter in honor 
of new members. 


[SCELLANEOUS 


nmissioner of Food and Drugs Retires.—Paul B. Dunbar, 
D„ commissioner of food and drugs, who has spent nearly 
years in government service, retired at his own request 
y H and was succeeded by Charles W. Crawford, now 
uty commissioner, who has been in government seryme 34 
rs and who for many years has devoted much^of bisMime t 
(ting food and drug regulations and standards. Dr. Dunbar, 
raduate of Gettysburg (Pa.) College, obtained his Ph.D. de 
in chemistry from Johns Hopkins University. He was 
cted by Dr. Harvey W. Wiley as one of the oniunal gro^P 
undertake enforcement of the Pure Food and Drugs 

1906. 
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ITALY 

q fever._At a session of the medic a! academy Filippo Pacini 

in Pistoja devoted to Q fever, Professor Cantieri, director of the 
Pistoja Hospital, discussed 11 cases observed at the hospital in 
addition to cases from his private practice. Diagnosis was based 
on complement deviation with positive titers varying from 1: 16 
to 1:4,060. 

History revealed neither common living quarters among the 
patients nor contact with animals in the stable, herds of cattle, 
or animals from the slaughter-house. Only in one case was there 
direct contact with another patient. In another, the patient had 
become infected from autopsy material. The course of the dis¬ 
ease was mild in most patients, with recovery by rapid lysis 
within 10 days. Hepatorenal involvement was fairly frequent 
with constant urobilinuria and frequent albuminuria associated 
with cylindruria. Sometimes fever was intermittent, with severe 
headache but without pulmonary manifestations. In some cases 
there were pulmonary manifestations, from the third to the sev¬ 
enth day, with scarcely any other symptoms, sometimes without 
any roentgenologic signs and without functional disturbances. 
There was no flare-up of healed tuberculous lesions and no 
exacerbation of an existing latent tuberculous condition. Pleuro- 
pulmonary manifestations with serous exudation, femoral phle¬ 
bitis, remissions and successive relapses were rare. 

Therapeutically, no response to penicillin was observed; satis¬ 
factory results were obtained with chloramphenicol and aureo- 
mycin in two cases. Professor Cantieri stressed the importance 
of Q fever in differential diagnosis and the importance of bio¬ 
logic tests as diagnostic aids. Persistent headache, sweating, type 
of pulmonary localization, hepatorenal involvement, and en¬ 
larged spleen are significant and require particular attention. 

Dr. Mario Santi stated that doctors, especially those in 
rural districts, should have good knowledge of Q fever, so 
that patients may be treated effectively without being hospital¬ 
ized. One of Dr. Santi’s patients had early ulceration of the 
Bouverct-Duguet type in the pillars of the fauces, which until 
now has been considered almost pathognomonic of abdominal 
typhus. Another patient had a rusty sputum, which was also 
observed in recurrences. In many patients a peculiar condition 
of the tongue, ariboflavinosis, was observed on the sixth or 
seventh day. Epidemiologic data did not provide evidence of 
the probable ovine orgin of the small epidemic. The action of 
chloramphenicol was rapid and evident in all cases, and it con¬ 
stituted a useful criterion for tentative diagnosis. 

Dr. Arcangiolt described 10 cases of Q fever observed in 
Pistoja in two well-differentiated periods, from February to 
May and from September to November, 1950. In the first period 
the disease was associated with bronchopulmonary manifesta¬ 
tions and in the second period with general infectious phe¬ 
nomena. The onset was acute, with severe headache, sweating, 
severe chills, and fever; it resolved by lysis by the 10th or 12th 
day. The complement deviation test was positive in all the pa¬ 
tients. Penicillin and streptomycin gave poor therapeutic results; 
response to chloramphenicol was good. 

Professor Tcrzani, Florence, recalled that the first Italian 
cases of Q fever were observed by Terzani and Rossi in Flor¬ 
ence during the first months of 1948. Other cases were observed 
at the end of 1949 and in the first months of 1950. A definite 
diagnosis was made by ascertainment of complement deviation; 
positive results were obtained even 26 months after recovery 
ram the disease. Forty-three patients were observed, only four 
ot whom were women; the greatest incidence occurred in the 
age group _0 to 40 years; persons with various occupations, but 
especially farmers, physicians, medical students, and meat 
workers, were affected by the disease. A small epidemic occurred 
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among the physicians and students at the Institute of Patho¬ 
logical Anatomy of the University of Florence after necropsy 
was performed in a patient who died from atypical pneumonia. 

Clinical symptomatology was not uniform; even in the pul¬ 
monary manifestations great variety existed. Complement de¬ 
viation was the most important laboratory test. In general, it 
occurred between the seventh and the tenth day; the dilution 
level increased usually with the progress of the disease, and the 
positive reaction was persistent. Professor Terzani does not be¬ 
lieve that this demonstrates persistent infection, because relapses 
did not occur in any of the cases he observed. Terzani believes 
that complement deviation, as well as agglutination and cul¬ 
ture, involves too much delay. There is great need for a method 
by which diagnosis may be established earlier. 

Professor Davoli, of the University of Florence, stated that 
the problem of the local epidemiologic course of the disease is 
important. As demonstrated in Toscana, small epidemics may 
.pccur frequently without the disease becoming endemic. An 
epidemiologic study of Q fever was started by Professor Davoli 
on the request of the high commissioner of hygiene and public 
health. 

Therapy of Testicular Ectopy.—Professor Perazzo stated that 
he agrees with Professor Giuliani that immobilization of the 
testis may result in eventual damage to the testicular pa¬ 
renchyma. Complete isolation of the ductus deferens, which 
always is sufficiently long, may be harmful. The epigastric ves¬ 
sels offer a certain obstacle to the placement of the testis and 
should be sectioned. 

The small percentage (9 to 10%) of atrophy of the testicle 
in patients operated on is negligible. No method of orchiopexy 
can give 100% positive results, since there is a percentage of 
primarily aplastic testes. 

Professor Caucci claimed never to have seen a testis descend 
into the scrotum with hormone therapy; he maintained that all 
cryptorchid patients should be operated on. The speaker an¬ 
swered that his observation would be of value only when it 
would be known in which patients it has been practiced and how 
it has been done. When operating on a patient 8 years old, it 
is not possible for one to know whether the testis would not have 
descended spontaneously, or with hormonal treatment, e. g., at 
about the age of 10. The object of his report was to establish 
a classification of the various forms of cryptorchism on which 
could be based a system of logical therapy. It is important to 
ascertain whether the lesion is primary or secondary. A whole 
scale of abnormal changes exist, which are manifested clinically 
under multiform aspects, and if these facts are not known, it 
will never be possible to institute a rational therapy. 

If the patient is thoroughly studied and the therapeutic indi¬ 
cations are exact, 100% positive results may be obtained with 
hormonal therapy, while no more than 80 to 90% of favorable 
results may be obtained after surgical therapy. The speaker does 
not share Professor Amantea’s concept that the atrophic testis 
may exert an inhibitory influence on the healthy one. In fact, 
in the post-traumatic atrophy of a testis in youngsters, a vicarious 
hypertrophy of the remaining testis occurs. 

Professor Romualdi expressed the belief that the endocrine 
glands do not exert any influence on cryptorchism and on the 
descent of the testis. According to Professor Perazzo, this ob¬ 
jection does not explain the causal factor of the descent of the 
testis, of the pathogenesis of cryptorchism, and of the undeniable 
existence of degenerative characteristics in cryptorchid patients, 
Romualdi affirmed that the glands of internal secretion do not 
function in the fetus. According to Professor Perazzo, that may 
be true during the first weeks in which exclusively maternal 
hormones circulate in the fetus, but the endocrine function soon 
becomes activated. In fact. Wells has demonstrated cortico- 
adrenai secretion, while Hooker and collaborators have extracted 
androgen from fetal testes. 
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Professor Polichetti reported practicing postoperative hor¬ 
mone therapy in his patients. The speaker replied that such 
therapy is always recommended in his clinic as an adjunct to 
surgical therapy. Androgens were used in doses of 25 to 50 mg. 
twice a week for direct stimulation of the gonad, which is in 
condition to respond to such stimulus when located in the nor¬ 
mal site. The speaker agreed with Professor Cavina that the 
abdominal testis, especially in iliac retention, often is not palp¬ 
able, but when operated on is well developed. In conclusion, 
Professor Perazzo pointed out that all the speakers agreed on 
the absolute necessity that the testis be brought into the scro¬ 
tum at the period of puberty. Otherwise cryptorchism results in 
castration. 

New Concepts Concerning the Great Omentum.—Professor 
Schiassi lectured at the Academy of Science of Ferrara on the 
newer concepts regarding the great omentum. According to 
Schiassi, the great omentum, which covers the abdominal viscera, 
provides thermic protection of the digestive system through the 
number and volume of its fat lobules and protects the intes¬ 
tine from compression by aponeurotic formations or hernial 
protrusions. 

It has a fairly rich and active supply of blood, lymph, and 
nerves; these provide a chemotactic action which limits dis¬ 
ease processes and diminishes their damaging effects. The circQ- 
lation of the large omentum is directly related to the circulation 
of the viscera, especially of the liver, and the great vascularity 
has induced surgeons not to limit themselves, in case of extensive 
resection, to ligation of the main pedicle only, but always to make 
additional ligatures. This same vascularity, on the other hand, 
induced Talma to devise the surgical procedure for ascites in 
some cases of hepatic cirrhosis. 


SWEDEN 

Reliability of Radiograms—Disquieting disclosures in the 
foreign medical press concerning the frequency with which radio¬ 
grams are misinterpreted have made Swedish radiologists look 
critically at their own work. Dr. Arne Nelson, who is in charge 
of the Swedish State Radiography Center, has lately given an 
account of the precautions taken at this center to reduce mis¬ 
taken interpretations of radiograms to a minimum. Every new¬ 
comer to this center has to serve a carefully graduated 
apprenticeship. During his first month he does nothing but 
follow the work of an experienced colleague. During his second 
month he passes judgment on only a small number of radio¬ 
grams, and he does not begin to act as an independent interpreter 
of them until he has given satisfaction for three to four months. 
During this period, and during his first year and also at later 
intervals, his work is subjected to sampling tests, and he is usually 
not expected to pass judgment on more than 700 to 800 radio¬ 
grams daily. Dr. Nelson admits that a substantial reduction 
could be made in the incidence of errors if all positive radio¬ 
grams were to be judged by three instead of by two experts. 
However, the cost of this additional precaution would be 
considerable. 

Psychotechnical Tests for Entrants to Medical Schools.—The re¬ 
cent proposal by an authoritative body to limit the number of 
entrants to the medical profession by subjecting them to psycho- 
technical tests has evoked a lively discussion on the merits of 
such tests in the lay and medical press. Prof. Robin Fahratus, 
whose pioneer work on the erythrocyte sedimentation rate is 
well known, has little good to say of these tests. He believes that 
students can be cleverly coached to pass the tests and thus be 
enabled to defeat their competitors unfairly. He is also of the 
opinion that an applicant from the country would be handi¬ 
capped in a test competition with the often better-informed city 
dweller. Psychotechnical testing, being still in its infancy, may 
vary in quality with the different experts employing it. His 
opinion of such testing is, indeed, so poor that he suggests the 
drawing of lots as a better alternative. Docent Bror Rexed, a 
member of the authoritative body just referred to, disagrees 
with much of the above criticism. He points out that, during the 
last 15 to 20 years, more than 200,000 applicants for admission 
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to medical schools in the United States have undergone such 
tests. He does not believe in any effective short cut to the passins 
of such tests by coaching or cramming, and he insists that there 
is hardly any limit to the variations that can be made in such 
tests. 

Dr. Bengt J. Lindberg, on the other hand, bases his criticism 
of such tests on the reflexion that they are quite incapable of 
“spotting the winner,” of preserving for the medical profession 
those who could become its best known members. If one studies 
the biographies of Swedish doctors, he will find they represent 
every variety of personality and mental equipment from the 
mechanical genius and the coldly intellectual to the warm¬ 
hearted family doctor, from the artist to the statistician. It is 
possible that the need for such tests may be greater in the United 
States, with its comparatively wide range of school education, 
than it is in Sweden, where considerable uniformity of educa¬ 
tion is achieved throughout. The admission of students to the 
medical curriculum, hitherto largely depending on school rec¬ 
ords and examinations, can therefore be regulated according 
to comparatively uniform standards in Sweden. 

Dr. Lindberg has recently suggested an alternative to psycho¬ 
technical tests—examination records and the drawing of lots. 
It is a system that would defer decision for or against admis¬ 
sion to medical studies until a course and examination had been 
taken in certain subjects, such as statistics, psychology, and 
genetics. Whatever the outcome, such a course need be no waste 
of time, since these subjects would be useful in any case. 


Legal Induction of Abortion.—The so-called abortion law of 
June 17, 1938, has been supplemented from time to time by 
certain regulations, the last of which is dated May 17, 1946. The 
indications for the legal induction of abortion are now clearly 
defined. In the larger towns in Sweden, expert advice is now 
available for women contemplating the induction of abortion. 
This problem is less easily solved in the smaller towns, but a 
communication on the subject in the organ of the Swedish Medi¬ 
cal Association, Sveitska Lakariidningen, April 13, 1951, by 
Dr. C. G. Trope and a social worker, Dorrit Carlson, show 
what was observed in a town with a population of about 25,000. 
Their observations concern the year Nov. 1, 1949-Nov. 1,1950, 
during which a special department attached to a child welfare 
center dealt with 34 cases (21 married women and 13 unmarried, 
divorced, or widowed) of legal induction of abortion. The aver¬ 
age age of the married women was comparatively high; 57% 
of them were between the ages of 31 and 45, whereas only 8 % 
of the women in the second category belonged to the same age 
group. Of the 26 women whose request was granted, 18 were 
married. Hardly any of the 34 women had exact knowledge 
about birth control and how to achieve it. Among them was 
one who had made use of a pessary on the advice of a doctor 
and one whose husband bad made systematic use of a condom. 
Some of the women had heard or read about preventive measures 
but had not known to whom to turn for advice. 

The outstanding lesson to be learned from this study is that 
women who wish to terminate their pregnancies do so not for a 
single reason, but for a combination of reasons. Women in 
these circumstances are not so much in need of a special de¬ 
partment dealing with abortions, or another department dealing 
only with sex problems, as of a department for advice on all 


amily problems. 

Between November, 1948, and May, 1949, 83 women were 
idmitted to a gynecological hospital in Uppsala for legal induc- 
ion of abortion. After a detailed discussion with a doctor, as 
nany as 30 of these 83 voluntarily decided to dispense with this 
neasure. None of the 30 subsequently regretted this decision, 
n line with this experience is that of Dr. Gosta Carlsson, who 
,as concluded psychic follow-up examination of 200 women 
or whom legal abortion had been induced in 1949 in the county 
-f Stockholm. As many as 60% admitted to a sense of anxic y 
nd remorse a year after the abortion, and only 25 said they 
id not regret the abortion. 

One of die chief objects of the abortion law was to prevent 
le illegal induction of abortion. Strange as it may seem b 
nv has apparently had the 

onciusion Dr. Axel. Jngelman-Sunberg, of the Sabbatsbe g 
lynecological Hospital, has made a careful statistical study 
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the effects of the abortion law in the Stockholm area in the 
period 1940-1949. Up to 1947, the number of legal abortions 
rose and the number of illegal abortions fell, but since then the 
number of illegal as well as legal abortions had risen markedly, 
presumably because the abortion law has made the community 
abortion-minded, and women who have experienced or heard 
of the cross-examinations preceding the legal induction of abor¬ 
tion often prefer an illegal abortion undertaken by persons who 
dispense with awkward questions. 

The Swedish Medical Association is urging the minister of 
health' to issue up-to-date, quarterly statistics concerning the 
legal induction.of .abortion. These cases numbered about 500 a 
year during the first few years after the abortion law of 1938 
was put into effect: in 1949 this number had jumped to 5,503. 
In 1950 there were some 6,400 applications for the induction 
of abortion, and permission was given in about 5,900 cases. 
Altogether, in the 10-year period 1939-1948, consent was given 
to as many as 15,920 legal abortions. The mortality in 1948 for 
legal abortions was 0.8 per thousand. The population of Sweden 
is now approximately seven million. 


DENMARK 

ACTH in Skin Diseases.—At the dermatologic department of 
the Rigshospital in Copenhagen, 12 patients suffering from vari¬ 
ous skin diseases have been given injections of a Danish pitu¬ 
itary adrenocorticotropic hormone (ACTH) preparation. Giving 
an account of their experiences with these cases in the organ 
of the Danish Medical Association, Ugeskrift for Laeger, for 
February 22, Drs. H. Brodthagen, FI. Reymann and M. 
Schwartz state that the dosage and duration of the treatment 
varied considerably, depending on the clinical reaction and, to 
some extent, on the quantity of the drug available. Their dosage 
of 20 to 45 mg. in the 24 hours was divided into three injections. 
It was considerably less than the dosage usually given elsewhere, 
but it seemed to be sufficient, to judge by the steroid excretion 
from the urine and the eosinophil-leukocyte count. The diseases 
treated were lupus erythematosis disseminatus (two cases) 
pemphigus vulgaris (two cases), psoriasis (four cases), sclero¬ 
derma diffusa (two cases), periarteritis nodosa (one case), and 
epidermolysis bullosa (one case). 

The results obtained were varied. The reaction in an appar¬ 
ently hopeless case of pemphigus vegetans was dramatic. After 
only a few days the large excoriations began to heal, and there 
was no new crop. The treatment was continued for 68 days, and 
there was no sign of relapse after it had been discontinued for a 
couple of months. The other pemphigus patient was also ren¬ 
dered symptom-free in a few days. However, when the treat¬ 
ment was discontinued after a month, a relapse occurred on the 
fourth day. Renewal of the treatment brought prompt cure, but 
when the treatment was discontinued after a little more than a 
month, a relapse followed in a few days. ACTH is now to be 
combined with antibiotics with results to be recorded later. 
The rcacticn in the four cases of psoriasis was disappointing. 
Reduces and infiltration began to disappear in one of these cases 
after the treatment had lasted only two or three days, but when 
intensive treatment had been given for 19 days and the dosage 
of ACTH was thereupon halved, there was a speedy return of 
symptoms. Neither of the two patients with scleroderma bene¬ 
fited greatly from the treatment, though there was some reac¬ 
tion to it. The patient with periarteritis nodosa (diagnosis verified 
by muscle biopsy) received large doses of ACTH for 22 days 
but derived no benefit from it. 

\Vhat Do the Elderly Think and Need?—“De Gamles By” (Old 
hoiks Town) is the name of an institution in Denmark housing 
several hundred elderly persons. One section of it is for those 
who can move around freely. Drs. E. Kjdrboe and N. Vinther- 
Paulsen selected 100 men and 100 women for a special inquiry. 
All -GO were over the age of 65, and most of them were between 
65 and S5 and had lived in the institution for more than three 
years. They were asked what they thought of having to live with 


other old people, out of contact with young people. Only 11% 
replied that they missed daily contact with young people and 
that they were depressed by the constant sight of debility. This 
did not necessarily mean that the remaining S9% revelled in 
the company of their contemporaries, for only 11 % of the men 
and 19% of the women bad formed new friendships with their 
fellows in the institution. The attitude of these old persons to 
each other was often suspicious, as witness the common remark 
“It is best to keep oneself to oneself, to listen and not to speak.” 

• Most of the 200 lived four to a room (new buildings provide 
only single bedrooms). Of 82 men who shared a bedroom with 
others, 25% were unwilling to have a bedroom to themselves 
and 11 % were indifferent on this subject. It was generally agreed 
that four to one bedroom was too much, whereas two to a bed¬ 
room was held to be the ideal by many because it provided com¬ 
pany and a sense of security in case of sudden illness. 

The institution does not provide for organized occupational 
therapy, but some two score of its inmates helped in the garden, 
peeled potatoes and served food in return for a modest weekly 
wage. Regular work was also undertaken by 36% of the men 
and 18% of the women. Those who had no work were asked 
if they missed it. Half the men and only one-fifth of the women 
admitted that they did so. The men suffered more in this respect, 
because the women were better able to employ themselves with 
needlework and knitting. While 56% of the women helped to 
pass the time with some hobby or other, only 7% of the men 
did so. Twenty-nine per cent of the men and 21% of the women 
had no employment of their own and did not miss it. Many 
(21% of both sexes) complained that time hung heavy on their 
hands. One of the most important conclusions drawn from this 
investigation, reported in the organ of the Danish Medical Asso¬ 
ciation, is that in institutions for the aged much greater pro¬ 
vision must be made for the occupation of the inmates than has 
hitherto been the case. It is difficult for the aged on their own 
initiative to acquire new hobbies and interests, so that it would 
seem that hobbies should be cultivated earlier in life. 

Tuberculosis Studies.—The position Denmark occupies with 
regard to the tuberculosis death rate is stressed by a pamphlet 
recently issued by the British National Association for the Pre¬ 
vention of Tuberculosis. On page 1 of this pamphlet a list is 
presented of 15 different countries and their respective tubercu¬ 
losis death rates in 1948. The following figures refer to the num¬ 
ber of tuberculosis deaths per hundred thousand of the popula¬ 
tion. Denmark, with 30, is first on the list. The United States, 
with 33, is next, and Holland with 37, is third. Fourth on the 
list are England and Wales, with 51; Sweden is next, also with 
51. Norway is eighth on the list, with 65, and Scotland is ninth, 
with 72. 

It is in keeping with Denmark’s lead in this field that the 
tuberculosis studies published in recent years bear the mark of 
painstaking thoroughness. In its number for March 15 of this 
year, the organ of the Danish Medical Association, Ugeskrift 
for Laeger, publishes a whole series of statistical studies of 
tuberculosis. One of these studies, by Dr. Knud Winge, empha¬ 
sizes that, when a wholesale search is made in a community for 
new cases of tuberculosis by mass radiography, the yield of new 
cases is much higher in a tuberculous environment than in the 
community taken as a whole. He shows that, among the 1,265 
members of tuberculous households examined in Copenhagen in 
the period 1946-1948, as high a proportion as 3.2% were found 
as new cases, whereas this was the case with only 0.24% of all 
the 327,888 persons examined in the same period. Another study, 
this one by Dr. G. Falkenfleth, concerns the discovery of new 
cases of bacillary pulmonary tuberculosis in the county of 
Randers in the period 1944-1949. Among these 607 new cases, 
there were as many as 61, roughly 10%, found to be tuberculous 
in a general hospital to which they had been admitted for some 
other ailment, such as asthma or dyspepsia. 

Inaccuracies in Medical Certificates.—The drafting of medical 
certificates by doctors in Denmark is regulated by law. Doctors 
are told to word their medical certificates with care and with¬ 
out prejudice. There is also an unwritten law according to which 
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the authorities delegate the supervision of doctors in this respect 
to the Danish Medical Association, which is expected to keep 
good order in its own house. This more or less informal dis¬ 
ciplinary function has of late given the Danish Medical Asso¬ 
ciation much trouble. The opening sentence of an editorial notice 
in the organ of this body, Ugeskrift for Laeger, reads: “With 
growing frequency and from important quarters the Central 
Committee is receiving complaints concerning medical certifi¬ 
cates. These complaints are carefully examined. Sometimes they 
are entirely unwarranted, but not infrequently they are only t 
too well justified.” The same editorial goes on to point out that 
this state of affairs cannot be tolerated, partly because it is in 
itself objectionable and destructive of the good repute of the 
medical profession, partly because tolerance may very easily 
impair the tacit goodwill the authorities have shown in allow¬ 
ing the profession to administer justice in this matter. The dis¬ 
ciplinary powers held by the Danish Medical Association are 
by no means negligible, and it promises to be much stricter in 
its exercise thereof than it has been hitherto. It can be so partly 
by instituting arbitration proceedings, partly by requiring 
higher penalties for convicted offenders, and partly by publish¬ 
ing their names. 


BUREAU OF INVESTIGATION 


A WARNING TO DOCTORS AND HOSPITALS 

A Case of Narcotic Addiction.—The case of Bernard J. Mes¬ 
sing Jr., a meperidine (demerol®) addict, has been brought to 
the attention of the Bureau by a Pennsylvania physician. He com¬ 
ments that the case illustrates some of the weaknesses in exist¬ 
ing narcotic legislation and points the way to needed action. 

Bernard J. Messing Jr. is described as a 28 year old, white 
male, weighing about 140 to 150 pounds, with light brown hair, 
swarthy or yellow complexion, fine pointed nose, and a tattoo 
on the right forearm inscribed “Dorthy Moore.” He has great 
difficulty and hesitation in pronouncing the letter ‘S’ as in Samuel 
and ‘F’ as in fox. He does not have pupil constriction, tremor, 
or visible scars along the vein. .Scratches on the skin, which the 
patient attributes to injuries in his alleged occupation of trucker, 
are actually the source of blood which he mixes with his urine 
before exhibiting it to the nurses. Scratches on the back of the 
left hand may be the means of ready identification. 

Recently this man appeared at a Pennsylvania hospital, com¬ 
plaining of pain in the left kidney region and in the left loin, 
and saying that he had passed a stone some months previously. 
He was admitted to the hospital after furnishing a urine specimen 
containing blood, and was given meperidine preparatory to 
cystoscopy. Negative results of cystoscopy and urinalysis 
brought an admission from this patient that he had been using 
meperidine since 1949. 

He hitch-hikes from place to place and, apparently, has made 
his way from hospital to hospital for the sole purpose of obtain¬ 
ing meperidine and, incidentally sustenance. He has gained ad¬ 
mittance to hospitals in Florida, Virginia, North Carolina, West 
Virginia, and Pennsylvania. There is indication, also, that he 
signed an Admission of Guilt of Blue Grass Charges at the 
United States Public Health Hospital at Lexington, Ky., in 1950. 

Inasmuch as there were no facilities for institutionalizing this 
man in Pennsylvania, it is reported that arrangements were made 
to transport him voluntarily to the federal institution in Ken¬ 
tucky. The last heard from him, after he had been placed on a 
bus for Kentucky, was a postal card from Pittsburgh which indi¬ 
cated that the man did not intend to report. 

Presuming that the pattern of claimed attacks of renal calculi 
will continue, doctors and hospitals in western Pennsylvania, 
Ohio, Indiana, and northern Illinois should be alerted. The ad¬ 
dict apparently does not object to cystoscopy. If he is encoun¬ 
tered, local police should be notified, with the request that he be 
held for federal agents. 


MEDICAL MOTION PICTURES 


:. ,—----- — iiierupy tor inoracoplasty: 16 mm 

color, sound, showing time 25 min. Produced in 1950 by Physical Medi! 
cine and Rehabilitation Division, Department of Medicine and Surcerv 
Veterans Administration. Procurable on loan from Presentation Division 
Veterans Administration, Washington 25. ’ 


This film describes the steps in the development of resistive 
exercises for tuberculous patients who have undergone a thoraco¬ 
plasty. It is pointed out that pronounced skeletal deformities 
often follow this operation and that resistive exercises improve 
the therapeutic results. Skeletal deformities are minimized or 
eliminated by proper exercise. Tables are shown indicating that 
in the group of patients who were not exercised after thoraco¬ 
plasty, negative sputum developed in only 55%, whereas in the 
exercise group negative sputum developed in 71%. Complica¬ 
tions were higher in the nonexercise group, and deaths during 
the first year following operation were also higher in this group. 
It is mentioned that exercise can be used without fear of harm¬ 
ful effects. 


A team of workers including the surgeon, the ward physician, 
the physiatrist, and the physical therapist carry out the treatment 
program. The physiatrist and the physical therapist orient the 
patient prior to operation, and treatment is started a week prior 
to operation. Excellent diagrams of the operation and of the 
subsequent deformities are shown, and demonstrations, on a 
skeleton indicate the various deformities. Detailed demonstra¬ 
tions of exercises during the recumbent stage, which lasts four 
to eight weeks, exercises during the semi-weightbearing stage, 
and exercises during the w yveightbearing stage are given. It is 
concluded that months of careful training and the guidance 
of a team are required before the patient is finally well enough 
to go home to a useful life. 

The photography and narration are excellent, the demonstra¬ 
tions are clear, and the entire program is outlined in superb 
fashion. This film is recommended to thoracic surgeons, phys- 
iatrists, tuberculosis specialists, physical therapists, and all 
workers who are concerned with the rehabilitation of tuberculous 
patients. 


Wclton: 16 mm., color, sound, showing time 29 min. Produced in 1950 
by Campus Studios, University of Washington. Procurable on rental or 
purchase (5190.00) from Instructional Materials Center, 401 Administra¬ 
tion Bldg., University of Washington, Seattle 5. 


Welton is a story of a town with troubles that have been the 
result of a failure to use modern methods of administration for 
the health protection of the community. General unsanitary 
conditions, disease outbreaks, poor water, inadequate sewage 
disposal, and poor community housekeeping have made the 
position of a county commissioner untenable. In seeking a way 
out, he discusses the problems with the health officer of a 
neighboring community in which a modern health department 
is being operated with all the protections commonly used by 
professionally qualified public health personnel in county health 
departments. The body of the film is an illustrated discussion of 
the workings of this health department as they are observed 
by the uninformed county commissioner from Welton. Ihe re 
action to what he sees and hears leads to the establishment ofa 
community council, which ultimately develops a health depart- 
nent and a health center. 

The film is designed primarily for the promotion of local coun¬ 
cils and health departments and is intended for adult use 
order to interest citizens in supporting public health activities 
in their community. The film could be used in schools of publ c 
realth, medical schools, nursing schools, and other college units 
concerned with teaching public health and preventive medicme 
particularly at the professional level as an illus ration of 
’airly well-organized health department. It would also be useful 

he nior and senior high school level in social science and 
possibly biologic science classes. The picture is well cast, and the 
dor’s POrirayals are characteristic of the various shades of 
community interest and responsibility which they represen . 
photography and narration are very good. 
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AAI.A. Arch. Dermal, and Syphiiology, Chicago 
63:409-544 (April) 1951 
Lupoid Rosacea. C. W. Laymon.—p. 409. 

•Treatment of NeurosypVtilis with Penicillin Combined ^jth Artificial 
Fever Therapy: II. Further Observations. N. N. Epstein anti J. R. 
Aiicn.—p. 419. 

Observations on Treatment of Cardiovascular System Syphilis with 
Aqueous Penicillin G. S. A. M. Johnson and H. H. Shapiro.—-p. 426. 
•Aureoroycin and Its Effect in Early Syphilis: Progress Report. J. Rod¬ 
riquez, F. Ptotfce, S. Weinstein and W. W. Harris.—p. 433. 

Effect of Locally Injected Colchicine on Cutaneous Carcinomas. L. M. 

Nelson.—p. 440. . 

Acquired Achtomotrichia and Hypotrichosis in Children in the Southern 
Ohio Area. L. Goldman.—p. 443, 

Role of Foods in Production of Eczematous Dermatitis. M. B. Guthrie 
"ind S. L. Mandel.—p. 450. 

Successive Occurrence of Kaposi’s VaiicelUfottn Ernpiion in Siblings with 
Atopic Dermatitis. M. Leider.—p. 456. 

Cutaneous Form of Polyarteritis N'odosa: Report of Case. XV. N. hunger 
and V. Starch.—P- 461. 

Report of Case of Lupus Vulgaris Treated with Streplomycin. J. C. 
Larkin Jr. and S. Phillips.—p. 469. 

Extramedullary Plasmocytoma: Report of Case. H. M. Lewis. E. J. 

Hcuschel and G. M. Frumess.—p. 474. 

Matfucci's Syndrome (Dyschondroplasia with Hcnungtomisl: Case with 
Early Osseous Changes. J. F. Muhins and C. S. Ltvmgood. p. 47S. 
Pigmented Purpuric Lichenoid Dermatitis: Its Possible Pathogenesis and 
Report of Case. F. C, Combes and J. Groopman.—p 4S3 

Penicillin and Artificial Fever in NcurosyphiHs.—The authors 
treated 81 patients with neurosyphiiis with a combination of 
fever and penicillin. Most patients were given procaine penicil¬ 
lin in oil containing 2% aluminum monostearate. The usual 
dosage was 300,000 units injected intramuscularly daily except 
Sundays ior 20 injections. Some of the patients received a total 
of 9,000,000 to 10,000,000 units. Artificial fever was adminis¬ 
tered by means of the "blanket method,” four or five episodes 
of fever with temperatures of 104 to 105 F. for five hours being 
given during the period of penicillin administration. The cell 
count, protein content and colloidal gold reaction of the spinal 
fluid tended to revert to normal within one year after institution 
of treatment. Using the Dattner-Thomas formula as a measure 
of activity, the authors found that 94.8% of the patients whose 
spinal fluid was positive before treatment showed a normal or 
less positive fluid after therapy. The clinical response in pa¬ 
tients in whom the disease was symptomatic before treatment 
had a tendency to parallel the changes in the spinal fluid. The 
clinical response was satisfactory in most patients, although pa¬ 
tients with tabes dorsalis did not benefit greatly. Severe cases 
of primary optic atrophy were resistant to the treatment. Four 
patients with mild or moderate degrees of primary optic atro¬ 
phy improved satisfactorily. While penicillin therapy alone is 
of great value in the treatment of neurosyphiiis, a combination 
of penicillin with fever therapy is indicated for patients with the 
tabetic form of dementia paralytica, for those with primary 
optic atrophy and for those who do not respond satisfactorily 
to penicillin alone. 


Aureoroycin in Early Syphilis—In November 1949, the 
authors reported on the aureomycin treatment of 27 persons 
with dark-field positive syphilis. Aureomycin caused an initial 
satisfactory decline in the serologic titer, rid the lesions of sur¬ 
face spirochetes in an average of 39 hours and, when adminis¬ 
tered orally in high doses, caused a mild to moderate degree of 
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gastrointestinal disturbance in nearly all patients. These authors 
now report on the treatment of 67 patients with dark-field posi- 
' live syphilis, including those in the preliminary report. Sixty- 
two of the patients had secondary syphilis, two seropositive and 
three seronegative primary syphilis. An initial oral priming 
dose of 2 gm. was given, and this was repeated four hours later; 
then 1 gm. was given every four hours, day and night, until a 
total of 70 gm. of aureomycin had been administered in 11 Vi 
days. Sustained high blood levels of aureomycin were easily 
maintained by the oral route. Aureomycin was detectable in the 
cerebrospinal fluid in 50% of the patients during the multiple 
oral dose schedule. Preliminary results indicate that aureomy¬ 
cin is effective in the treatment of early syphilis; continued 
studies are necessary for determination of its effectiveness after 
longer periods. The results of aureomycin therapy were com¬ 
pared with those obtained in patients who were treated by the 
intramuscular administration of 2,800,000 or 3,400,000 units of 
penicillin. There were no significant differences in seronegativ- 
ity rates, satisfactory results or failure rates; that is, the effect 
of aureomycin approaches that of penicillin. 

American Journal of Medical Sciences, Philadelphia 

221:239-352 (March) 1951 

•Prognosis in Arterial Hypertension: Report on 117 Patients Under 53 
Years of Aye Followed 8 10 10 Years. A. H. Griep, G. R. Barry, 
\V. C. Hatt and S. \V. Hoobler.—p. 239. 

Use of Mercubydrisv in Recognition of Cardiac Factor Complicating 
Bronchial Asthma. M. L, Gelfand and A. R. Widlitz.—-p. 250. 
•Terramycin: Clinical, Pharmacologic, and Bacteriologic Studies. R, J. 

Saver, J. C. Michel, F. C. Moll and W. M. M. Kirby.—p. 256. 
Confusing Aspects of Infectious Mononucleosis. JO. A. Gold th wait and 
S . VV. Eliot.—p. 264. 

Incidence of Sickling. M. P. Margolies.—p. 270. 

Effect of Temperature on Survival of Chick Embryos Infected Intra¬ 
venously with Cryptococcus Ncoformans (Torula Histolytica). A. M. 
Kligman, A. P- Crane and R. F. Kerris. — p. 273. 

Hepatic Lesions and Dysfunction Associated with Chronic Ulcerative 
Colitis. G. \V. Jones, A. H, Baggenstoss and J. A. Bargen.^-p. 279. 
Pathological Liver with Minimal or No Change in "Liver Tests." \V. E. 
Ricketts.—p. 287, 

Myasthenia Gravis Associated with Hyperthyroidism: Report of Case with 
Thymectomy. N. Taylor and A. Large.—p. 293. 

Total Hydrolyzable Cystine in Blood Serum in Diabetes. R. S. Leech and 
A. MarMe.—p. 297. 

Blood Glutathione Level and its Response to Insulin in Diabetic and 
Non-Diabetic Patients and Case of Insulin Resistance. R. Careri and 
H. O. Came.—p. 307. 

Systemic Lupus Erythematosus: Some Cutaneous Manifestations Related 
ro Diffuse Collagenous Diseases. B. Shaffer, G. \V. James, J. P. Scully 
and X>. M. Ptllshury. —p. 314. 

Chronic Glomerulonephritis with Severe Renal Tubular Calcification. 

^ D. Rosenbaum, W. Coggeshall and R. T. Levin.—p. 319- 
Epidemiology and Social Significance of Atmospheric Smoke Pollution. 

J « C. McDonald, P. Drinker and S . E. Gordon.-—p. 325. 

Listeria Monocytogenes as Cause of Disease in Man and Animals, and 
Its Relation to Infectious Mononucleosis from Etiological and Immuno¬ 
logical Aspect. K. F. Girard and E, G, D. Murray,—p. 343. 

Prognosis in Arterial Hypertension —Griep and his associates 
present an eight to 10 year follow-up study of 117 hypertensive 
patients under 53 years of age with blood pressures initially ex¬ 
ceeding 160/110. Forty-six per cent of the 117 had died from 
hypertensive complications, 2% from unknown causes, 6% for 
reasons unrelated to high blood pressure and 46% were still 
alive at the end of the 10 year interval. The type of hyperten¬ 
sive death was almost equally divided between cardiac and 
cerebrovascular causes. The most important factor in the prog¬ 
nosis was the initial presence of vascular disease, as manifested 
by cardiac enlargement, electrocardiographic changes, albumi¬ 
nuria or hypertensive encephalopathy. The effect of such com¬ 
plications on mortality rate was independent of the height of 
the blood pressure, sex distribution or other known variables. 
Factors of lesser individual prognostic value were (1) height 
of the diastolic blood pressure, (2) sex of the patient ( mortality 
rate m males was higher by a ratio of 3 to 2) and (3) degree of 
hypertensive retinopathy. The age of the patient, estimated dur¬ 
ation of hypertension and frequency and severity of headaches 



752 


MEDICAL LITERATURE ABSTRACTS 


or dizziness at the time of the initial examination did not appear 
to play a significant role in increasing the mortality rate. Only 
four cases of grade 4 fundi, so-called malignant hypertension, 
in association with a normal nonprotein nitrogen were included 
in this study. These all had the usual fatal prognosis. Blood 
pressure showed little tendency to change in the survivors or in 
those who died of hypertension. The authors emphasize the 
fact that the height or change in blood pressure level as a prog¬ 
nostic sign in hypertension is unreliable. It is important to de-. 
termine the degree and progression of vascular damage in the 
heart, brain, kidneys and retina before mortality rates in any 
series of hypertensive patients can be evaluated, and this in¬ 
formation is vital in the choice of treatment for patients with 
essential hypertension. 

Terramycin.—The antibacterial action of terramycin was 
studied in 108 cases of infection, which included 28 cases of uri¬ 
nary tract infection, 38 cases of bacterial pneumonia, 21 cases 
of pertussis, 6 cases of tonsillitis, 4 cases of bacillary dysentery 
and 11 miscellaneous infections, including one case of ame¬ 
biasis, one of typhoid and one of subacute bacterial endocar¬ 
ditis. Each adult patient received 1 gm. of terramycin orally 
every six hours; children received doses of similar magnitude 
according to weight. Ten adult patients with pneumonia re¬ 
ceived 250 mg. of terramycin intravenously twice daily. Toxic 
reactions were rare, and in only one instance were they severe 
enough to require discontinuation of the drug. In patients who 
received 1 gm. of terramycin orally, significant amounts re¬ 
mained in the serum after 24 hours. There was no cumulative 
effect with the prolonged administration of 1 gm. daily or 
at intervals of six hours. Clinical improvement was noted in 24 
of 28 patients (85%) with urinary tract infection, and there 
was at least temporarily sterile urine in 20 (71%). Resistant 
strains of Escherichia coli were isolated from five patients be¬ 
fore therapy. Urine cultures were sterile after terramycin treat¬ 
ment in two of these patients; there was pronounced clinical 
improvement in one, and there was no improvement in two. 
Drug resistance developed in two patients during treatment. 
One patient with Pseudomonas aeruginosa infection had a sen¬ 
sitive organism in vitro and responded well to therapy. Eight¬ 
een of 21 children (86%) with pertussis responded to terramy¬ 
cin with clinical improvement. Five of these had associated 
bronchopneumonia which cleared in four. The results indicated 
that the terramycin is as effective in the therapy of pertussis 
as chloramphenicol or aureomycin. Favorable results were ob¬ 
served in 22 of 25 cases of pneumonia in children and in all 
of 13 adults with bacterial pneumonia. Favorable responses 
were noted in patients with bacillary dysentery, tonsillitis, ery¬ 
sipelas and bronchiectasis. The patient with typhoid responded 
favorably to terramycin therapy, both during the initial attack 
and during relapse. In one patient with subacute bacterial en¬ 
docarditis and another with amebiasis, definite clinical im¬ 
provement was noted, although it was necessary to change to 
other chemotherapeutic agents in both instances. Two patients 
with mumps complicated by orchitis and one with infectious 
mononucleosis immediately improved when terramycin was 
administered. 

American Journal of Medicine, New York 

10:275-404 (March) 1951 

•Treatment of Hnterococcal Endocarditis and Bacteremia: Results of 
Combined Therapy with Penicillin and Streptomycin. W. C. Robbins 
and R. Tompsett.—p. 278. 

•Effect of Penicillin and Aureomycin on Natural Course of Streptococcal 
Tonsillitis and Pharyngitis. W. R. Brink, C. H. Rammelkamp Jr., F. W. 
Denny and L. W. Wannamaker,—p. 300. 

Aureomycin in Treatment of Infectious Mononucleosis. C. H. Carter and 
V. P. Sydenstricker.—p. 309. 

•Incidence of Lipoid Pneumonia in Survey of 389 Chronically III Patients. 

B. W. Volk, L, Nathanson, S. Losner and others.—p. 316. 

Multiple Myeloma Without Demonstrable Bone Lesions. R. S. Waller- 
stein.—p. 325. 

Chronic Cyanosis. A. Selzer.—p. 334. 

Combined Penicillin and Streptomycin in Entcrococcic Endo¬ 
carditis. —Seven patients, four men and three women, with eu- 
terococcic endocarditis were treated with combined penicillin 
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and streptomycin. The organisms isolated from these patients 
ail possessed the biologic characteristics of the enterococci and 
all gave a positive reaction with Lancefieid group D antiserum 
The patients received 500,000 units of crystalline penicillin in¬ 
tramuscularly every two hours and 0.5 gm. of streptomycin or 
dihydrostreptomycin intramuscularly four times daily. Two of 
the seven patients received combined therapy for only brief 
periods before death and are not considered as having had ade¬ 
quate trials of therapy. The remaining five were given the com¬ 
bined treatment for 28 to 42 days. Results were striking, with 
quick, permanent arrest of the infection in four. Blood cultures 
became negative within 48 hours after the start of therapy in 
ali instances and remained negative. The fifth patient had a 
questionable relapse and subsequently died, but there was no 
evidence of uncontrolled infection. These results are superior 
to those achieved with penicillin alone. It is believed that this 
is the treatment of choice for enterococcic endocarditis and bac¬ 
teremia. Clinical results suggest that there is a synergistic effect 
of the two antimicrobial drugs in vivo. In vitro experiments 
demonstrate a complete algebraic summation of the effects of 
the two drugs on the enterococci. A suggested mechanism, tot 
the summative action is the elimination by streptomycin of 
members of the bacterial population partially inhibited but 
not killed by penicillin. The combined use of antimicrobial 
agents appears to offer an effective method of achieving per¬ 
manent arrest of some infections that are suppressed only tem¬ 
porarily by a single drug. 


Effect of Antibiotics on Streptococcic Tonsillitis. —The relative 
efficacy of penicillin and aureomycin in the treatment of 475 
patients with streptococcic exudative tonsillitis or pharyngitis 
was evaluated by clinical, bacteriologic and serologic methods. 
Intramuscular injections of procaine penicillin G in peanut oil 
with 2% aluminum monostearate were given to 197 patients. 
The dosage was 300,000 units on admission, 300,000 unite at 
48 hours and 600,000 units at 96 hours. Eighty patients received 
1 gm. of aureomycin immediately, then 0.5 gm. every four hours 
for 24 hours and 0.25 gm. every four hours for the next three 
days. The total dose was 8.5 gm. in four days. There were 198 
patients serving as controls and receiving no treatment. Results 
showed that aureomycin was somewhat more effective than 
penicillin in lowering the fever and causing rapid subsidence of 
symptoms. Neither drug exerted an appreciably beneficial ef¬ 
fect on the abnormal physical signs. They were equally effective 
in inhibiting antibody formation. Penicillin usually eradicated 
the carrier state, whereas aureomycin failed to influence the in¬ 
cidence of convalescent carriers. Earaches seldom developed 
in patients treated with these drugs. With either drug early 
treatment is required if the disease process is to be materially 
shortened. 


ipid Pneumonia.— A survey of 389 chronically ill patients 
vealed 57 cases (14.6%) of lipid pneumonia diagnosed by 
icroscopic examination of the sputum, aspiration from the 
ng and roentgenologic studies of the chest. Most of the pa- 
:nts used mineral oil as a laxative. Others had used nose drops 
: various oil-containing medications. The sputum of 55 pa- 
:nts showed lipopbages or abundant amounts of free hpi 
aterial characteristic of lipid pneumonia. Aspiration from (he 
ng also revealed typical lipid-containing macrophages Twenty 
tients showed characteristic roentgenographic manifestations 
lipid pneumonia. Thirteen revealed retrocardiac changes 
insistent with oil aspiration pneumonia in lateral, oblique and, 
ren indicmed. overexposed film studies, although the poster¬ 
ior films did not show such lesions. A significant number 
,he patients had a productive cough and pos.tive physica 
ms most frequently observed over the base of the ri„b 
wer lobe Examination of the sputum and, when necessaiy, 

aking the diagnosis of lipid pneumonia. T he fact that ft 
oroeresses after discontinuance of the incitant ody 
rs is possibly due to reaspiration of disintegrated iipop agv - 
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Am. J. Roentgenol. & Rad. Therapy, Springfield, HI. 

65:345-514 (March) 1951 

Normal Cerebral Angiogram. R. W. Curry and G. G. Culbreth.-p. 345. 
Contrast Myelography with Emulsified Pantopaque. W. A. Nosik. 

Intervertebral Joint Subluxation, Bony Impingement and Foramen En¬ 
croachment with Nerve Root Changes L A. Hadley.-p. 377 
Skeletal Development in Infancy: Standards for Cluneal Use. E- L. 
Reynolds and T. Asakawa.—p. 403. 

■ Intravenous Nephrography: Method of Roentgen Visualization of^kidney. 
H S Weens. H. M. Olntck, 0. F. Janies and J. V. Warren, p. 411. 
♦Treatment of Tumors of Thyroid with Divided Doses of Radioacuve 

Theory ^n^ MetfJOds of^Radioautographic Localuation of Radioelernents 

in Tissues. J. Gross, R. Bogoroch, N. J. Nadler and C..P. Lebiond. 

•Self-Healing Epithelioma of Skin. A. A. Charteris.—p. 459. 

Effect of Physical and Chemical Factors on Phagocytoses in Presence of 
Irradiated Human Blood and Plasma. J. N. Sanaa.—p. 465. 


Treatment o£ Thyroid Tumors with Radioactive Iodine.—Ex¬ 
perience with the treatment o£ 30 patients with nodular goiter 
associated with hyperthyroidism showed that the goiters re- 
"ressgd in size and the associated hyperthyroidism was controlled 
tW.c 7 when multiple small doses of I 131 were given at intervals 
of six to eight weeks than when single larger doses were used. 
Radioautographs showed that I 131 is taken up irregularly by 
nodular goiters; most of a given dose, regardless of its size, 
may be concentrated in small, actively functioning areas. Large 
areas not functioning actively may receive little or no radiation 
from a single dose of I 131 . After the most active areas are de¬ 
stroyed or inactivated by a small dose of I 131 it appears that 
the less active areas can in turn be inactivated or destroyed by 
subsequent small doses. Experience in nine patients with papil¬ 
lary carcinoma of the thyroid who were given tracer doses of 
Ii3i before operation showed that papillary carcinomas of the 
thyroid tend to take up I 131 in an irregular manner, as does nodu¬ 
lar goiter. One patient, aged 31, with papillary carcinoma of 
the thyroid was given a total of 335 me. of I 131 in eight doses 
in the course of 18 months and an additional .80 me. of I 131 
making a total of 415 me. The primary tumor and its cervical 
metastases disappeared in response to these multiple doses of 
I* 31 , If the tumor does not take up I 13! , and if normal thyroid 
function has been abolished, the resultant increase in thyrotropic 
hormone may stimulate growth of the tumor. This could be 
avoided by the administration of desiccated thyroid in doses of 
3 grains (0.20 gm.) or more daily. 


Self-Healing Epithelioma of the Skin.—Self-healing epitheli¬ 
oma of the skin is a neoplasm that is microscopically identical 
with well differentiated squamous carcinoma but that shows a 
tendency to spontaneous healing. A man aged 69 gave a history 
of recurrent growths on the skin since the age of 23 that healed 
with much scarring. One of these, an epithelioma on the perineal 
skin of six months’ duration, was removed. Pathological exami¬ 
nation showed highly differentiated epithelioma associated with 
chronic inflammatory change, fibrosis and regressive changes 
in the invading tumor. Two months later two active lesions were 
observed on the right forearm and one near the left wrist. Clin¬ 
ically, these were obvious squamous epitheliomas, but one of 
them showed partial healing, with scar formation. Biopsy of 
this lesion showed well differentiated, invasive squamous carci¬ 
noma and much round cell infiltration. The healed end of the 
lesion showed fibrosis of the cutis with a rather thin and atrophic 
epidermis. No attempt was made to excise the lesion, and heal¬ 
ing was complete four months later. Contact with the patient was 
ost, but eventually the author was informed that the patient 
la died from rapid and extensive recurrence of the anal lesion 
two and a half years after the operation. Thus the capacity of 
healing had faded eventually in this patient. Of the patient's five 
sons, three, aged 21, 29 and 38, were affected in the same way. 
All three were studied. Lesions had developed on the ears 
face, wrists and legs. Capacity for healing was obvious in ali 
three for a certain time, as evidenced by many scars, but was 

by * he time thcy came under observation. 
Almost all the lesions appeared on the exposed surface of the 
a y, but there was no obvious physical or occupational cause 
to account for this, except for the possibility that normal ultra 


violet radiation may play some part. Areas treated by roentgen 
irradiation remained inactive, but further lesions developed on 
the face. It is probable that surgical measures will be more 
helpful, although any method of treatment will present diffi¬ 
culties owing to the awkward distribution of the lesions and the 
possibility of new ones appearing. 

Arizona Medicine, Phoenix 

8:1-88 (Feb.) 1951 

Plastic Surgery for General Surgeon, W. R. Manning.—p. 25. 
Strangulated Inguinal Hernia; Study of 93 Cases. K. B. Brilhart.—p. 33. 
Pulmonary Denervation for Intractable Bronchial Asthma. G. D. Boone. 
-~p. 37. 

Full Term Abdominal Pregnancy with Intestinal Obstruction. H. H. 
Brainard.—p. 39. 


Bulletin of Johns Hopkins Hospital, Baltimore 

88:197-290 (March) 1951 

Further Study of Effect of Adrenocorticotropic Hormone (ACTH) upon 
Experimental Cardiovascular Lesions Produced by Anaphylactic Hyper¬ 
sensitivity. I. L. Bennett Jr„ M. Berthrong and A. R. Rich.—p. 197, 
Alyocardial, Hepatic and Renal Damage Resulting from Para-Amino- 
bcnzoic Acid Therapy. Observations in Human Cases and Experimental 
Animals. A. H. Cruickshank and G. W. Mitchell Jr.—p. 211. 

•Single Ventricle with Rudimentary Outlet Chamber: Case Report. E. C. 
Lambert.—p. 231. 

Peculiar Pneumonia Associated with Retina! Cytoid Bodies. P. A. 

Tumulty, M. Berthrong and A. M. Harvey.—p. 239. 

Efficacy of Modified Oral Penicillin Therapy of Pneumococcal Lobar 
Pneumonia. R. Austrian, G. S. Mirick, D. E. Rogers and others. 
—p. 264. 

•Treatment of Pneumococcal Lobar Pneumonia with Oral Aluminum Peni¬ 
cillin. J. C. Harvey and G. S. Mirick.—p. 270. 

Single Vcnfricle with Rudimentary Outlet Chamber.—The oc¬ 
currence of a single ventricle with a diminutive outlet chamber 
is rare. It is thought to represent an early arrest in cardiac de¬ 
velopment, with failure of formation of the interventricular 
septum and persistence of the bulbus cordis as a rudimentary 
outlet chamber. A case is reported in a 17 year old male, who 
was first seen in March 1948 because of dyspnea and cyanosis, 
which he had had since the age of 13 weeks. His growth and 
development were delayed. He did not walk until 2Vi years of 
age. He was small and underweight. His mental development , 
was normal. As he grew older his limitations were more notice¬ 
able, so that when he was first seen in the clinic he was able to 
walk only 100 yards before becoming short of breath and 
fatigued. The results of physical, laboratory, fluoroscopic, elec¬ 
trocardiographic and angiocardiographic examinations are de¬ 
scribed. An exact diagnosis could not be made, but, on the 
assumption that the basic malformation was a complete trans¬ 
position of the great vessels, an auricular septal defect was cre¬ 
ated to allow a better exchange of oxygenated blood within the 
heart. Following the operation, there was definite improvement. 
The patient was less cyanotic and dyspneic. A right hemothorax 
developed that required tapping on several occasions, but, by 
the fifth postoperative day, the patient appeared to be doing well. 
On the seventh postoperative day, following a thoracentesis, 
dyspnea developed, the patient went into shock and died within 
10 hours. The relation between the anatomic findings on ne¬ 
cropsy and the clinical features and the data obtained from car¬ 
diac catheterization and angiocardiography are discussed. Death 
was probably caused by a massive hemothorax. 


Oral Penicillin m Lobar Pneumonia.—Fifty patients with pneu¬ 
mococcal lobar pneumonia were treated with penicillin. Thirty- 
seven received only aluminum penicillin by mouth, and 13 re¬ 
ceived intramuscular penicillin in addition to or instead of oral 
penicillin. Those treated by mouth were given 300,000 units 
every 12 hours until they were afebrile for 72 hours. The re¬ 
sponse to oral therapy alone was entirely satisfactory. Actually, 
there was a higher incidence of complications or death in the 
13 parenterally treated patients, who received crystalline peni¬ 
cillin G. However, this may be explained by the greater severity 
of the disease in that group. So that the possible hazard of 
delayed penicillin absorption by severely sick patients may be 
avoided, an initial parenteral injection followed by continued 
oral therapy is recommended. 
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Cancer Research, Chicago 

11:153-232 (March) 1951. Partial Index 

Effect of Carcinogenic and Other Related Compounds on Autoxidation of 
Carotene and Other Autoxidizable Systems. E. B. Lisle.—p. 153. 

Evaluation of Bolen Test as Screening Test lor Malignancy. B. O. Hawk, 
G. E. Thoma and J. J. Inkley.—p. 157. 

Partial Reversal of Anti-Leukemic Action of Folic Acid Antagonists by 
Vitamin B 12 . H. E. Skipper, J. B. Chapman and M. Bell.—p. 161. 

Effect of Regeneration on Growth Potentialities in Vitro of Rat Liver at 
Different Ages. A. D. Glinos and E. G. Bartlett.—p. 164. 

Quantitative Evaluation of Growth Rates in Tumors Before and After 
Radiation. A. Goldfeder.—p. 169. 

Alkaline Phosphatase Substrate Specificities in Cultured Normal and 
Malignant Cells of Mouse, Rat, and Fowl. J. J. Biesele and A. Y. 
Wilson.—p. 174. 

Influence of Diet on Relative Incidence of Eye, Mammary, Ear-Duct, and 
Liver Tumors in Rats Fed 2-Acetylaminolluorene. R. W. Engel and 
D. H. Copeland.—p. 180. 

Distribution and Excretion of Stilbamidine-C 1 * in Mice. J. C. Reid and 
J. C. Weaver.—p, 188. 

Influence of Dietary Fat and Riboflavin on Formation of Spontaneous 
Hepatomas in Mouse, H. Silverstone and A. Tannenbaum.—p. 200. 

Further Evidence on Mode of Action of 8-Azaguanine (Guanazolo) in 
Tumor Inhibition. G. \V. Kidder, V. C. Dewey, R. E. Parks Jr. and 
G. L. Woodside.—p. 204. 

Study on Biologic Activity of Transplanted Granulosa-Cell Tumor in 
Castrate C57 Mice, E. S. Creiin and J. T. Wolstenholme.—p. 212. 

Study of Metabolism of 20-Methylcholanthrene. W. G. Dauben and 
D. Mabee.—p. 216. 

Enzyme Alterations Associated with Mouse Liver Degeneration and Re¬ 
generation After Single Carbon Tetrachloride Feeding. K. K. Tsuboi 
and R. E. Stowell.—p. 221. 

Nucleic Acid Inhibiting Action of 4-Amino-N l0 -MethyIpteroylglutamic 
Acid in Mice with Sensitive and Resistant Strain of Leukemia. H. E. 
Skipper and J. H. Burchenal.—p. 229. 


Connecticut State Medical Journal, Hartford 

15:187-292 (March) 1951 

Endometrial Carcinoma: Study of 214 Cases from Hartford Hospital. 
S. B. Marshall.—p. 187. 

Renal Hypertension: Review of Its Current Status. F. C. Collier.—p. 195. 
Herpes Zoster Encephalitis—Report of Case with Recovery. J, H. Foster 
and A. H. Jackson.—p. 199. 

"Acute Gold Dermatitis Successfully Treated with BAL. N. Kirsch.—p. 201. 
Delayed or Chronic Extradural Hematoma. G. S. Parrella.—p. 204. 
Administration of Public Mental Health Programs. R. H. Felix.—p. 207. 
Compulsory Health Insurance or Socialized Medicine. A. J. Robinson. 
—p. 214. 

Gold Dermatitis Treated with BAL.—This paper presents the 
history of a woman who was given intravenous injections of gold 
sodium thiosulfate for arthritis. After the third injection she 
complained of a severe frontal headache and “noises” in her 
head. Several hours later she noted an eruption on both palms, 
which shortly spread to involve the rest of her body. She felt 
very warm and thirsty. On the next day the eruption covered 
her body and her temperature was 103.4 F. She was hospitalized. 
Thirty hours after onset of symptoms, treatment was instituted 
with BAL (2, 3-dimercaptopropanol, British Anti-Lewisite) in a 
dose of 1.8 cc. of a 10% solution per injection. This was given 
intramuscularly every four hours for six doses for the first two 
days. Thereafter, the patient received one injection in the morn¬ 
ing and one at night for the remainder of her hospital stay. Five 
days after admission, the eruption had cleared completely, in¬ 
cluding even the petechial rash. All the patient's complaints had 
disappeared; she was ambulant and anxious to be discharged. 
The toxic, allergic, cumulative effects of gold on the skin, hemo¬ 
poietic system, nervous and gastrointestinal tracts and renal and 
hepatic organs are discussed. The probable mechanism of the 
action of BAL is reviewed. Although it is a powerful antidote for 
toxic reaction from gold, continuous vigilance is still paramount. 

Florida Medical Association Journal, Jacksonville 

37:617-674 (April) 1951 

Dicumatol as Indicator of Secondary Disease, M. S. Saslaw 3nd A. E. 
Rosenberg.—p. 631. 

Infertility in General Practice. J. H. Nodine.—p. 633. 

Rhinoplasty. B. G. Pollock.—p. 636. 

Veterinary Public Health. J. E. Scattcrday.—p. 639. 

Glysennid: Results of Its Use in 51 Cases. R. Herz.—p. 641. 


J.A.M.A., June 23, 1951 


Illinois Medical Journal, Chicago 


99:1-164 (March) 1951 

Urological Problems During Pregnancy. H. L. Kretschmer.—p. 128 
Xylocame for Regional Anesthesia: Report on Results in Caudal Block 
Anesthesia. G. Hagtund and W. A. Conroy.—p 132 
PracOcal^laboraiory Evaluation of Renal Function. J. p. simonds 

Surgical Treatment of Gastric Ulcer in the Aged. M. J. Gullickson 
R. G. Smith and D. J. Largo.—p. 140. CK50 “' 

The Hearts of Athletes. T. K. Curcton.—p. 143 . 

Case of Spontaneous Evisceration Through Umbilical Hernia I F 
Stem Jr. and F. H. Straus.—p. 147. ' ' 

Acute Hemolytic Anemia Secondary to High Titer of Cold Agglutinins 
in Case of Primary Atypical Pneumonia. J. K. Freilich and L 
Lemberg.—p. 150. 


Indiana State Medical Assn. Journal, Indianapolis 

44:173-268 (March) 1951 

Arthritis—Orthopedic Aspects. J. N. Garber.—p. 189 . 

Ocular Fundus Manifestations of Hypertension and Diabetes. M. Mann. 
—p. 192. 

Intravenous Pituitary Drip. C, O. McCormick Sr.—p. 194. 

Critical Evaluation of Parenteral Protein Therapy. D. G. Bock.—tv 195. 
Herpes Gestationis: Case Report. H. H. Rodin and R. Bryan.— 


Industrial Medicine and Surgery, Chicago 

20:99-134 (March) 1951. Partial Index 

Psychological Preparation of the Amputee. H. H. Kessler.—p. 107. 

Medicolegal and Social Problems in Permanent Disability Cases. A. St. 
Clair.—p. 109. 

Meeting the Shortcomings of the Periodic Physical Examination. S. C, 
Franco.—p. 113. 

Use of Morphine-Scopolamine in Surgery. R. Householder.—p. 115. 
♦Seminars in Industrial Psychiatry. W. D. Ross and D. J. Lauer.—p. 119. 

Human Relations and Accident Prevention. L. E. Hinder.—p. 121. 

Antibiotics. G. F. O’Brien.—p. 124. 

Seminars in Industrial Psychiatry.—This paper describes one 
way in which the skills of psychiatry are being made available 
for the solution of practical problems in industry. It is a report 
of a teaching project being conducted in industrial plants in Cin¬ 
cinnati under the auspices of the department of psychiatry and 
the institute of industrial health of the University of Cincinnati. 
The project is designed primarily for the postgraduate fellows 
in industrial medicine. Since the fait of 1948 conferences have 
been held weekly in two plants. These conferences are attended 
by the me'dical director, the psychiatrist, either the personnel 
director or plant manager and the industrial medical fellows. 
The procedure of these conferences is described, and it is sug¬ 
gested that this method of psychiatric consultation and teaching 
will prove valuable in the promotion of mental hygiene m 
industry. 


Journal of Allergy, St. Louis 

22:1-98 (Jan.) 1951 

Oral Cortisone in Intractable Bronchial Asthma: Preliminary Report. 
E. Schwartz.—p. I. 

•Allergy as Factor in Childhood Sinobronchitis. W. C. Price and I. A. 
Solow.—p. 4. 

Hospitalization of the Asthmatic Patient: Survey of 434 Cases ot Bron¬ 
chial Asthma Admitted to Medical and Pediatric Services of the New 
York Hospital from 1933 to 1948. H. S. Baldwin, P. F. deGara and 
A. D. Spielman.—p. 10. , 4 t „ 

Antihistaminic Properties of Local Anesthetics and Anesthetic Properties 
of Antihistaminic Compounds. S. W. Landau, W. A. Nelson and L. N. 

Newer Amilristaminics: IV. Some Pharmacologic and Therapeutic Effects 

of Beta-fo-Bromo-BenzhydrytoxyJ-EthyWimethylamine Hydrochloride, 

Derivative of Diphenhydramine Hydrochloride. T. H. McGavacK, 
A. M. Shearman, J. Weissberg and others.—p. 31. 

Use of Oleic Acid to Inhibit Release of Histamine m Vitro. IV. 

Aerosol ^rapy B in S 'p"of 7 AHcrgy: Clinica. and Bacteriological 

G ' C ' 

^pfXT^u“Ex^entat StudU A. R. Feinberg and S. Malkiel. 

Variations in Circulating White Blood Cells After Specific and Non- 
specific Stimuli. T. L. Squier. p. 

AUergy in Siuobronchitis.-It has been widely recognized That hr 
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Price and Solow had been concerned with the prevalence of sino¬ 
bronchitis among 384 children whose symptoms of chronic re¬ 
spiratory infection necessitated roentgen studies of the sinuses 
and lungs. In a control group of 26 patients with no respiratory 
symptoms roentgen evidence of sinobronchial disease was pres¬ 
ent in only two (7.7%), whereas of 331 patients who had chronic 
respiratory symptoms 37.4% had demonstrable sinobronchitis. 
From among this latter group were separated the records of 62 
patients, who had been studied in the hospital allergy clinic, and 
in whom the admitting physician bad found a family or personal 
history of acute or chronic allergy manifested specifically as urti¬ 
caria, asthma, hay fever, eczema, tracheobronchitis or food sen¬ 
sitivity characterized by angioneurotic edema or gastrointestinal 
disturbance. In summarizing their observations the authors say 
that 64% of allergic children 5 years of age or under who were 
hospitalized for chronic respiratory disease had roentgenographic 
evidence of sinobronchial disease. Sinobronchitis was noted in 
57% of the allergic children who had positive skin test reactions. 
Those who had a familial history of allergy together with positive 
reactions to skin tests showed susceptibility to lower respiratory 
tract infection. The laboratory procedure of examining smears 
of tig'(Posterior pharyngeal secretions for eosinophils (indicative 
of ah allergic response) proved 84% accurate among 26 pediatric 
patients included in this study. 

Hypersensitivity to Streptomycin.—This report is concerned 
with the development of hypersensitivity to streptomycin in 447 
patients who were treated with it and with four cases of contact 
dermatitis in nurses who were handling streptomycin. One of 
these four began after six weeks of exposure, the others after 
three months or more. It was found that hypersensitivity is rela¬ 
tively much commoner in persons who handle the drug than in 
those who ingest it. Hypersensitivity may manifest itself as drug 
fever, a maculopapular rash, urticaria or exfoliative dermatitis. 
It usually appears only after prolonged and intimate contact. 
Before streptomycin therapy is started information on possible 
contact with the drug should be obtained and, if necessary, patch 
tests or intradermal tests should be done. The administration of 
a full therapeutic dose to a person who has become sensitized 
(usually a nurse or a pharmaceutical worker) may be disastrous 
and even fatal. Patients who are hypersensitive to streptomycin 
must be desensitized or they cannot receive the drug. Personnel 
who have become hypersensitive must either be desensitized or 
must give up all contact with streptomycin. Two of the afore¬ 
mentioned nurses who had become sensitized could be desensi¬ 
tized, whereas the other two had to avoid further contact with 
the drug. 

Journal of Bacteriology, Baltimore 

61:243-378 (March) 1951. Partial Index 

Studies on Herpes Simplex Virus: I. Stability and Preservation of Egg- 
Adapted Herpes Simplex Virus. R. S. Speck, E. Jawetz and V. R. 
Coleman.—p. 253. 

Similarity in Action of Bacitracin and Penicillin on Staphylococcus. 
T. F. Paine Jr.—p. 259. 

Comparative Activities of Pantcthine, Pantothenic Acid, and Coenzyme A 
for Various Microorganisms. J. A. Craig and E. E. Sneil.~p. 283. 
♦Ilcar-Labilc Brucclla-Agglutinin-Blocking Factor in Human Sera. V. T. 
Schuhardt, H. W. Woodfin and K. C. Knolle.—p. 299. 

Metabolism of Species of Strcpromyces: IV. EtTeci of Substrate on 
Endogenous Respirjiion of Sircpiomyccs Coclicoior. V. \V. Cochrane 
and M. Gibbs.—p. 305. 

Some lliysicat Factors That tmlucncc Survival of Bruccila Abortus 
Curing Frcezc-Drying. R. S. Hutton, R. J. Hilmoc and J. L. Roberts 
—p. 309. 

Formation and Development of Large Bodies in Proteus Vulgaris OX -19 
H. Sicmpcn and IV. G. Huichinson.—p. 321. 

Mutability of Bacillus Anlhracis Spores During Germination. R. S 
MctTetd Jr. and O. Wyss.—p. 357. 

Brucella-Agglutinin Blocking Factor in Human Scrum_The oc¬ 

currence of crythroblastotic disease in Rh-positive infants botn 
of Rh-ncgalive mothers whose serum fails to show the presence 
of Rh agglutinins has refocused attention on “nonagglutinating," 
incomplete or blocking" antibodies that prevent agglutination 
in test scrums. In an effort to determine the practical significance 
and the possible theoretical implications of the Brucella ag- 
glulmin-blocking phenomenon, Schuhardt and associates tested 
--1 human serums for agglutinins for Brucella abortus and 498 
of these tor Brucella agglutinin blocking. Four hundred and 


eighty of the serums were negative for both agglutinins and 
blocking activity. The remaining 18 showed Brucella agglutinin 
blocking at titers of 1:40 to 1:320, The blocking effect was com¬ 
pletely eliminated when the serums were heated at 56 C. for 30 
minutes in ali but three serums and was reduced in these three. In 
nine serums the destruction of the blocking effect resulted in the 
unmasking of Brucella agglutinins at titers of 1:40 to 1:80. The 
developing test proved that the Brucella agglutinin blocking is 
due to an antigenic component of human serum, probably a non¬ 
agglutinating antibody. 

Journal of Clinical Investigation, Cincinnati 

30:125-236 (Feb.) 1951 

Effect of Diabetes and Insulin on Maximum Capacity of Renal Tubules 
to Reabsorb Glucose. S. J. Farber, E. Y. Berger and D. P. Earle, 
— p. 125. 

Haemolytic Factor in Anaemia of Lymphatic Leukaemia. G. M. Brown, 
S. M. Elliott and W. A. Young.—p. 130. 

Precipitable Iodine of Serum in Normal Pregnancy and Its Relation to 
Abortions. E. B. Man, M. Heinemann, C. E. Johnson and others. 
—p. 137. 

Precipitable Iodine of Serum in Pregnancy Complicated by Disorders of 
Thyroid. XV. XV. Eng strom, D. M. Kydd, J. P. Peters and E. B. Man. 
—p. 151. 

Anemia of Infection: XIII. Studies on Experimentally Produced Acute 
Hypoferremia in Dogs and Relationship of Adrenal Cortex to Hypo- 
lerrcmia. G, E. Cartwright, L. D. Hamilton, C. J. Gubler and others. 

—p. 161 . 

♦Observations During ACTH and Cortisone Administration to Patient with 
Longstanding Panhypopituitarism and Rheumatoid Arthritis. C. E. 
Sehrock, R. F. Sheeis and W. B. Bean.—p. 174. 

Anemia of Thermal Injury: I. Studies of Pigment Excretion. G. \V. 

James III, O. J. Purnell and E. I. Evans.—p. 181. 

Id.: II. Studies of Liver Function. G. W. James III, O. J. Purnell and 
E. I. Evans.—p. 191. 

Effect of Desoxycorlicosterone Glucoside upon Cerebral Blood Flow and 
Metabolism of Human Subjects. R. C. Bentinck, G. S. Gordon. J. E. 
Adams and others.—p. 200. 

Relation Between Protein Consumption and Diurnal Variations of Endog¬ 
enous Creatinine Clearance in Normal Individuals. T. Addis, E. Bar¬ 
rett, L. J. Poo and others.—p. 206. 

Cardiac Output in Patients with Arteriovenous Fistulas. J. V.' Warren, 
J. L. Nickerson and D. C. Elkin.—p. 210. 

Effect of Temporary Occlusion of Arteriovenous Fistulas on Heart Rale. 
Stroke Volume, and Cardiac Output. J. L. Nickerson, D. C. Elkin and 
J. V. Warren.—p. 215. 

Blood Volume in Patients with Arteriovenous Fistulas. 3. V. Warren, 
D. C. Elkin and J. L. Nickerson.—p. 220. 

•Effect of Adrenocorticotrophic Hormone on Children with Nephrotic 
Syndrome: II. Physiologic Observations on Discrete Kidney Functions 
and Plasma Volume. H. L, Barnett, C. W. Forman, H. McNamara 
and others.—p. 227. 

ACTH and Cortisone in Panhypopituitarism with Arthritis.— 
Schrock and associates observed the effect of administration of 
pituitary adrenocorticotropic hormone (ACTH) and cortisone on 
the moderately active rheumatoid arthritis of a patient with pan¬ 
hypopituitarism. The patient was a woman, aged 46. The authors 
hoped to obtain information concerning: 1. What direct action, if 
any, pituitary adrenocorticotropic hormone might have on the 
clinical and laboratory observations of rheumatoid arthritis, inas¬ 
much as adrenal cortical function was apparently absent. 2. 
Whether return of adrenal cortical activity would become appar¬ 
ent after pituitary adrenocorticotropic hormone administration. 
3. The response to cortisone. Partial adrenal cortical activity 
was demonstrated during pituitary adrenocorticotropic hormone 
administration. The effect on the arthritis was equivocal after 
administration of pituitary adrenocorticotropic hormone but was 
definite after administration of cortisone. Clinical, chemical and 
hematological data are in agreement with present concepts of 
the metabolic and therapeutic properties of pituitary adrenocor¬ 
ticotropic hormone and cortisone. There was clinical and labora¬ 
tory evidence that some bit of adrenal cortex remained and was 
responsive to stimulation by pituitary adrenocorticotropic hor¬ 
mone. This response, mediated through the adrenal glands, was 
shorter and less intense than the general response to substituted 
cortisone. 

Adrenocorticotropic Hormone in the Nephrotic Syndrome_In 

children with the nephrotic syndrome several agents, including 
pituitary adrenocorticotropic hormone (ACTH), may produce 
diuresis similar to that sometimes occurring spontaneously. This 
paper reports a study of the mechanism of diuresis produced by 
pituitary or adrenocortical hormones. An attempt was made to 
disclose consistent changes that might precede diuresis and, to 
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this end, relevant physiological measurements were made, in¬ 
cluding blood volume, discrete kidney functions, concentrations 
of electrolytes and nitrogenous constituents of serum, metabolic 
balances of electrolytes and nitrogen, serum lipid fractions, and 
urinary protein and sediment. Observations were made on eight 
children with the nephrotic syndrome. It was found that the 
diuresis occurring during or following administration of pituitary 
adrenocorticotropic hormone was usually associated with im¬ 
provement in kidney function. Repeated diuresis in children with 
initially reduced function may be associated with progressive 
increases in rates of glomerular filtration to normal values. These 
observations demonstrate a potentiality for improvement in 
function beyond that commonly considered possible in the ne¬ 
phrotic syndrome of many months’ duration. It is believed that 
these changes are not peculiar to diuresis associated with pit¬ 
uitary adrenocorticotropic hormone administration but may ac¬ 
company spontaneous or other types of induced diuresis. The 
studies suggest that increases in plasma volume and glomerular 
filtration rate are associated with the mechanism of diuresis in 
children with the nephrotic syndrome. 


Journal of Experimental Medicine, New York 

93:197-296 (March) 1951 

Relationship Between Serum Antibodies and Subclinical Infections with 
Poliomyelitis Virus. G. C. Brown and J. D. Ainslie.—p. 197. 

Behavior of Residual Axons in Partially Denervated Muscies of Monkey. 

M. V. Edds Jr. and W. T. Small.—p. 207. 

Desoxycorticosterone Acetate and Wound Healing. C. L. Pirani, R. C. 
Stepto and K. Sutherland.—p. 217. 

Studies on Non-Hemolytic Streptococci Isolated from Respiratory Tract 
ofjMan: Antigenic Basis for Type Specific Reactions with Streptococcus 
Salivarius and Non-Levan-Forming Streptococci. F. L. Horsfall Jr. 
—p. 229. 

Pathogenesis of Coxsackie Virus Infection: Multiplication oL Virus and 
Evolution of Muscle Lesion in Mice. J. L. Melnick and G. C. Godman. 
—P- 247. 

Pathogenesis of Infection with Virulent (CG 179) and Avirulent (B) 
Strain of Newcastle Disease Virus in Chicken. D. T. Karzon and F. B. 
Bang.—p. 267. 


Maine Medical Association Journal, Portland 

42:67-112 (March) 1951 

-"Differential Diagnosis of Gastric Lesions from Cells Obtained by Stomach 
Aspiration. J. Porter, J. Spencer, E. R. Blaisdell and others.—p. 67. 
Respiratory Complications of Acute Poliomyelitis: Observation of 149 
Cases at a Community Hospital. S. Curelop and H. A. Braun.—p. 72. 
ACTH and the General Practitioner. E. A. Brown.—p. 75. 

Surgical Treatment of Lesions of Lower Esophagus and Gastric Fundus. 
B. H. Drake.—p. 78- 

♦Fatal Pancytopenia Following Anti-Histamine Administration. C. R. 
Glassmire.—p. 83. 

Fractures of the Femoral Neck in Childhood. R, G. Livingstone.—p. 86. 
Clinical Experience with Chlor-Tnmeton. I. W. Schiller, F. C. Lowell 
and W. Franklin.—p. 89. 

Use of Pregnenolone in Rheumatoid Arthritis. J. G. Bruce.—p, 92. 
Bacterial Nasal Allergy. A. L. Maietta.—p. 94. 

Planning—A Must in Today’s Hospital Nursing Service. D. M. Rosen- 
berger.—p. 96. 

Point Rating System of the American College of Surgeons and the 
Hospital. H. K. Spangler.—p. 97. 

Need for Development of Diagnostic and Out-Patient Services. F. E. 
Wing.—p. 99. 

Differential Diagnosis of Gastric Lesions.—Cytologicai exami¬ 
nation of gastric contents was performed in 54 patients. A set 
period was permitted to elapse between the collecting and fixing 
of the specimen. The Papanicolaou stain was then employed. 
The diagnosis of carcinoma of the stomach was definitely es¬ 
tablished by laparotomy or autopsy in II and on clinical and 
roentgenologic grounds in four. Carcinoma was excluded in the 
remaining 39 patients, in 22 by laparotomy or autopsy and in 17 
on clinical and roentgenologic grounds. Of the 15 patients with 
proved carcinoma, smears were positive in eight (53.3%). One 
smear was doubtful, while six were false negative. Of the 39 
patients without cancer of the stomach, 34 (87.2%) had negative 
smears. The smears of four were doubtful, while one had false 
positive smears. The Papanicolaou procedure appears to be 
chiefly of value as corroborative evidence for clinical and roent¬ 
genologic observations. The presence of tumor cells in a smear 
is of significance, and exhaustive study should be done to ex¬ 
clude cancer of the stomach. The relative high incidence of faise 
negative smears indicates definitely that cancer should not be 
ruled out solely on the absence of tumor cells in a smear. 


Fatal Pancytopenia Following Antihistamine Administration 
The occurrence of pancytopenia with death after the use of antf 
histamine drugs in a man aged 65 with chronic eczema is re 
ported. The patient used between 3 and 4 oz. (90 and 120 gm) of 
tripelennamine (pyribenzamine®) hydrochloride cream, and he 
also occasionally used pyranisamine (neo-antergan®) in doses o( 
25 mg. three times daily. Three months later, a diagnosis of 
thrombophlebitis of the left femoral vein was made and the pa¬ 
tient was hospitalized for bishydroxycoumarin (dieumaroP) 
therapy. Routine blood cell counts were made, showing a red cell 
count of 2,940,000 and a white cell count of 1,500. Within 1; 
days, the thrombophlebitis became entirely inactive but the blood 
ceil count had not risen, despite repeated blood transfusions. 
Finally petechial hemorrhages appeared; the patient’s white ceil 
count fell to 300, and he died. Necropsy revealed that the spaces 
in the bone marrow normally occupied by hematopoietic tissues 
were largely replaced by fat with numerous red blood cells and 
only a scattering of nucleated cells, consisting chiefly of lympho¬ 
cytes and a few plasma ceils and macrophages. The lymph nodes 
were relatively atrophic, with some fat replacement in which the 
sinusoids stood out quite clearly. These observations were.char¬ 
acteristic of aplastic anemia. It is felt that the prolonged aAthis- 
tamine medication must be considered as a possible etiological 
factor. This is believed to be the first such case report, although 
at least five nonfatal cases of agranulocytosis have been reported 
previously. It is felt that the antihistamines should be used only 
under the careful supervision of a physician and that routine 
blood cell counts should be done. 

Medical Annals of District of Columbia, Washington 

20:119-180 (March) 1951 

Spinal Fusion by Internal Fixation lor Tuberculous Patients. M. C. 
Cobey.—p. 119. 

Medical Management of Liver Disease. H. J. Zimmerman.— p. 122. 
Some Basic Features and Differential Diagnosis of Nephrotic Sjndrome. 
E. D. Robin.—P. 130. 

Seborrhea-Acne Complex: Diagnosis and Treatment by General Prac¬ 
titioner. M. M. Robinson.—p. 138. 

Xanthomatosis Tuberosum: Report of Case with Vascular Compfettau- 
W. E. Wackcr, E. D. Robin and J. F. Fazekas.—p. 145. 


Medicine, Baltimore 

30:1-80 (Feb.) 1951 

Gaucher’s Disease: Review, and Discussion of 20 Cases. C. Reich, M. 

Seife and B. J. Kessler.—p. 1. , 

Myocardial Metabolism in Congestive Heart Failure. R. E. Olson ana 
W. B. Schwartz.—p. 21. 

Electrocardiogram in Addison’s Disease. W. Somerville, H. V. Lcmc 
and G. W. Thom—p. 43. 


ylilitary Surgeon, Washington, D. C. 

108:181-286 (March) 1951. Partial Index 

Surgery of World War III- W. F. MacFee.-p. I8L 18J 

Place of Professional Consultant m Reserve. F.B. Berry, p- 
World Medical Association. L. H. Bauer.—p. 1»7. 

Management of Burn Casualties. H. A. Burnett.—P. 2UJ. 

Derivatives of Thalamus Dorsalis and Epithalamus in Human B • 
S Relation W Cortical and Other Centers. H. Kuhlenbeck.-p. 205. 

<ew England Journal of Medicine, Boston 
244:315-346 (March 1) 1951 

Kheiiin in Treatment of Angina Pectoris. H. L. Osher, K. H. Katz and 

Present Management of Varicose Veins. D-W.Bamow.-p. Bl.^ 
Pregnenolone in Rheumatoid Arthritis. * * 

Kypop“” W - C L - 

fcSk w. a — 

—p. 329. 

'hellin in Angina Pectoris—Kheiiin, a pure crystalline deriva- 
Ve of the eastern Mediterranean plant Amrm vamaga ’ a l- ; (or 
.ported to have a powerful and prolonged coronary Wd g[ 

fleet-in animals. Previous dinica c ffor evai- 
alue in the treatment of angina pectonslnthsst ay wJth 
attou of therapy in angina pectoris with WKP diiC 
^established angina pectoris were selected from the card 
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clinic of the Boston City Hospital. Carefully controlled ob.er 
virions were.made on 26 men and s.x women, ranging m age 
from 49 to sTyears. Of the 32 patients, 26 had a decrease m 
frequency and severity of anginal patns, a drop m glyceryl trm 
trate requirements and an increase m exercise tolerance. 2 his 
improvement was considered pronounced in 11 Pat.ents mpd- 
eram in 11 and slight in four; the remaining six showed no im¬ 
provement. The average therapeutic dose was 160 mg- dai y; 
no serious toxic reactions were encountered. The high proportion 
cf favorable results, together with the striking degree of im¬ 
provement frequently observed, led to the conclusion that khel- 
lin, properly used, is a safe and effective drug for the treatment 
cf angina pectoris. 


New Jersey Medical Society Journal, Trenton 
48:91-136 (March) 1951 


Carcinoma of Breast: Certain Aspects of Five-Year Experience in a 
General Hospital. J. L. Work.—p. 94. 

Congenital Heart Disease: III. Surgical Considerations. C. P. Bailey, 
A. D. Ciecca, D. F. Downing and others.—p. %. 

Social Aspect of Epilepsy. E. Revitch.—p. 100. 

Convulsive Toxemia of Pregnancy Associated with Intracranial Hemor¬ 


rhage. H. Oren.—p. 102. ... 

Malignant Lesions of Colon. H. W. Jack. p. 104. • 

Technic of Radical Mastecromy. D. T. Bosch and L. G. Betsler.—p. 112. 
Angina of Effort: Its Treatment, with Crystalline Khellin. H. L. Drezner 
and S. Horoschak.—p. 116. ■ ■ 


North Carolina Medical Journal, WinSton-Salem 
12:85-128; (March) . 1951 " 

Some Comments on RegioriaVnation'of Hospitals. S. Proger.—p. SS. 

Situational Pattern in Childhood Injury:'I. Data Derived from North 
Carolina Newspapers. B. \Voodhair.~p'. 89. 

From Laissez Faire to Regimentation and Back Again: Pediatric Pen¬ 
dulum. F. H. Richardson.,—p.,93.' 

Association of Migratory Thrombophlebitis.yrith Carcinoma. F. B. Gross 
Jr„ D. G. Jaehning and W. G. Coker.—p. 97. 

Operative Aspects of Feprale Sterility." V. H. Turner and C. D. Davis. 

—p. 101. ' . 

Problem of Infectious Diseases in Early, Pregnancy as Cause of Con¬ 
genital Malformations. J. B.'Caldwell and. D. L. Whilcncr.—p.' 104. 

Measles Encephalitis: Report of Case Following Adequate Therapy.with 
Globulin. G. Smith.—p. 107. 

Technique for Administration of Topical Anesthesia in Endoscopy. M. R. 
Himalstcin.—p. 109. 


Postgraduate Medicine, Minneapolis 
9:193-278 (March) 1951 

Mask of Sanity, H. M. Cleckley.—p. 193. 

Brain Tumors: Study of Postoperative Results and Survival Periods, 
A. \V. Adson, H. J. Svien and H. W. Dodge Jr.—p, 198. 

Obstetric Significance of Posterior Occiput Position. J. L. McKelvey and 
E. J. Diefenbacb.—p. 2H. 

Sympathectomy in Treatment of Buerger's Disease. L. T. Palumbo. 
—p. 215. 

Treatment of Vaginitis and Cervicitis by General Practitioner. K. J. 
Karnaky.—p. 220. 

Effects of Emphysema of Lungs on Cerebral and Coronary Circulation. 
W. S. McCann.—p. 225. 

•Experience with Cortisone in Treatment of Rheumatoid Arthritis. P. J. 
Bilka ami G. Cadcr,—p. 231. 


Cortisone in Rheumatoid Arthritis.—Thirty-six patients with 
rheumatoid arthritis, 21 women and i5 men, were treated with 
cortisone. Twenty-six patients had severe, seven had moderately 
severe and three had mild rheumatoid arthritis. Patients were 
usually started on 150 to 200 mg. of cortisone for the first day or 
two, after which the dose was reduced to 100 mg. daily and con¬ 
tinued for two to three weeks for most patients and then grad¬ 
ually tapered off. The drug was administered by intramuscular 
route or by mouth. Total doses of cortisone ranged from 0.8 to 
9.98 gm„ with most patients receiving 2 to 3 gm. The period .of 
administration varied from one week to over five months. Twen- 
ty-two patients obtained dramatic relief from stiffness and sore¬ 
ness, followed rapidly by decrease in pain and increased strength 
and use of the involved joints. Reduction in tenderness of joints 
and swcl tng was evident within one week. The remaining 14 pa- 
fnitl°t r a kSSCr d ? Eree of .relief. Twenty patients were 

theranv ?7°h ne , m0nlh ° f ^ after cessa,ion of cortisone 
therapy, and 17 had a prompt return of their symptoms when 

aS dlsc “ ed - Des P‘ te relatively low dosage 
schedule of cortisone, m nine patients some signs of hypercorti- 
somsm developed. None of these changes were serious. Eight 


patients had disturbances with an uncertain relationship to cor¬ 
tisone that were classified as complications; one of these patients 
had a perforated duodenal ulcer without history of previous gas¬ 
trointestinal difficulty. Encouraging results were observed in six 
patients who were given the soluble gold salt preparation auro- 
thiogiucose in addition to cortisone. The pronounced reduction 
in the active rheumatoid process due to cortisone allows for more 
intensive physical therapeutic measures. By preventing the risk 
of precipitating a rheumatoid flare-up, cortisone may be of sig¬ 
nificant aid in the rehabilitation of the crippled arthritic patient 
through various orthopedic reconstructive procedures. 

Rhode Island Medical Journal, Providence 
34:77-116 (Feb.) 1951 

Physician-Hospital Relations. E. Hess.—p. 77. 

Infectious Hepatitis: Report of Case Complicating Pregnancy. E. S. 

Wing Jr. and L. Sutton.—p. 81. 

Providence Medical Association—1950. F. W. Dimmilt.—p. 83. 

First Year of Physician Service. J. C. O’Conneli.—p. 85. 

Tetanus: Report of Case. C. Beliavance.—p. 86. 


Rocky Mountain Medical Journal, Denver 

48:153-228 (March) 1951 

Malignant Tumors of Eyeball. C. S. 0\Brien.—p. 175. 

The Physician’s Task in Atomic Explosion. H. R. Landman.—p. 177. 
Laws of Human Sterilization in Colorado, Utah, and Montana. C. W. 
Jardine.—p, 183. 


Southern Medical Journal, Birmingham, Ala. - 

-- 44:179-274 (March) 1951 

Cataract Extraction in One-Eye Patient: Study of 75 Consecutive Cases. 

A. Callahan.—p. 179. . - - 

Saddle Nose. R. H. Riggs.—p. 188. 

Calcaneus Foot. C. E. Irwin.—p. 191. 

Typhoid Meningitis Cured with Chioramphenicoi: Case Report. C. M. R. 

Boettner and A. Carrizosa.—p. 197. 

Thyroid Deficiency in Childhood. W. A. JReiliy.—p. 200. 

Lupus Erythematosus: Classification, Diagnostic and Prognostic Value of 
Biopsies. W. R. Bundick and F. A. Ellis.—p. 204. 

Simple Disk Surgery Versus Combined Operation. G. J. Garceau.—p, 213. 
Esophageal Atresia and Tracheoesophageal Fistula: Report of Case. 

L. J. Stephens.—p. 216. 

Pulmonary Arteriovenous Shunt and Its Clinical Implications. P. G. 
Danis.—p. 217. 

Writing: Renewed Obligation for General Practitioner. D. G. Miller Jr. 
—p. 219. 

Regional Significance of Development of Four-Year Medical School al 
University of North Carolina. W. R. Berryhill.—p. 222. 

•Neomycin: Adjunct in Abdominal Surgery. E. J. Poth, S. M. Fromm, 
R. G. Martin and Chin Min Hsiang.—p. 226. 

Plea for Standardization of Skin Testing Materia!. M. I. Lowance. 
—p. 231. 

Georgia Plan of Multiphase Testing. C. D. Bowdoin.—p. 236. 
Undetected Diabetes Among Relatives of Diabetics: Epidemiologic Note. 

M. J. Ford and B. Glenn.—p. 239. 

Inguinal Hernias: Why Do They Recur? A. R. Kooniz.—p. 244. 


Neomycin in Abdominal surgery,—Neomycin, obtained from 
Streptomyces fradiae, differs from its closely related antibiotic 
streptomycin in that it does not favor the development of re¬ 
sistant forms. Occasionally, however, the growth of Aerobacter 
aerogenes is not inhibited by neomycin. For this reason in the 
preoperative sterilization of the bowel phthalylsulfathiazoie is 
given as a supplementary agent, because A. aerogenes has not 
been observed to develop resistant variants in the presence of 
this drug. In the absence of obstruction or other contraindica¬ 
tions, the following schedule for preoperative preparation has 
been adopted: low residue diet, castor oil 30 to 60 cc. and, after 
the first liquid stool, 1.0 gm. of neomycin sulfate is adminis¬ 
tered together with 1.5 gm. of phthalylsulfathiazoie orally on a 
four hour schedule. The stools are cultured at the end of each 
24 hour period. This treatment is continued for three days, but 
some recent observations indicate that this time might be de¬ 
creased substantially. Neomycin has been administered orally 
to approximately 100 patients in the course of one year. Neo¬ 
mycin destroys the bacteria in the gastrointestinal tract very 
rapidly. Should it be necessary to operate on a person without 
having had the opportunity of a three day preoperative prepara- 
tton, it would be possible to evacuate the bowel of its gas and 
liquid feces and inject a solution of neomycin. When it has 
been possible to prepare the patient for three days, the bowel 
is characteristically empty. Resection and anastomosis of the 
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large bowel can be carried out with safety. The combined neo- 
mycin-phthalylsulfathiazole method has been used in connection 
with various types of bowel resection for carcinoma, colitis or 
polyposis, for operations on the bladder, for resection and en¬ 
closure of fecal fistulas, for excision of fistulas in ano and for 
hemorrhoidectomy. An occasional toxic reaction from the com¬ 
bined administration of neomycin and phthalylsulfathiazole is 
possible, but reactions due to orally administered neomycin 
alone will be rare. Evidence suggests that neomycin-phthalyl- 
sulfathiazole represents a close approach to the ideal for in¬ 
testinal antisepsis. 

Surgery, St. Louis 

29:163-322 (Feb.) 1951 

Acute Pancreatitis with Particular Reference to Its Frequency and 
Difficulties in Diagnosis. A. I. Grollman, G. L. Baum, H. K. Moss 
and S. Goodman.—p. 163. 

•Diagnostic Morphology of Aberrant Pancreas of Stomach: Report of 
Five Cases. W. H. Benner.—p. 170. 

Intussusception in Children Under Two Years of Age: Analysis of 54 
Cases from Charity Hospital of Louisiana at New Orleans. H. R. 
Kahle.—p. 182. 

Esophageal Achalasia (Cardiospasm): Report of Two Cases with 
Unusual Manifestations. J. H. Johnston Jr. and G. E. Twente. 
—p. 196. 

Carcinoid Tumors of Rectum. R. M. Shepard Jr., L. H. Strug and J. 
H. DiLeo.—p. 205. 

Amino Acid Tolerance in Experimental Portacaval Anastomosis. H. A. 
Harper, R. E. Gardner, R. Johansen and others.—p. 210. 

Extensive Secondary Axillary Lymph Node Carcinoma Without Clinical 
Evidence of Primary Breast Lesion. H. A. Weinberger and D. 
Stetten.—p. 217. 

Malignant Melanoma in the Negro: Review of Literature and Report of 
Nine Cases. G. C. Morris Jr. and R. C. Horn Jr.—p. 223. 

Use of Polyethylene Film and Split-Thickness Skin Graft in Recon¬ 
struction of Cervical, Esophageal, and Pharyngeal Defects. C. T. 
Klopp, C. Alford and H. Pierpont.—p. 231. 

Papillary Cystadenoma Lymphomatosum of Parotid Gland. R. E. 
Holmherg and D. M. Glover.—p. 240. 

Carcinoma of Gum. W. L. Mattick and D. J. Meehan.—p. 249. 

Arthrokatadysis (Otto Pelvis). R. Scandalis, R. K. Ghormley and 
M. B. Dockerty.—p. 255. 

Advantages of Tracheotomy and Use of New Tracheal Tube in Manage¬ 
ment of Intratracheal Aspiration: Preliminary Report. S. W. 
Arhelger.—p. 260. * 

Venous Circulation in Lower Extremities Following Femoral Vein 
Interruption. A. F. O’Keeffe, R. Warren and G. A. Donaldson. 
—p. 267. 

New Vein Stripper and Technique of Stripping. C. M. Kutz and W. 
C. Hendricks.—p. 271. 

Simplified Vein Stripper. A. Webb Jr.—p. 276. 

Aberrant Pancreas of Stomach.—The five cases of aberrant pan¬ 
creas of the stomach presented in this paper were observed by 
Benner in the course of three years. Two of the five cases were 
discovered during surgical operations; the other three were inci¬ 
dental discoveries at necropsy. The lesions took the form of a 
pseudodiverticulum of the gastric mucosa, in the depths of 
which well differentiated pancreatic tissue and ductlike struc¬ 
tures were encountered. A common feature was a moundiike 
elevation of the mucosa. A continuous circle or lip of mucosa 
outlined an opening ranging from 1 to 5 mm. in diameter. The 
opening led into a pouch or pocketlike space. These pseudo- 
diverticula varied in depth from 0.5 to 1 cm. and seemed to 
extend to about the level of the boundary between mucosa and 
submucosa. In the submucosal connective tissue beneath these 
pouches the pancreatic tissue was found. The described pseudo¬ 
diverticulum of the gastric mucosa was never found without 
associated pancreatic tissue. The gross morphology may prove 
of great value in identification of aberrant pancreas in the stom¬ 
ach, which is frequently misinterpreted as a malignancy and 
leads to unnecessarily radical surgery. Although aberrant pan¬ 
creas frequently persists throughout life without symptoms it 
may produce pyloric or intestinal obstruction, and all the dis¬ 
eases that affect the pancreas proper may occur in aberrant 
pancreatic tissue. 

Tennessee State Medical Assn. Journal, Nashville 

44:45-88 (Feb.) 1951 

Frequency of Urinary Tract Calculi in Patients from the Nashville 
Basin. S. Y. Garrett and H. S. Shelley.—p. 45. 

Use of Wintrobe Hematocrit Tube in Office Laboratory. J. W. Kyle 
and S. G. Richmond.—p. 51. 

Gas Gangrene: Report of Case with Unusual Response to Treatment. 
S. B; Prevo. —p.'56. 
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U. S. Armed Forces Med. J., Washington, D. C. 
2:171-356 (Feb.) 1951. Partial Index 

Facial Wounds in Korean Casualties. B. N. Soderberg.-p. nt 

Combination of Tar and Antihistaminic for Local Use J n Wilt.,. 

and R. C. Gilman.—p. 187. ' lcts 

♦Antabuse Therapy in the Army: Preliminary Report of 50 Cisee r 
T. Brown and E. C. Knoblock.-—p. 191 . 

ACTH in Treatment of Erythroblastosis: Report of Two Cases. J W 
Simpson, J. H. Akeroyd, F. L. Swift and L. J. Geppert—p 207 
H !Lp a ° 13 Lung: ReP0rt of Case - E ' L ‘ Frdtas and P - H - Vonfraen'kel. 

Analysis of Fatal Cases of Diphtheria. W. M. Edwards—p 217 

Diphtheria of Skin. M. H. Hollander.—p. 229. 

Abscess of Spleen. D. L. Andrus, R. C. Ray, F. W. Cottrell Jr and 
H. R. Delaney Jr.—p. 233. 

Two-Stage Operation in Cure of Massive Scrotal Hernia. C. Bunch 
—p. 239. 

Cholelilhic Intestinal Obstruction. D. H. Manfredi.—p. 243 

Hurler’s Disease: Report of Case. R. P. Nadbath and 6 S Lee 
—p. 247. 

Merostotic Paget’s Disease. K. Dunlap and W. G. Turman,—p. 271. 

Roentgenographic Findings in Recurrent Shoulder Dislocation E A 
Brav and A. O. Haff.—p. 277. 

Dermoid Cyst of Floor of Mouth. L. Korchin.—p. 289. 

Report of Distribution of Whole Blood to Pacific Theater. M. T. 
Sproul.—p. 293. 

Improved Method in Intranasal Dacryocystorhinostomy. R. H. Ward 
and M. Wiener.—p. 297. 


Anfabuse Therapy in the Army.—The 50 patients selected for 
treatment with tetraethylthiuram disulfide (antabuse) included 
both active duty personnel and veterans addicted to alcohol. 
Detoxification and “drying out” with modified insulin and an 
abundance of nourishing food prepared the debilitated alcoholic 
patient for treatment with antabuse. This is important because 
this drug may cause violent reactions. Abstinence from alcohoi 
was required for at least seven days before tetraethylthiuram 
disulfide was given for four days in the following schedules: 
first day, 2 gm.; second day, 1.5 gm.; third day, 1 gm., and 
fourth day, 0.5 gm. On the fifth day, breakfast was withheld 
and the blood pressure, pulse, respiration, and temperature were 
recorded and the patient was then given 30 cc. of 100 proof 
whisky. Within five to 10 minutes, the patient complained of 
a disagreeable flushing of the face, which later extended lo Ihe 
neck and upper part of the trunk. The pulse rate sometimes rose 
to 140. After about 30 minutes both systolic and diastolic pres¬ 
sures begin to fall, the diastolic sometimes dropping to 40 or 
less. The flushing was replaced by pallor and mild cyanosis. 
The patient complained of dyspnea, sensations of constriction 
in the throat, tightness and discomfort in the chest, and nausea. 
Profuse vomiting and often severe retching terminates the “con¬ 
ditioning situation.” Following recovery from the first drinking 
trial, the patients were maintained on a dosage of 0.5 gm. of 
tetraethylthiuram disulfide daily for a week. On (he eighth day, 
they were returned to the conditioning room for, their second 
and final drinking trial. After that the patient was given -a one 
week supply of tetraethylthiuram disulfide with instructions to 
continue on a maintenance dose of 0.5 gm. nightly. He was to 
return to the hospital at weekly intervals for a new supply of 
the drug. During the drinking trials, blood samples revealed an 
abrupt increase in acetaldehyde. The acetaldehyde syndrome 
sometimes assumed alarming proportions, often with a drop in 
blood pressure to the vanishing point Oxygen was routinely 
administered as soon as it was believed that the patient had been 
suitably impressed by his experience. It is likely that the lower 
oxygen tension in the mile-high location of Denver explains boll 
the alarming reactions and the effectiveness of the low main¬ 
tenance dose. 


/eslern J. Surg., Obst. & Gynecology, Portland, Ore, 

. 59:97-140 (March) 1951 

; U rvey of Surgical Treatment of Bone and Joint Tuberculos.s. M. 
fSfa'n'Eptffiromy 7 :' Its Technic and Review of 1,500 Consecutive Cases. 
)b S s ervations ,h mr P 20 10 Years of Experience in Surgery of Sympathetic 
, s rrLSe“c". Anaida in ‘thf Parturient. H. E. 

- — - 

I^tio^^ ^"“ri^ard^. 123. 
for Nonunion of Carpal Scaphoid. 
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Acta Endocrinologica, Copfaenhagen 

6:97-190 (No. 2) 1951 

Histochemical Changes in Adrenal Cortex of Male Rats Induced by 
Alloxan Diabetes. O. Eranko.—p. 97. 

•Clinical Experiences with ACTH Treatment of Certain Skin Diseases. 
H. Brodthagcn. F. Reymann and M. Schwartz.—p. 110. 

Investigations on the Biological Determination of Glucocorticoids. M. 

Paper^PartiiTon Chromatography of Sugars from Chorionic Gonado¬ 
tropic Hormone. H. Zilliacus and B. E. Roos. p. 147. 

Investigations on Inactivation of Vasopressin in Liver. E. Mpller- 
Christensen.—p. 153. ..... . , . .. 

•Case of Sjogren's Syndrome Treated with Adrenocorticotrophic Hor- 
mane. M. Frenkel, G. HeUtnga and /. Groen.—p. 161. 

•Effect of Brain Injury on Menstrual Cycle. O. Kmnunen and M. Kaup- 
pinen.—p. 183. 


ACTH in Skin Diseases.—So far most of the skin diseases treated 
with pituitary adrenocorticotropic hormone have been those 
that are otherwise intractable and even fatal, that is, pemphigus 
vulgaris, dermatomyositis and scleroderma. The results have 
been described as encouraging, or even revolutionary, although 
there have been very few trials. The results of such treatment 
at a Copenhagen hospital are reported. One patient with pem¬ 
phigus vegetans was almost moribund when treatment with pitu¬ 
itary adrenocorticotropic hormone was started, but a dramatic 
remission occurred, and no relapse had occurred three months 
after treatment was stopped. Another patient with pemphigus 
vulgaris relapsed a few days after the discontinuation of the 
pituitary adrenocorticotropic hormone treatment. Of four pa¬ 
tients with psoriasis, only one showed temporary improvement, 
but all except one showed signs of increased adrenocortical 
function. Of two patients with diffuse scleroderma one showed 
moderate improvement while the other remained unchanged. 
One patient with periarteritis nodosa remained unaffected, 
despite prolonged treatment. The doses of pituitary adreno¬ 
corticotropic hormone and the duration of the treatment varied 
greatly. The doses, which ranged from 20 to 45 mg. per 24 
hours, given in three injections, were substantially smaller than 
those usually administered elsewhere, but they were completely 
adequate, since the increase in urinary excretion of steroids was 
as expected. Undesirable side effects were few, probably because 
of the small doses given. 


Adrenocorticotropic Hormone in Sjogren’s Syndrome.—The 
case is reported of a 51 year old woman who complained of 
dry mouth and gradual decrease in saliva and tears and of 
fatigue. She had bilateral keratoconjunctivitis sicca with white 
filaments, and there were small defects of the corneal epithelium. 
She also had bilateral swelling of the parotid glands. Consid¬ 
erations of various aspects of Sjogren’s syndrome suggested that 
a trial with adrenocorticotropic hormone might be justified. On 
the first day of treatment with this hormone she received two 
injections of 25 mg., then 5 mg. six times daily for the next five 
days; after this, the dosage was increased to 5 mg. 8 times daily. 
Twelve days later the dosage was gradually diminished. The 
treatment was continued for 31 days. The swelling of the lacri¬ 
mal and salivary glands disappeared, the secretion of saliva and 
tears reappeared, and the raised temperature and general malaise 
subsided during treatment. The improvement was maintained 
for nearly one month after cessation of treatment, but ultimately 
the patient relapsed. Treatment was accompanied by hyperten¬ 
sion and retention of extracellular fluid, a tendency to hypo¬ 
chloremic, hypopotassemic alkalosis, a strongly negative nitrogen 
balance, increased uric acid excretion, hyperglycemia, and a 
ugh excretion of 17-ketosteroids. Spasm of the central retina! 
\vb occ “y r,: ^ an 6 resulted in loss of vision in the right eye. 

uher this was caused by the adrenocorticotropic hormone 
or by other factors was not established. 


Brain Injury and Menstruation.—The menstrual histories of 78 
women age from 19 to 40 who had had brain injury were 
studied; menstrual disturbances were found in a large propor- 
lon of such women. The changes, which may appear in the 
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next or later menstrual periods and may last months or even 
years, were usually greater when unconsciousness had followed 
the trauma. It is assumed that lesions in the pituitary or hypo¬ 
thalamus cause these changes. 


Beitrage zur Klinik der Tuberkulose, Heidelberg 

104:465-580 (Jan. 23) 1951 

Results of Two Years* Treatment of Tuberculosis with Conteben (TB 
1-698) at Freiburg i. Br. Medical Clinic and St. Blasien Health 
Resort. W. Schaich, L. Stadler and W. Keiderling.—p. 465. 
•Conteben in Treatment of Pulmonary Tuberculosis. P. Martini, H. 
Moers and H. Gansen.—p. 515. 

Amithiozone in Pulmonary Tuberculosis.—Two hundred and 
forty patients with pulmonary tuberculosis were treated with 
4-acetylaminobenzaldehydethiosemicarbazone (conteben, TB 
1-698). For various reasons therapeutic evaluation was possible 
only in 94 patients. The disease was influenced favorably by 
the drug in 72 patients. Twenty-one patients were therapeutic 
failures. An unfavorable course of the disease after gradual 
temporary improvement was observed in only one patient, in 
whom amithiozone apparently had activated the process. In a 
large number of patients who showed improvement leading to 
clinical and bacteriologic recovery, the drug was combined with 
other therapeutic measures. This, however, was always under 
circumstances in which the other measures alone would not 
have led to recovery. Definite proof of the therapeutic effect of 
amithiozone was obtained in patients with exudative, mixed 
exudative-productive, and with predominantly productive proc¬ 
esses. Considerable regression of even large cavities, which were 
refractory to general treatment, was definitely demonstrated 
in 56 of 87 patients with cavities. Amithiozone was ineffective 
in patients with old, cicatrized processes. A specific effect of 
amithiozone on the bacilli and on the pulmonary tuberculous 
process respectively is considered by the authors. In addition, 
an indirect effect of the drug on extrapuimonary tuberculous 
foci may be assumed occasionally. A certain correlation was 
observed between the size of the administered dose of the drug 
and the resulting therapeutic effect. The dosage must be in¬ 
dividualized, and in each case the maximum well-toferated 
dose should be considered the optimum dose. Treatment of adults 
should be instituted with small doses of 25 to 50 mg. per day, 
should be gradually increased, and should not exceed 0.3 gm. 
per day. In general, the dose must be increased to about 0.15 
to 0.2 gm. per day for achieving a curative effect. Untoward 
reactions, mainly gastrointestinal disturbances, may set an up¬ 
ward limit to the dosage. They require constant control, but, 
provided that this is carried out carefully and with particular 
attention to signs of liver damage, the untoward reactions do 
not involve any risk. 

Brain, London 

73:281-430 (Sept.) 1950 

Adult Toxoplasmosis in One Family. A. M. G. Campbell and F. 
Clifton.—p. 281. 

Late Infantile Melachromatic Leuco-Encephalopathy, witli Primary 
Degeneration of Interfascicular Oligodendroglia. W. R. Brain and J. 
G. Greenfield.—p. 291. 

Myolonia Congenita, Dystrophia Myotonica and Paramyotonia: Re¬ 
affirmation of Their Identity. O. Maas and S. Paterson.—p. 318. 
Effect of Head Posture on Manometries of Cerebrospinal Fluid in 
Cervical Lesions: New Diagnostic Test. L. Kaplan and F. Kennedy 
—p. 337. 

Anterolateral Cordotomy: Results, Complications and Causes of Failure. 

3- C. White, W. H. Sweet, R. Hawkins and R. G. Nilges,—p. 346. 
Origin, Course and Termination of Prefronto-Pontine Tract in Human 
Brain. E. Beck.—p. 368. 

Electroencephalogram in Subacute Progressive Encephalitis. XV Cobb 
and D. Hill.—p. 392. 

Basilar Impression of Skull. J. E. A. O'Connell and J. W. A. Turner 
—p. 405. 


British Journal of Ophthalmology, London 

35:61-124 (Feb.) 1951. Partial Index 

Reaction of Corneal Nerve Fibres to Injury. E. Zander and G. Weddell 
—p. 61. 




xv^titcuuon in corneal oratts in Rabbit, u 
Unilateral Retinitis Pigmentosa. R. Joseph.—p. 98. 

0f on Fluorescein Permeability of Blood-Aqueous 

narner. A. Giardini and H. Swanljung.—p. 114 . 
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British Journal of Piastic Surgery, Edinburgh 

3:225-296 (Jan.) 1951. Partial Index 

Fate of Autogenous Human Bone Grafts. L. A. Peer.—p. 233. 
Recurring Dislocation of Temporo-Mandibular Joint. S. Gordon.—p. 244. 
•Experiences with Bunnell’s Pull-Out Wire Sutures. E. Moberg.—p. 249. 
Simple Method for Repair of Full-Thickness Defects of Lower Lid, 
with Special Reference to Treatment of Neoplasms. W. M. Man¬ 
chester.—p. 252. 

Pull-Out Wire Sutures.—The difficulty in obtaining reliable 
fixation of tendons and ligaments to the skeletal parts, in the 
exacting anatomic conditions found in the hand, has often been 
a severe handicap to reconstructive surgery. Bunnell’s “pull-out 
wire technique” undoubtedly makes a suture in such circum¬ 
stances much easier. Moberg used this pull-out wire technique 
in tenodeses, attachment of digital ligaments, attachment of 
ruptured dorsal aponeurosis to the base of the middle or distal 
phalanx, attachment of flexor profundus tendon to its fractured 
insertion, in free tendon transplants, in tendon transfers, and 
for suture of flexor tendons “at a distance.” In most of the 101 
cases the suture was completely satisfactory. The wire was 
pulled out after three to five weeks. In no case was the post¬ 
operative course disturbed by infection or was there any subse¬ 
quent loosening of the fixation of tendons or ligaments. The 
less satisfactory cases were two in which the thread for pulling 
out the wire broke when it was pulled. This can be avoided, as 
Bunnell suggests, either if traction is applied to it with a rubber 
band or if one waits another week before pulling it out. Not 
the least advantage of the technique has been its simplification 
of the sutures of collateral and volar ligaments of the thumb 
and fingers and also of fixation of the torn bony insertion of 
the flexor profundus tendon. When the tendon has been fixed 
to the distal phalanx, the suture wire is tied to the free border 
of the nail after a hole has been made in it. No deformity of 
the nail persists after the nail has completely grown out. 

British Journal of Radiology, London 

24:57-118 (Feb.) 1951. Partial Index 

Advantages and Disadvantages of Salpingography, with Particular 
Reference to Use of Diodone Viscous. J. H. E. Bergin.—p. 93. 
Lesion Suggesting Aseptic Necrosis in Cervical Vertebra: Report of 
Two Cases. 3. Munk.—p. 103. 

Bone Destruction Not Demonstrable by Radiography. G. M. Ardran. 
—p. 107. 

Microradiography in Biology. G. A. G. Mitchell.—p. 110. 

British Medical Journal, London 

1:431-488 (March 3) 1951 

Visual Hallucination of Self. J. Lhermitte.—p. 431. 

Aetiology of Physiological Jaundice of Newborn. A. S. Wiener.—p. 435. 
Outcome of Mental Breakdown in Old Age. F. Post.—p. 436. 
Phaeochromocytoma of Adrenal Gland, with Sustained Hypertension. 
H. J. C. Swan.—p. 440. 

Two Cases of Phaeochromocytoma. K. V. Crowther.—p. 445. 

Case of Adrenal Phaeochromocytoma. J. F. Pantridge and -M. M. 
Burrows.—p. 448. 

Rctrolental Fibroplasia. J. Minton and P. Cole.—p. 450. 

New Operation for Chronic Peptic Ulcer. S. O. Aylelt.—p. 454. 

Rare Blood Antigen Occurring in Negroes. E. W. Ikin and A. E. 
Mourant.—p. 456. 


mononucleosis were treated elsewhere under different diagnoses 
especially since the symptomatology of the disease varies widely’ 
Three different forms are usually differentiated: (1) Pfeiffer’s 
glandular fever, with generalized swelling of lymph nodes 
(usually occurring in young children); (2) the anginal form 
(Inonocytic angina), and (3) the purely febrile form, in which 
general symptoms predominate. In 13 of the 15 patients reported 
on here, anginal symptoms predominated, the other two (both 
children of 18 months) had the symptoms characteristic of 
Pfeiffer’s glandular fever. The importance of the heterophilic 
antibody reaction of Paul-Bunnel is explained. A positive re¬ 
action corroborated the diagnosis in II of the 15 cases here 
reported. In seven instances punctates of lymph nodes or ton¬ 
sils were examined for further clarification of the diagnosis. 
This measure, which has been recommended by Liimmier, 
yielded satisfactory results in only three of the cases, and so 
the author feels that this diagnostic aid can be dispensed with. 

Choline Therapy in Virus Hepatitis.—In cases of virus hepatitis 
the disorder is supposedly located primarily in the reticulo¬ 
endothelial apparatus and spreads from there to involve the 
entire liver. A second type of hepatic lesion results from closure 
of the bile passages and a third type is exemplified by primary 
degenerative parenchymal disorders. Choline therapy has been 
used so far chiefly in this last type of hepatic lesion. The 37 
patients reported on here were selected by exclusion of all cases 
with a toxic etiology; there were signs of impairment of the 
reticuloendothelial system (monocytosis) but no complicating 
secondary disorders in addition to the liver disease. Normaliza¬ 
tion of the bilirubin content of the serum was taken as the 
criterion of the success of treatment. Ten of the 37 patients 
served as controls in that they were treated without remedies 
used in the other groups. The 13 patients of group I were treated 
only with choline; another group of eight patients were given 
in addition dextrose into the duodenum, and two patients re¬ 
ceived methionine in addition to the choline. Capsules contain¬ 
ing choline chloride were used in the choline therapy. One group 
of four patients was treated with injections of a choline com¬ 
pound. It was found that, treatment with choline reduced the 
duration of virus hepatitis to about half. Theories to explain the 
mode of action of choline are briefly discussed. 

Dark Adaptation.—Niedermeier mentions the value of liver 
preparations, vitamin A and vitamin Bs in the treatment of de¬ 
ficient dark adaptation (night blindness). The blooms of dande¬ 
lions, having been known as a popular remedy for night blind¬ 
ness, have now been found to contain a substance known as hele- 
nin, which is a dipaimitic acid ester of lutein. However, to be 
effective in the production of visual purple, helenin requires the 
presence of a certain amount of vitamin A. Therapeutic trials 
with a daily dose of 0.5 cc. of a 1 % oily solution (peanut oil) 
of helenien (adaplinol) convinced the author that it is effec¬ 
tive not only in improving the dark adaptation in cases of night 
blindness without pathological eye changes but also in the night 
blindness that accompanies retinitis pigmentosa. Disturbances 
in intestinal resorption seem to account for failures of this treat¬ 
ment. The author hopes to improve the therapeutic effect: or 
helenien still more by the simultaneous administration ot vita¬ 
mins A and Bs. 


Deutsche medizinische Wochenschrift, Stuttgart 

76:197-228 (Feb, 16) 1951. Partial Index 

Analysis of Respiratory Insufficiency. H. C. Latidcn.—p. 197. 

Hemolytic Anemias with Increase in Osmotic Resistance in Erythro¬ 
cytes: Twenty-Five Years of Research. F. Reitti.—p. 199. 

Changes in Type and Incidence of Complications of Diabetes Mellitus: 

Economic Treatment of Diabetes. B. Knick.—p. 202. 

•Infectious Mononucleosis. H. Decfcart.—p. 20S. 

•Choline Therapy in Virus Hepatitis. H. Kipping.—p. 208. 

•Treatment in Deficient Dark Adaptation (Night Blindness). S. Nieder¬ 
meier.—p. 210. 

Infectious Mononucleosis.—Infectious mononucleosis appeared 
in epidemic proportions at a hospital in Kiel during the spring 
of 1950. However, in many cases a correct diagnosis was estab¬ 
lished only on the basis of the differential blood picture. This 
was the case in 15 of 63 patients who had been hospitalized 
with a diagnosis of diphtheria or suspected diphtheria. Since 
only patients who were suspected of diphtheria were hospital¬ 
ized, it is likely that numerous other patients with infectious 


lelvetica Chirurgica Acta, Basel 

18:1-112 (Feb.) 1951. Partial Index 

1 ™«n t Of Bladder and Kidney in Dyestuff Induslry. A. Miiller.—P- 1- 
Fungus Difeases^ofH Kidney Simulating Tuberculosis. W. GuUer and 
H. Haschek.—p. 42. _ 

^surmaur c“nt C in n Bloid‘and' Predisposition to Thrombosis. 
W. Gugelmann.—p. 80. 

Minns of Bladder and Kidney in Dyestuff Workers.—This re- 
or on lesions of the bladder and kidney occurring m workers 
i^r/n X manufacture of dyestuffs is based on a review 
future andI on the author’s own observations on a 
t , nf 161 cases including 43 cases of papilloma, 96 of ca 
f loH 22 of hemorrhagic cystitis. The following sub- 
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excreted in the urine. Necropsy studies on 55 patients convinced 
the author that these tumors are highly malignant and produce 
metastases. The tumors are located, most frequently m the 
region of the trigonum but may occur also in the renal pelvis 
and kidneys and as polyps of the ureter. Multiple primary tumors 
that were not the result of propagation or metastasis were ob¬ 
served by the author in 10 patients following occupational ex¬ 
posure to dyestuffs. Coagulation is the treatment in benign cases; 
in carcinoma, resection of the bladder is necessary, and, re¬ 
cently, total cystectomy has been employed. Preventive measures 
include changing of certain manufacturing methods so that ex¬ 
posure to noxious substances will be reduced and cystoscopic 
examinations of workers at regular intervals. 


Lancef, London 

1:419-480 (Feb. 24) 1951 

Infection and Immunity in Smallpox. A. W. Downie.—p. 419. 

Vitamin K in Prevention of Haemorrhagic Disease of the Newborn. J .D. 
Hay, F. P. Hudson and T. S. Rodgers.—p. 423. 

•Treatment of Generalized Staphylococcal Infections. A. M. Ramsay and 
J. Vahrman.—p. 425. 

Lysivane and Artane in Treatment of Parkinsonism. O. Garai.—p. 429. 

Dust Ceils in Lungs of Albino Mouse: Their Structure, Relations and 
Mode of Action. C. C. Macklin.—p. 432. 

•Incidence of Penicillin-Resistant and Streptomycin-Resistant Staphylococci 
in a Hospital. P. M. Rounttee, R. G. H. Barbour and E. F. Thomson. 
—p. 435. 

Tuberculosis of Endometrium: Investigation and Treatment. M. Haines. 
—p. 436, 

Bronchial Asthma Treated by Bilateral Resection of Vagus: Report of Six 
Cases. C. A. Clarke— p. 438. 

Organic Hyperinsuiinism Treated with Aiioxan. VV. S. L. Gilchrist and 
M. 3. G. Lynch.—p. 440. 

Tuberculosis of Nasolacrimal Duct. P. G. Konstam and M. J. Meyneil. 
—p. 443. ... . . . 

Deoxycortone Acetate and Ascorbic Acid in Rheumatoid Arthritis. K. S. 
MacLean.—p. 444. 

“Isolated"' Myocarditis Associated with Unilateral Cortical Necrosis ot 
Kidney. I. M. Baird and J. C. Burne.—p. 446. 

Late Infectivity in Hepatitis. P. N. Meenan.—p. 447. 


Generalized Staphylococcic Infections.—Three periods of the 
treatment of generalized staphylococcic infections of the puer- 
perium are reviewed. During the prepenicillin period 1937 to 
1943 inclusive, 23 patients with generalized infection due to 
Staphylococcus pyogenes were treated. Of these, 18 followed 
abortion and five followed full-term delivery. In this series Staph, 
pyogenes exhibited an invasive power far exceeding that of 
other organisms in puerperal infection, Treatment with, sulfona¬ 
mides and staphylococcic antitoxin had little effect on the dis¬ 
ease. Of the 23 cases, 10 proved fatal, a rate of 43.4%. Chronic 
invalidism associated with infective foci on heart valves, in lung, 
and in joints was common. Between December, 1943, and April, 
1946, eight patients were treated with small doses of penicillin 
(i. e., about 15,000 units every three or four hours); two cases 
proved fatal. Of the six patients who recovered, only two showed 
good response to this dosage of penicillin. A small dosage of 
penicillin, although it sterilized the blood stream, did not nec¬ 
essarily arrest the disease. Early cessation of penicillin therapy 
favored relapse. At the beginning of the third period patients 
were treated with 500,000 units of penicillin every three hours. 
The results indicated that massive doses of penicillin should 
always be used in proved or suspected cases of staphylococcic 
septicemia so that there will be adequate penetration of the 
penicillin into the pyemic abscesses and so that penicillin-re¬ 
sistant strains will not develop. Where there is evidence of endo¬ 
carditis, penicillin therapy should be continued for at least four 
weeks. If penicillin therapy does not produce clinical benefit 
within 48 hours, recourse should be had to aureomycin. 


Resistant Strains of Staphylococci.—A total of 603 strains 
Staphylococcus pyogenes obtained from 513 inpatients and 
outpatients were examined for sensitivity to penicillin and sti 
omycin. Penicillin-resistant organisms were found in 53. 
o the inpatients and 24.6% 0 f the outpatients. For strei 
mycm resistance the figures were 14 and 1.1%, respectiv 
Strains resistant to both penicillin and streptomycin were 
tamed from 7_ (14%) of 513 inpatients compared with ons 
90 outpatients. This incidence of 14% was significantly hit 
than the 3.5% obtained with 196 patients examined in the 
ceding six months. When it became apparent that streptomy 


resistant strains increased in the same way as penicillin-resistant 
strains, it was of interest to investigate what phage types were 
involved. It was found that at least 65 of doubly resistant strains 
belonged to phage types of the genetically related group labeled 
6/7/47. 

Nordisk Medicin, Stockholm 

44:1979-2038 (Dec. 22) 1950. Partial Index 

•Peritendinitis Calcarea. K, Braaten.—p. 1979. 

Tennis Elbow. E. Snorrason.—p. 1981. 

•Temperature and Sedimentation Reaction in Gastric Ulcer. H. S. 

Mathisen.—p. 1983, 

Inoculation Hepatitis. V. Gaustad and K. Husebye.—p. t9S6. 

Death After Transfusion with Rh Incompatible Blood. J. Saugroan- 

Jensen and I. Christensen.—p. 1994. 

Peritendinitis Calcarea.—Peritendinitis calcarea may appear in 
acute, chronic, or latent form. In the acute form, the pain is 
often intense and the motility of the joint limited; local edema 
is frequent. In most cases there is some elevation of tempera¬ 
ture, and the sedimentation reaction is often increased. Clinical 
diagnosis is verified by roentgenologic demonstration of calcium 
deposits in the soft parts near the joints, but diagnosis can 
usually be made without roentgen examination, except some¬ 
times in chronic cases. The latent form is manifested only as 
an accidental finding. An important characteristic of the calcium 
deposits in peritendinitis calcarea is the absence of bony struc¬ 
ture. Such deposits must be differentiated from sesamoid bones 
in wrist or instep, myositis ossificans near the upper edge of the 
acetabulum, which eventually shows bony structure, small bits 
of bone following trauma, and posttraumatic calcium deposits. 
The etiology and the mechanism on which the symptoms de¬ 
pend are unknown. The acute form tends toward spontaneous 
recovery; roentgen treatment shortens the course. In the chronic 
form the symptoms usually disappear after a series of six 
roentgen treatments. 

Temperature and Sedimentation Reaction in Gastric Ulcer.— 
Mathisen studied 285 cases of roentgenologically verified gastric 
and duodenal ulcer. He found an increased erythrocyte sedimen¬ 
tation rate and/or increased temperature in about half the 138 
cases of gastric ulcer and in about two-thirds of the 147 cases 
of duodenal ulcer. In 91 cases there was no plausible explana¬ 
tion for the increased values. Increased sedimentation rates, 
especially values over 50 mm., were more frequent in gastric 
than in duodenal ulcer. Assuming that gastric hemorrhage, grave 
anemia, and blood transfusions may have caused a rise in tem¬ 
perature and increased sedimentation rate, some unexplained 
cases still remain. The author is inclined to consider an accom¬ 
panying infection as the cause. Penetrating ulcers may lead to 
lymphadenitis, lymphangitis, possibly inflammation in adjacent 
organs, or localized peritonitis, conditions which may be ex¬ 
pressed both in sedimentation rate and temperature curve. Can¬ 
cer of the stomach can occur with or without increased 
sedimentation rate. This rate may possibly be useful in dis¬ 
tinguishing between ulcers that heal spontaneously and those 
that heal with difficulty, tend to recur, and/or later lead to 
perforation. 

Revista Espanola de Pediatria, Zaragoza 

6:763-862 (Nov.-Dee.) 1950. Partial Index 

•Gonococcic Vulvovaginitis in Young Girls. J. Carrera.—p. 820. 
•Comparative Examination of Neuropsychic Disturbances Observed in 

Children of Tuberculous, Syphilitic, Malarial or Alcoholic Parents. 

M. Schachter.—p. 823. 

Gonococcic Vulvovaginitis in Young Girls.—Carrera reports 
that 75% of the cases of vulvovaginitis are of gonococcic 
origin. The incidence of the disease in the newborn is not high 
because of maternal hormonal protection; it occurs much more 
frequently later in childhood. The disease lends toward spon¬ 
taneous cure and always disappears before puberty. The author 
points out the ineffectiveness of treatment with irrigations, oint¬ 
ments, washings, and fever therapy. Although estrogen therapy 
produces temporary relief the dangers that accompany its use, 
t. e., congestion of the mammary glands, development of sec¬ 
ondary sex characteristics, colic, and possible cancerigenic 
aetton prohibit its extensive use. Sulfonamide therapy effected 
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a 55% cure rate; combined sulfonamide and estrogen therapy 
was more effective. Penicillin was more effective than sulfona¬ 
mides, without the toxic effects of the latter. Streptomycin ad¬ 
ministered up to a total dose of 5 gm. furnished the best results, 
since it acts on all the bacilli involved, including gonococci and 
streptococci. The author concludes that streptomycin is always 
indicated in the treatment of vulvovaginitis in young girls 
whether gonococci enter into its etiology or not. 

Neuropsychic Disturbances of Children of Tuberculous, Syphil¬ 
itic, Malarial, or Alcoholic Parents.—Schachter investigated 
the neuropsychic disturbances that occurred in children whose 
parents (either one or both) suffered from tuberculosis, syphilis, 
malaria, or alcoholism. All cases were eliminated in which there 
was more than one known cause of disease. One hundred and 
ten children of tuberculous parents, 109 of syphilitic parents, 
116 of malarial parents, and 166 of alcoholic parents were ob¬ 
served. The two main types of neuropsychic disturbances that 
were observed in these children were psychopathic and neuro- 
organic. The highest percentage of psychopathic disturbances 
was found in children of alcoholic parents. The results further 
showed that parental alcoholism and syphilis play an important 
role respectively in the predisposition toward epilepsy. Syphilis 
of the parents alone seemed to be dominant in the group of 
children with encephalitis. Parental alcoholism and tuberculosis 
were found to have an important effect on the physical and 
sexual development of the children in this study. Finally, chil¬ 
dren of alcoholics and of syphilitics showed the greatest per¬ 
centage of cases of mental and sexual retardation. 

Semaine des Hdpitaux de Paris 

27:615-660 (Feb. 26) 1951. Partial Index 

Salmonella Typhimurium Infection in Nursing Infants. J. Marie, P. 

Seringe, L. Le Minor and E. Eliachar.—p. 615. 

Treatment of Salmonella Typhimurium Infection. }. Marie, P. Seringe, 

L. Le Minor and E. Eliachar.—p. 625, 

•Note on 40 Cases of Typhoid or Paratyphoid in Children Treated and 

Cured with Chloromycetin. J. Marie, P, Seringe, G. See and P. 

Marland.—p. 630. 

Chloramphenicol in Treatment of Typhoid or Paratyphoid.— 
Forty nursing infants and children with typhoid or paratyphoid 
were treated with chloramphenicol (Chloromycetin®). Nursing 
infants and small children were given orally 0.05 to 0.10 gm. 
of the drug per kilogram of body weight. Older children re¬ 
ceived a total dose of 1.5 to 2 gm. daily. Treatment with these 
doses administered in tablets was continued for eight to 15 days. 
Untoward reactions reported by others, such as collapse or 
severe digestive disturbances resulting in death, were not ob¬ 
served by the authors. They caution against a massive initial 
dose of the drug and advise administration of half the dose for 
the first two days of treatment. With this technique, fever may 
be prolonged (from two to five days), but typhoid deaths, which 
were already few in children before antibiotic therapy was in¬ 
stituted, may be eliminated. In the authors’ patients rapid defer¬ 
vescence occurred within seven days and frequently within four 
days. Recovery without sequelae resulted in two patients with 
severe typhoid encephalitis. Nearly complete recovery from 
typhoid osteomyelitis of the metacarpus and phalanges occurred 
in one instance. Only two of the 40 patients had recurrences. 
Serum diagnosis was made on a strongly positive Widal reaction 
in all instances, which appeared after the usual interval. 


Strasbourg Medical 

2:1-60 (Jan.) 1951. Partial Index 

•Study on Degree of in Vitro Sensitivity of Gram-Negative Bacilli and 
Particularly of Enterobacteriaceae to Several Antibiotics (Penicillin, 
Streptomycin, Dihydrostreptomycin, Chloromycetin, Aureomycin, Terra- 
mycin, Neomycin). A. Lutz, A. Witz, A. Ttoussel and others—p. 1. 
Considerations on Our' Cases of Fetal Death in Utero. J. P. Blum and 
G. Korsec.—p. 15. 

In Vitro Sensitivity of Gram-Negative Bacilli to Antibiotics.— 
The in vitro sensitivity of strains of Salmonella, Escherichia 
coli, Paracolobactrum, Proteus, Alcaligenes faecalis, Pseudo¬ 
monas aeruginosa, and Shigella to six antibiotics (penicillin, 
streptomycin, dihydrostreptomycin, chloramphenicol [Chloro¬ 


mycetin®], aureomycin, and terramycin) was studied. The action 
of neomycin on several strains of Escherichia coli and Proieus 
also was studied. Results were as follows: Titrated Salmoncllae 
were highly sensitive to chloramphenicol, terramycin, and 
aureomycin. No resistant strain was observed. The strains’of E 
coli and Paracolobactrum that were sensitive to streptomycin] 
as well as those that were resistant to it, were highly sensitive 
to chloramphenicol, aureomycin, and terramycin. The strains 
resistant to streptomycin were sensitive to neomycin but had 
more pronounced individual differences in their sensitivity to 
this antibiotic than to terramycin. Nearly all the strains of 
Proteus mirabilis, P. vulgaris, P. rettgeri and P. morganii wcie 
sensitive to chloramphenicol. Only two resistant strains were 
observed, and only one of these two was highly sensitive to neo¬ 
mycin. Only terramycin was highly active against Pseudomonas 
aeruginosa. This study like all others of this type suggests cau¬ 
tion in the use of antibiotics even though they may have been 
chosen carefully, because other pathogenic agents, which in a 
latent state may have been associated with the agents that were 
inhibited by the antibiotics, may take their place. 


Ugeskrift for Laeger, Copenhagen 

113:137-166 (Feb. 1) 1951 

♦Conservative or Combined Conservative-Operative Treatment of Acute 
Hemorrhage from Ulcer. J. Pedersen.—p. 137. 

♦Surgical Treatment of Bleeding Gastric and Duodenal Ulcer. K. H. 
Kpster.—p. 144. 


Conservative or Combined Conservative-Operative Treatment 
of Acute Hemorrhage from Ulcer_Pedersen’s analysis of con¬ 

servatively treated cases of acute ulcer hemorrhage shows that 
the mortality rate is increased in patients with perforation, pro¬ 
nounced pain during hospitalization, hemorrhage after admis¬ 
sion, pyloric stenosis, and cachexia. The mortality rate is not 
increased in those who have had earlier operation for ulcer or 
earlier manifest bleeding. He proposes the following lines of 
guidance for surgical treatment of acute bleeding ulcers, the 
preliminary requirements being that the diagnosis of chronic 
ulcer can be made or is probable, that blood transfusion was 
given directly after admission, and that there are not definite 
contraindications to operation. In the 60 to 70 year age group 
operation should be performed immediately after the first 
hematemesis in the hospital. Operation is absolutely indicated 
if the hematemesis produces hemorrhagic shock or if the patient 
has pyloric stenosis or pronounced pain during hospitalization, 
and operation is recommended when the diagnosis of chronic 
ulcer is regarded as certain. In the 40 to 50 year age group 
operation should be done after the first hematemesis in the hos¬ 
pital only if several of the absolute conditions are fulfilled. In 
the age group under 40 operation is to be considered only in 
exceptional cases and then only after full conservative treat¬ 
ment has been tried for'a longer time. Routine operation for 
patients aged 70 or over is not advised as too little is known 
of the operative mortality rate in this group; if operation is to 
be attempted in suitable cases it should be carried out immedi¬ 
ately after the first hematemesis in the hospital. 


irgical Treatment of Bleeding Gastric and Duodenal Ulcer.— 
pster says Pedersen has shown that almost all fatal cases 
bleeding gastric ulcer occur in a small group of patients 
ed 40 or over, who have hematemesis after hospitalization. 
- 32 patients in this category admitted to Bispebjerg hospital 
d Biegdams hospital during the past two years, seven remained 
medical divisions and 25 were transferred to the surgical de- 
rtment Three of these were discharged without operative 
■atment; two died without operation, and in 20 stomach resec- 
,n was done. One patient operated on, a woman aged 6- with 
-er 6 by 8 cm. and heart block, died two weeks after opeia- 
' n From his study the author concludes that the selection of 
tients for operative treatment as proposed by Pedersen makes 
ional application of the best principles for treatment of 
•eding gastric ulcer, namely, avoidance of operation m att 
xe not in danger (patients under 40 and patients with melena) 

d operation on those who are in danger (patients over 40> wit 
_wajtjng for massive 


hemorrhage. 
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BOOK REVIEWS 


n f Anhnvia By Joseph M, Wepman, Ph.D., Clinical In- 

Otolaryngology ' Pathology) and Lecturer in Psychology. 
° rSco Chicago. With foreword by Wendell Johnson. 
Un.vers.ty o L CtoraW. cn>|as°. ot Iowa , rowa city. Cioth. 

$4‘ja Pp 276 P Thc SSi P«ss Company, 15 E. 26th St.. New York . 0 , 
1951. 

With heightening interest in all phases of rehabilitation, this 
book appears at a propitious time to serve as a guide for those 
concerned with the care of the aphasic patient. 

Covering the essential historical data and giving his classifi¬ 
cation of aphasia, which has the appeal of simplicity, Dr. Wep- 
inan lists the essential members of the rehabilitation team. He 
includes as he should, the nurse at the bedside, the many phy¬ 
sicians involved, the aphasia therapists, and the family. He sees 
the team functioning at its best in the hospital situation, hut 
tries to present the idea that an individual “aphasia therapist, 
trained in the technique of speech, education, and psychology, 
might be able to function in practice. 

The author recognizes with skill and clarity that the patient 
whose brain is damaged by trauma or disease presents a many- 
faceted problem, because the resulting language disorder dis¬ 
torts and frequently prevents adequate social communication. 
The interrelation of language and personality, and the impossi¬ 
bility of treatment of one to the exclusion of the other, is likewise 
brought out. The emphasis is on the necessity for consideration 
of both if there is to be hope for recovery. The patient with 
brain injury suffers from a "disorder affecting (bis) total re¬ 
action pattern due to a disturbance of the integrating capacity 
of the cortex.” With this in mind, the author proceeds to out¬ 
line a therapeutic program which is based on a varied, flexible 
approach to the “whole” man and which recognizes that the 
aphasic adult is, as a result of his cortical upheaval, a different 
man, with a changed capacity, a modified integrative ability, 
and a new concept of self. The author gives specific approaches 
and direct therapeutic techniques for the receptive, expressive, 
and mixed aphasias. The book is recommended as a textbook 
for workers in speech pathology and therapy, and clinical psy¬ 
chologists, and should be extremely valuable for neurologists, 
psychiatrists, otolaryngologists, and other physicians who must 
deal with the aphasic adult. Dr. Wepman writes succinctly and 
effectively. He is well qualified with much experience as a 
therapist and teacher with soldiers with brain injury. The format 
and biblography are excellent. 


Malignant Disease of the Female Genital Tract. By Stanley Way, M.R. 
C.O.G., Gynaecologist to Newcastle Regional Cancer Organization, New- 
casllc-on-Tync. Cloih. $5. Pp. 279, with 38 illustrations. The Bl3kiston 
Company (Division ol Doubleday & Company, Inc.), 1012 Walnut St., 
Philadelphia 5, 1951. 


The aim of the author was to prepare a book not only for 
those practicing gynecology, but also for radiotherapists and 
perhaps even pathologists, because it contains information con¬ 
cerning diseases which they encounter but which lie outside the 
spheres of radiotherapy and pathology, yet are of great impor¬ 
tance if their special knowledge is to be integrated into the sub¬ 
ject as a whole. The book deals with carcinoma of the vulva, 
vagina, cervix, body of the uterus, ovary, and fallopian tube; 
sarcoma of the genital tract; miscellaneous malignant tumors, 
and pregnancy complicated by malignant tumors. 

This book is based on Way’s experience, which has been ex¬ 
tensive. For example, the author has studied 314 cases of vulval 
carcinoma, 64 cases of cancer of the vagina, 1,368 cases of car¬ 
cinoma of the cervix, 79 cases of corpus cancer, and 130 cases 
o carcinoma ot the ovary. The author agrees with most gyne- 
co ogists that the treatment of carcinoma of the vulva is essen¬ 
tially surgical. He emphasizes that no carcinoma of the female 
genital tract is more difficult to treat successfully than a car¬ 
cinoma of the vagina. He sums up the present position in regard 
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to treatment of carcinoma of the cervix by stating that the most 
suitable case for surgery is the case that does best with radium 
treatment, but that surgery can cure about ten per cent of cases 
in which radium at present fails. In the case which responds 
favorably to radium, irradiation can do more and with a lower 
mortality than surgery. In the very early cases of corpus car¬ 
cinoma, adequate irradiation can produce results nearly as good 
as those achieved by surgery, but if these two conditions are 
not fulfilled, then the results fall a long way short of adequate 
surgical treatment. The results of treatment of cancer of the 
ovary cannot be good, and the operability is depressingty low. 
The problem is mainly one of early diagnosis. 

This book contains all the essential information about malig¬ 
nant tumors of the female genital tract. It is very well written; 
it is definitely authoritative, and the recommendations made 
concerning therapy are in accordance with the ideas of the lead¬ 
ing authorities in the world. The inclusion of many tables, illus¬ 
trations, and roentgenograms helps the book considerably. All 
gynecologists, radiologists, and tumor specialists should surely 
possess this book. 


Watch out for the Weather. By Jacqueline Berke and Vivian Wilson. 
Cloth, $2.95. Pp. 226, with illustrations by Lombard C. Jones. Viking 
Press, Inc., 18 E. 48th St., New York 17, 1951. 

In spite of the hopeful attitude taken in this book, the accumu- 
lated evidence that weather is important, and the apparent proof 
that it may affect some disease conditions, one has the feeling 
that the outlines of this thesis are still far too hazy. One en¬ 
couraging fact stands out, however: man is beginning to do 
something about the weather besides talk about it. Whether these 
small beginnings will ever resolve weather problems on a scale 
that will be significant remains to be seen. Some of the evidence 
in the book supports this concept. Other points negate it. 

In the chapters in the first part of the volume, the authors 
make a valiant effort to show that weather changes can cause 
or affect disease, but there is a strong suspicion that the long 
arm of coincidence is being overlooked. To say, for example, 
that appendicitis follows the weather would appear to be far 
fetched. And the opinion of the authors that summer stomach 
infections are due apparently only to blood “settling” in the 
outer areas of the body, leaving the intestines undefended, 
ignores too many other recognized factors. 

Nevertheless, the volume makes interesting and instructive 
reading, especially those chapters dealing with polluted air, 
modern weather men, man-made weather, and the question of 
whether our weather is changing. The authors attack vigorously 
the concept that tuberculous patients find little or no benefit 
from moving to different climates. One conclusion that will 
surely stand unchallenged is that the southerij portion of this 
country is a better place to live, although no evidence is pre¬ 
sented that disease has left that area completely. For those 
interested in following up this subject, there is a rather extensive 
bibliography. 


Your Sinus Troubles and Treatments; An Authoritative Explanation for 
tue l.a) man, with Recommendations for the Treatment of Your Sinus 
Conditions, Colds, Hay Fever and Other Allergies. By Friedrich S. Brod- 
nilz, M.D. Cloih, $2.50. Pp. 243, with 10 illustrations. Abelard Press, Inc 
381 Fourth Ave., New York 16, 1950. 

Like many of his medico-literary colleagues, the author be¬ 
lieves that rather than leave medical writing to journalists with 
second-hand information, physicians should take the lead in 
satisfying the public interest in matters pertaining to health. 
To meet the challenge, he has written in simple colloquial 
language a sane book on sinus disease. Commencing with a 
description of the nasal cavity and its functions, Brodnitz pro¬ 
ceeds to discuss nasal and sinus infections in their various rami¬ 
fications, touches on such related topics as hay fever and nasal 
allergy and concludes with a sound evaluation of contemporary 
medical and surgical sinus therapy. 
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Lust-Pfaundler, Hrzinkhcitcn des Kindesatters: lire Erkeunung und 
Behandlung in der Praxis. Neubearbettet von Prof. Dr. Josef Hosier, 
Chefara des Kinderkrankenhauses Munchcn-Schwabing. Sixth edition. 
Ciolb. 22.80 marks. Pp. 683. Urban & Schwarzenberg, Thierschstrasse 11, 
Munchen 2; Meinekestt, 13, Berlin W. 15, 1950. 

This book is not, as the title may suggest, a textbook of pedi¬ 
atrics but a manual for the practicing pediatrician. It is divided 
into three parts. The first part (445 pages) contains brief diag¬ 
nostic and more elaborate therapeutic notes on children’s dis¬ 
eases. These are listed by chapters according to age groups, 
causes, and organ systems. The second part (40 pages) deals 
with diagnostic and therapeutic techniques described in alpha¬ 
betical sequence. The third part (152 pages) is an alphabetical 
list of prescriptions and preparations. The practical usefulness 
of this guidebook to pediatric practitioners should be consider¬ 
able, and for this reason, it is highly recommended. 

One wonders, however, whether the practitioner might not be 
hampered in the daily use of the manual by its physical bulk and 
the accumulation of time-honored ballast. He would do better 
with less of either and with stronger guidance toward the really 
essential. For example, it should be possible in the second and 
third parts to eliminate descriptions of such procedures as air 
baths, hardening, and “connective tissue massage,” and of 
numerous therapeutic specialties and obsolete drugs. Similarly, 
the table of some 20 artificial infant feedings (page 38) is sup¬ 
plemented In part three by elaborate cooking recipes. Most of 
them are dispensible in pediatric practice. The essential factor 
here is clean sterilized cow’s milk, which may or may not be 
diluted or reinforced. For treating infantile diarrhea, the prac¬ 
titioner needs two modifications: boiled skimmed milk and nat¬ 
ural or artificial buttermilk. To suggest to him more complicated 
mixtures only deflects his attention from the supreme lifesaving 
essential: subcutaneous and especially intravenous administra¬ 
tion of sufficient amounts of crystalline solutions (Ringer’s, glu¬ 
cose, and lactate). Introduction of solid food in the normal in¬ 
fant’s diet is suggested as late as age 5 and 6 months (page 29). 

The chapter on “Constitutional and Metabolic Disorders” 
(page 69) deals with the so-called exudative and lymphatic dia¬ 
theses, diabetes meliitus, obesity, and leanness. The first subject 
could be safely taken up in the chapters on skin diseases and 
hematology, the second in that on endocrine diseases, and the 
last two in the latter chapter as well as among those on the 
juvenile neuroses and psychopathic traits (which, by the way, 
are very neatiy discussed). 

The original author of this book is the late Dr. F. Lust of 
Karlsruhe, whose eighth edition, his last, was published in 1934. 
Displaced from his hospital position under Nazi racial laws, 
he committed suicide shortly thereafter. It seems fitting to estab¬ 
lish the present edition and any later editions of this book as a 
memorial to Dr. Lust. 


A TexJbook of the Practice of Medicine. By Various Authors. Edited 
by Frederick W. Price, F.R.S.Ed., M.D., C.M.Ed., Consulting Physician 
to Koyai Northern Hospital, London. Eighth edition. Cloth. $9. Pp, 2076. 
Oxford University Press, 114 5th Ave., New York 11; Amen House, 
Warwick Sq,, London, E.C.4, 1950. 

• 

The present edition of this excellent textbook of general medi¬ 
cine by 31 British authors, contains many additions and revisions. 
New articles have been added on antibiotics, sulfonamides, in¬ 
juries from nuclear fission, cervical intervertebral discs, rehabili¬ 
tation of paraplegics, South American blastomycosis, filaria, 
Reiter’s disease, chronic intermittent juvenile jaundice, parox¬ 
ysmal proctalgia, calcified pericardium, diaphragmatic hernia, 
and other subjects. Numerous articles have been partially or en¬ 
tirely rewritten, and changes in classification and nomenclature 
have been made. Data on the newer antibiotics such as aureo- 
mycin, chloramphenicol (Chloromycetin®), terramycin hydro¬ 
chloride, and viomycin are not included, nor is mention made of 
cortisone or pituitary adrenocorticotropic hormone. Many recent 
advances in treatment are included, however. The volume has the 
advantage over many textbooks of medicine that it has a sec¬ 
tion devoted entirely to skin diseases. Few of the sections have 
photographs or diagrams, but the section on clinical electro¬ 
cardiography is well illustrated. The entire book is well organ¬ 
ized and adequately indexed. The emphasis throughout is on the 
practical details of diagnosis, prognosis, and treatment. This work 
should prove useful to students and practitioners. 


Scovllles The Art of Compounding. By Glenn L. Jenkins, Dean and 
Professor of Pharmaceutical Chemistry, Purdue University, School ed 
Pharmacy, Lafayette, Indiana, Don E. Francke, Chief Pharmacist ul £[ . 
spy Hospital, University of Michigan, Ann Arbor, Michigan, Edward A 
Brecht, Dean and Professor of Pharmacy, University of North Carolina' 
School of Pharmacy, Chapel Hill, North Carolina, and Glen J. Socrandio’ 
Assistant Professor of Pharmacy, Purdue University, School of Pharm.irv' 
Lafayette, Indiana. Eighth edition. Cloth. $7.50. Pp. 515, with 77 illus! 
trations. The Biakiston Company (Division of Doubkday & Comoanv 
Inc.), 1012 Walnut St., Philadelphia 5, 1951. y ’ 


This valuable reference book has been made even more valu¬ 
able by this revision, in which developments of recent years 
have been included. There is new material in this edition, such 
as chapters on solutions for special purposes, allergenic solu¬ 
tions, and the inclusion of possible incompatibilities for many 
of the new medicaments which have carved an indelibile name 
for themselves in the modern materia medica. All this new 
information enhances the value of this already widely accepted 
book on pharmaceutical compounding and dispensing. The 
chapter on emulsions has been enlarged to include the many 
new and excellent emulsifying agents and aids. For the student 
or pharmacist confronted with this book for the first time, it 
should be made known that the preparations of all types of 
pharmaceuticals is included, namely, powders, pills, tablets, 
capsules, emulsions, ointments, and solutions. 

Like previous editions, this book is a'real aid to the dispens¬ 
ing pharmacist in the accurate compounding of the physician’s 
prescription. In view of the fact that over three-quarters of the 
book is devoted to new material, it is more valuable than evet 
in keeping the pharmacist abreast of changes made by the rapid 
progress of medical research. 


The Use of Pedicle Flaps of Skin in Plastic Surgery of the Head and 
Neck. By Gordon B. New. M.D., F.A.C.S., Professor of Plastic Surgery, 
and John B. Erich, M.D., F.A.C.S., Associate Professor of Plastic 
Surgery, both of Graduate School, University of Minnesota, Minneapolis. 
Publication number 56, American Lecture Series, monograph in American 
Lectures in Surgery, edited by Michael E. DeBakey, M.D., Professor of 
Surgery, Baylor University College of Medicine, Houston, Texas, and 
R. Glen Spurling, M.D., Clinical Professor of Surgery, University of Louis¬ 
ville, Kentucky. Plastic Surgery Division. Editor: James Barrett Brown, 
M.D., Professor of Clinical Surgery, School of Medicine, Washington Uni¬ 
versity. St. Louis, Missouri. Cfoth. $3. Pp. 104, with 76 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, ill.; 
Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, England; The 
Kycrson Press, 299 Queen St., W., Toronto 2B, 1950. 


When a work prepared as a lecture will “stand up to pitot." 
there is ipso facto evidence of its intrinsic quality. The concise¬ 
ness and systematic organization of this brief but comprehensive 
volume is a case in point. The authors have covered their sub¬ 
ject weii in remarkably small compass. 

Controversy is rife, and probably will continue to he, with 
regard to the technics of choice in plastic surgery. Drs. New and 
Erich emphasize the fact that they have no intention of setting 
forth any “unalterable” procedures. Experience at the Mayo 
Clinic is the basis of their presentation. 

The use of pedicle flaps is discussed with particular reference 
to plastic operations on the head and neck. The various types 
of flap are described and illustrated. The factors of elevation, 
delay, and transplantation are given due weight in. the discussion. 
Recommendations for the treatment of both injuries and de¬ 
formities are cfeariy set forth. , . 

The illustrations are consistently good. The text ts well-writ 
fen and should be of considerable value to the plastic surgeon. 


labilities Insinidus. By Harry Blotner, M.D., Associate Visiting fhlisf- 
^ Israel Hospital. Boston, Mass. Edited by Henry' A. Christian 
vt im n (Reprinted from Oxford Loose-Leaf Medicine w h 
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-sume a discussion of the anatomy and physio ogy of the 
ituitary gland, a detailed description of the etiology, symp- 
>ms and 2 treatment of diabetes insipidus, and a bibliography 
E 470 references. Illustrative case reports and bboraW 1 d ‘ 
included drawn both from the literature and from the 
fihoriTpersonal experience in treating 112 patients with th 
sease. S This book should be of interest.to clinicians and to all 
hers interested in endocrine disturbances. 
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QUERIES AND MINOR NOTES 


treatment of recurrent boils 

To THE Editor' —What is the treatment for preventing recurrent 
boils in the hair-bearing areas of the skin? The patient is a 
white man, aged 32. Glucose tolerance tests were normal, and 
no other 'abnormal findings objectively or subjectively are 
present In the past 15 years the patient has had 30 boils, 
usually necessitating incision and drainage. A vaccine was 
made about 12 years ago,with no apparent benefit. 

. M.D., New York. 

This inquiry was referred to two authorities, whose respective 
replies follow.—E d. 

Answer— In patients with recurring furuncles it is advisable 
to determine the degree of anemia, if any, and the sugar toler¬ 
ance, as has been done in this case, and to recognize, if present, 
any other systemic disease. If the patient is anemic, efforts 
should be made toward overcoming this. The same can be said 
about the presence of a high blood sugar level, even though 
diabetes is not demonstrated. The boils should not be incised or 
drained, as the treatment of the furuncle after it has started is 
in reality the prevention of a new one. Accordingly, efforts 
should be made to prevent the dissemination of the bacteria by 
careful handling of dressings and the use of antiseptic or anti¬ 
biotic ointments. Local application of moist heat gives relief and 
hastens the pointing of the furuncle, and the use of penicillin or 
aureomycin or terramycin will help materially in shortening the 
course. The use of alcohol sponge baths as a prophylactic meas¬ 
ure seems to have merit. Locally,' the use of aureomycin oint¬ 
ment, or even ammoniated mercury encircling the boil, with the 
dressing kept on until the lesion is inactive, is a satisfactory 
means of preventing spread of the infection. Vaccines have not 
been very helpful. The prophylactic use of an oral antibiotic, 
given at the rate of two or three days a week, may be of value 
in preventing new furuncles. 

Answer. —The treatment of chronic recurrent furunculosis 
is both constitutional and local. Lowered resistance is a con¬ 
tributing factor. Attempts should be made to improve the 
general health of the patient by means of sufficient rest, adequate 
sunshine, and vitamins. A diet low in carbohydrates and high in 
protein should be prescribed. Attempts should be made, if pos¬ 
sible, to correct all systemic and visceral disorders, as well as 
focal infections, such as dead teeth, root abscesses, infected ton¬ 
sils, prostate, bladder and urinary tract. Autogenous or hetero¬ 
genous vaccines, as well as nonspecific treatments such as with 
typhoid vaccine, are valuable in some cases. Parenteral and oral 
administration of the antibiotics such as penicillin, aureomycin, 
terramycin and chloramphenicol, sometimes is of value in acute 
cases. The local therapy depends on the acuteness, chronicity and 
location of the lesion. In acute cases, wet compresses (boric acid, 
aluminum acetate solution, bacitracin, terramycin) are helpful. 
Roentgen therapy is effective in chronic cases, especially those 
involving the nape of the neck and axillas. 


ACTII, CORTISONE AND INFERTILITY 

To the Editor: / have seen no clear statement on the effect of 
ACTII and cortisone on the male and female gonads or on 
sterility. Can you supply this information? 

J. T. McDuffie, M.D., Corning, Calif. 

Answer. A few clinicians are cautiously trying pituitary 
adrenocorticotropic hormone (ACTH) and cortisone in infertility 
ue to endocrine disorders. Up to the present no significant re¬ 
sults have been reported. 
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OSTEOPOROSIS AND DEMINERALIZATION OF BONE 

To the Editor: — The terms osteoporosis and demineralization 
seem to be used interchangeably on the x-ray reports that 1 
receive. Are they interchangeable? 1 have a patient who was 
given a diagnosis of osteoarthritis and demineralization of 
bone some years ago, with emphasis on tile arthritis, and she 
was treated accordingly. X-rays were taken by another radi¬ 
ologist; the diagnosis was similar but with the emphasis on 
the osteoporosis. 1 would appreciate your suggestions. Also, 
what would the treatment be? 

George A. Bakke, M.D., Oakland, Calif. 

Answer. —The term demineralization of bone covers a much 
broader field than does osteoporosis; the terms are therefore not 
interchangeable. Some of the conditions producing deminerali¬ 
zation other than osteoporosis are rickets, osteomalacia, hyper¬ 
parathyroidism, hyperthyroidism, chronic osteoporosis and 
polyostotic fibrous dysplasia. Osteoporosis is a disease of tissue 
metabolism and not of calcium metabolism; consequently, it is 
associated with relatively normal serum calcium and phosphorus 
levels. Calcium or vitamin D lack per se probably do not cause 
osteoporosis. There are at least 12 different causes or types of 
osteoporosis; before outlining treatment one must attempt to 
differentiate the cause. The most frequently encountered forms 
are (1) postmenopausal osteoporosis and (2) senile osteoporosis. 

The commonest form of osteoporosis is that encountered in 
women after the menopause, whether it be artificial or normal. 
There is experimental evidence that postmenopausal osteoporo¬ 
sis is due to estrogen deficiency. A moderate degree of osteo¬ 
porosis of the spine is almost physiological after the menopause, 
and the osteoporosis per se probably does not produce pain. Pain 
usually results from secondary collapse of the vertebrae or 
marked ballooning of the intervertebral disks together with an 
invagination of the vertebral plates. Most elderly persons also 
have osteoarthritis of the spine, which may produce pain. Usually 
the pain of osteoarthritis is not as severe as that accompanying 
acute collapse or compression of an osteoporotic vertebra. The 
patient with painful osteoporosis should be fitted with a Taylor 
brace or corset with rigid stays and shoulder straps, for the 
prevention of further pathological fractures of the spine and 
maintenance of good posture and height. At the same time pro¬ 
longed immobilization should be avoided, if possible, because 
of the danger of superimposed atrophy of disuse. The patient 
should sleep on a firm, straight, nonsagging mattress. Estrogens 
in the form of estradiol or the synthetic preparation, diethyl- 
stilbestrol,- might be administered. Albright noted the effect on 
calcium metabolism of estrogen and androgen in combination 
was greater than that of either alone in patients with postmeno¬ 
pausal or senile osteoporosis. A suggested combination is as 
follows: diethylstilbestrol, 0.5-1 mg., together with methyl tes¬ 
tosterone, 10-20 mg., daily. It is usually advisable to discon¬ 
tinue the testosterone after two months and sometimes before, 
if a masculinizing effect becomes evident. The endocrine therapy 
may have to be modified if it causes edema, since many of the 
steroids cause sodium retention. Likewise because of the pos¬ 
sible danger of cancer it is wise to interrupt the estrogen medi¬ 
cation for one week out of every month. The physician should 
examine the patient at frequent intervals and forever be alert 
for signs of uterine or mammary carcinoma. Since osteoporosis 
is due to a deficiency in bone matrix, a high protein diet is indi¬ 
cated; since it is not a disease of calcium and phosphorus metab¬ 
olism, excessively high intakes of these minerals and of vitamin 
D are not indicated, although the diet should be adequate in 
these substances. 

Senile osteoporosis is really due to atrophy of the skeleton. 
It is possible that underfunction of the endocrine glands is re¬ 
sponsible in a large measure for the atrophy of old age. The 
treatment of senile osteoporosis is essentially the same as that 
of postmenopausal osteoporosis: If testosterone is used in old 
men, the prostate should be watched and estrogen therapy should 
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be given at the same time, since it has been shown that estrogen 
neutralizes the stimulating action of testosterone on the prostate. 

For further information on demineralization of bone and 
osteoporosis, the work by Albright and Reifenstein is recom¬ 
mended (The Parathyroid Glands and Metabolic Bone Disease, 
Baltimore, Williams & Wilkins Company, 1948). 

DEMINERALIZATION OF CARPAL BONES 

To the Editor: —A 47 year old housewife has had pain in 
both wrists for a year and a half, aggravated by work. Past 
history is negative except for anemia of 13 years’ duration 
requiring occasional liver injections. General physical exami¬ 
nation is negative. The right wrist is palpably warmer and 
more swollen than the left. X-rays of both wrists show 
demineralization of the carpal bones, more on the right than 
on the left. Hemoglobin is 12.8 Gin., white blood cell count 
8,200, sedimentation rate, Westergren, 8 mm. in one hour. 
A specialist in rheumatology prescribed contrast baths several 
times daily. Symptoms have slowly become more distressing, 
and swelling has increased. The sedimentation rate has 
remained at 8 over a seven month period. There is slight 
noninflammatory painless swelling of some of the proximal 
interphalangeal joints. Can you suggest further diagnostic 
procedures and therapy? 

Robert B. Engstrom, M.D., Mankato, Minn. 

Answer. —The clinical picture in this case is that of rheu¬ 
matoid arthritis, in view of the symmetrical arthritis of both 
wrists, with beginning involvement of the proximal phalangeal 
joints. A normal sedimentation rate is unusual in a process of 
this duration but by no means rules out this diagnosis. The 
x-ray findings are also consistent. Constitutional symptoms, 
especially fatigability, anorexia and weight loss would be 
helpful diagnostically if present, as would vasomotor instability, 
numbness and paresthesias. No further diagnostic procedures 
seem indicated. The patient should profit by general conserva¬ 
tive therapy, including acetylsalicylic acid (aspirin) in dosage 
sufficient to control the symptoms, extra rest periods and a 
high protein, high vitamin diet. Physical therapy should be 
prescribed in the form of moist heat and active exercises to 
preserve motion. Light cock-up splints for the wrists should 
be worn at night, as well as during the day if there is any 
tendency toward loss of extension. The process does not seem 
severe enough to warrant use of cortisone or pituitary adreno¬ 
corticotropic hormone (ACTH) on a long-term maintenance 
basis. Brief courses of either agent will probably confer no 
lasting benefit. The value of gold therapy in rheumatoid arth¬ 
ritis is still controversial, although a trial of this method might be 
made under strict supervision if the patient fails to respond to 
conservative treatment over a period of six months. 

PROSTATIC OBSTRUCTION 

To THE Editor: —What is the effect of diethylstilbestrol on 
the noncancerous prostate? Is there a rationale for the use of 
this substance in 5 mg. doses three times daily for about 
three weeks and once a day on a maintenance basis for benign 
prostatic hypertrophy when surgery is contraindicated or 
refused? M.D., Pennsylvania. 

Answer. —Several years ago there appeared a report of a 
group of cases of urinary obstruction caused by noncancerous 
prostatic enlargement in which there apparently was sympto¬ 
matic improvement from the administration of diethylstil¬ 
bestrol. However, these results were not corroborated by sub¬ 
sequent experience of the majority of urologists. Although in 
some cases there is apparent symptomatic improvement, this 
usually is temporary. Prostatic obstruction usually is caused 
by deformity of the bladder neck resulting from changes in the 
surrounding prostatic tissue. This deformity cannot be affected 
materially by slight reduction in the size of the prostate gland 
and requires mechanical removal to correct it. There is no 
objection to a trial of diethylstilbestrol in the dosage suggested 
unless the patient reacts unfavorably to the drug. Surgical 
removal by transurethral methods or by excision has been found 
to be the best method of treating prostatic obstruction. 


TREATMENT OF UVEITIS 

To the Editor: Is there any specific treatment jor uveitis’ 

IVhat is the most common etiology? ^ j exa 

Answer.— There are two forms of uveitis, the granulo- 
matous and the nongranulomatous. The first, which has a 
characteristic clinical picture, may be due to any of the 
granulomatous diseases, such as syphilis, tuberculosis bru¬ 
cellosis, sarcoidosis and toxoplasma. The nongranulomatous 
is the serous or rheumatic form. It is considered to be a 
manifestation of allergotoxic reaction within an eye sensitized 
to a specific bacterial product. The responsible organisms 
are not found in the eye in this last form, in contrast to 
their physical presence in the uveal tract in granulomatous 
uveitis. The organisms producing nongranulomatous uveitis 
are usually various strains of Streptococcus hemolytica and 
the Gonococcus. Undoubtedly, allergens of other organisms 
or of other material may be offending agents. The specific 
treatment of granulomatous uveitis is based on the discovery 
of the underlying cause, if possible. The various causative 
agents must be eradicated. In the nongranulomatous form, 
specific treatment is not available as a rule, except in 
gonorrhea. Every effort should be made to remove foci of 
infection. A vaccine made from the organisms obtained from 
a suspected focus is used to desensitize the patient in fhe 
usual fashion. The antibiotics are used with the hope that a 
hidden focus can be affected. 

The use of pituitary adrenocorticotropic hormone (ACTH) 
and cortisone in uveitis probably suspends the active inflam¬ 
matory reaction within the eye, during which time specific 
treatment may be fruitful. These substances are not, how¬ 
ever, curatives in themselves. Local application of heat and 
atropine, watching for secondary glaucoma and instillation or 
subconjunctival injection of cortisone are suggested for all 
forms of uveitis. Fever treatment is also of value, regardless 
of the type present. 


TUBERCULIN TESTING 

To the Editor: —What is the consensus regarding the signifi¬ 
cance of intradermai tuberculin tests in different age groups.' 
Is mass tuberculin testing of school children worth while? 
If so, in what age groups? Does activation of quiescent lesions 
occur from repetition of the test? 

T. N. Armislead, M.D., Minden, La. 


Answer. — 1 . Intradermai tuberculin testing, or, better stated, 
subepidermal testing, as represented by the Mantoux method, 
is the surest and best method in all age groups. Because it is 
difficult to get consent from mothers to have “needles stuck into 
their small children," the Vollmer patch test has been used. This 
method, when properly applied and read, is equally efficient 
in children, young adults and most adults with thin, white skin. 
It generally should be limited to these groups, since many adults 
with thick and dark skin frequently do not react well or at all. 

2. Mass tuberculin testing of school children, once the best 
and perhaps the only method of survey, has generally been aban¬ 
doned as a major weapon in case finding, because the cost per 
case found has been considered too much and, furthermore, 
the roentgenographic method has generally supplanted it. 

The whole problem, however, must be evaluated on the type 
of material to be surveyed, and a large community of adults 
is best served by the roentgenographic method. Supplementary 
tuberculin testing is used in certain cases when there is some 
doubt regarding the diagnosis, to rule out Mntuberculous con 
ditions. In sparsely infected communities, in high schools an 
even in some elementary schools, the tuberculin test may 
used to detect infected foci within the communities. For ex 
arrmte if an infant or a child reacts strongly to tuberculin, it 
indicates recent association with some open case of tuberculosis. 
Examination 6 of the families of such children may reveal he 
ource of the infection. Even greater use may accrue from 
v^ue that such a feature creates 
cwrvhodv becomes conscious of tuberculosis, from the cm 
S’paLt" is one of the most desirable objectives of 

jublic health programs. 
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3 The best age group, therefore, is the high school group; 
there is diminishing usefulness in younger age groups. 

4 If a tuberculin test is properly performed, no activation of 
a previous lesion should result. Of course, a heavy dose of tuber¬ 
culin must not be used. If enough is given to cause a systems 
reaction, a reactivation may occur. In the early days of the use 
of Koch’s old tuberculin, many such reactivations took place. 
Properly graded dosage from 1:10,000 dilution (0.01 mg.) down 
to 110 dilution (10 mg.), with a 72 hour interval between, will 
not cause reactivation. The weaker dilution of PPD is also 
considered to be safe. 


danger of inhaling carbon tetrachloride 

To THE Editor:— Would it be harmful to use carbon tetra¬ 
chloride to clean a tonometer used in ophthalmology? The 
method of cleaning would be to saturate a piece of cotton with 
about 1 cc. of the carbon tetrachloride and cleaning the 
instrument. This would be repeated 10 to 15 times a day, day 
after day. Edward 1. Lipsius, M.D., Philadelphia. 

Answer.— A single milligram of carbon tetrachloride fully 
evaporated under standard conditions will produce 154 parts per 
million of vapor in a liter of air. If this figure be extended to the 
total number of milligrams in 1 cm. and then multiplied by the 
"10 or 15” applications during the brief hours of the medical 
office day, it wilt be readily seen that harmful concentrations of 
carbon tetrachloride may arise. In the immediate breathing zone 
of the cleaner of the tonometer the v?por concentration may be 
enormous. Under the assumption of the worst possible situation, 
in any assumed office I0x 10 x10 feet, the concentration in the 
entire area might reach 130 ppm, which well exceeds the 
maximum allowable concentration of 50 ppm. In addition, some 
risk of dermatitis from the defatting action of carbon tetra¬ 
chloride is involved. Since the bactericidal value of carbon 
tetrachloride is low, there is little justification for its use for the 
purpose indicated. For chemical cleaning, alcohol, either ethyl 
or isopropyl, may suffice even though their bactericidal proper 
ties are low. The use of carbon tetrachloride to the end indicated 
is not commendable and is, in fact, risky. If it be deemed needful 
to apply some chlorinated hydrocarbon, use trichlorethylene. It 
is much less toxic and still is essentially nonflammable. 


PROCTITIS FOLLOWING USE OF AUREOMYCIN 
To the Editor: —I have had occasion to see about 10 patients 
who had acute proctitis or procto-colitis from one to three 
weeks after discontinuing the use of aureotnycin or lerra- 
mycin. I am hoping you will be able to give me data on similar 
cases if such exist and to outline the best form of treatment. 

C. C. Chewning Jr., M.D., Richmond, Ku. 


Answer. —Proctitis associated with diarrhea or soft bow 
movements, tenesmus, pruritus and perianal dermatitis is cor 
monly observed following aureomycin medication. In fat 
mucous membrane irritation has been noted in the pharvn 
moulh and vagina as well as the rectum. The reaction mt 
vary from a mild catarrhal condition of the tissues to a seve 
inflammatory process with superficial ulceration. Because of tl 
frequency of these complications, an increasing number of clir 
cians are limiting the use of this drug to its absolute indication 
Similar but less severe reactions occur with chioramphenicc 
Allergic sensitivity or a change in bacterial flora are said to 1 
causative. Antihistamine drugs have been helpful. Manifestatioi 
described are less notable when aureomycin is administers 
intravenously, especially if combined with vitamin B comple 
However, this mode of treatment is not without hazard to veil 
and must.be carried out with extreme caution. Practically all wi 
improve spontaneously over a period of three to six weeks. Mo 
patients can be kept comfortable during this period with tl 
usual amidfarrheal and antipruritic drugs. Similar experienc 
t asc been pubUshcd (Bn/. A/. 1. 1:1184 May, 1950; Rhode Isla, 
, ; 3 n 3 - 137 , ‘V„ ar « h ’ 195 °; p roc. Staff Meet., Mayo CM 
24:612 Dec 7 1949; A d M. A. 142:1137 April 15, 1950, ar 
J. A. M. A. 142:198 Jan. 21, 1950). 


DURATION OF IMMUNITY TO RABIES 
To the Editor:— Of- what duration is the immunity produced 
by human rabies vaccine, as routinely used in prophylactic 
treatment, in a case of bite from a rabid animal? 

James M. Fraser, M.D., Grand Lake, Colo. 

Answer. —Virus-neutralizing antibody appears in the blood 
after vaccination with commercial vaccine (phenol or ultravio¬ 
let irradiated), reaching a peak at about one month, and holds 
up well for six months. At one year there is a considerable drop 
in the amount of virus-neutralizing antibody in the blood, but 
there is still a good deal of active immunity, as shown by ex¬ 
perimental work using dogs as the test animal. The Expert 
Committee on Rabies of the World Health Organization (Tech¬ 
nical Report Series No. 28, Expert Committee on Rabies, No¬ 
vember 1950, available from the Internation Documents Ser¬ 
vice, Columbia University Press, New York City) makes the 
following recommendation: If reexposure occurs within three 
months of the first course of vaccine, no treatment is necessary 
unless the second exposure is of a severe type. If the interval 
is between three and six months, two reinforcing doses of vac¬ 
cine given a week apart are indicated, whereas, if more than 
a six month interval has elapsed, the treatment should be on 
the same basis as if it were an original exposure. The afore¬ 
mentioned publication gives a concise and comprehensive pre¬ 
sentation of rabies prophylaxis. 


CONTROL OF DIABETES IN EMPLOYEES 

To the Editor: —We employ a number of diabetics in an in¬ 
dustry where minor accidents are frequent and where there 
are occasional serious traumatic injuries and burns. We do 
not expect perfect control of our diabetic employees and in 
the past have required that their nonfasting blood sugar, 
taken about two hours after a meal, be kept at about 200 mg. 
per cubic centimeter of whole blood or lower. Several em¬ 
ployees have objected to having blood sugar determinations 
done every two months. The union has now taken up the 
matter and is quoting authorities. The clinical school of 
thought apparently does not care how high the blood sugar 
goes, as long as the patient is taking insulin and shows no 
clinical symptoms, feels well and is able to work. Faced with 
the two opposite views, we are at a loss as to how to attempt 
control. May we have your opinion as to proper check on the 
control of diabetes? 

H. K. Montgomery, M.D., Dayton, Ohio. 


/snswek.— me query involves a decision as to wnetner tne 
control of diabetes pays and, second, what constitutes control. 
Accumulating evidence shows that those diabetics whose disease 
is well controlled live longer and have fewer disabling compli¬ 
cations. Life insurance companies, before accepting diabetics as 
risks, give particular consideration as to whether the applicants 
are under the regular supervision of a physician. That practice 
might well apply to a firm employing diabetics. A diabetic who 
does not drink at all is preferred by certain insurance com¬ 
panies. The physician’s report about reactions, acidosis and ad¬ 
herence to diet and the wise use of insulin would count much; 
so, too, would maintenance of weight approaching norma! 
standards; laboratory evidence should be furnished that the 
urine is sugar free at least once in a day and an abnormally low 
blood sugar level should be considered just as serious as a high 
blood sugar level. Physicians’ reports and laboratory tests should 
be rendered every three months. An x-ray of the chest before 
employment and annually thereafter is desirable and for refer¬ 
ence later an x-ray of the lower extremities and an electrocardi¬ 
ogram for those with diabetes of 10 or more years’ duration or 
for those above the age of 40 years. 

A reasonable and safe range, without specifying exact fig¬ 
ures for blood sugar values, would be 5 30 to 200 mg. per 100 cc. 
venous blood, Folin-Wu, before meals. Standards would be 
stricter if the patients worked with machinery. Permission would 
be refused to engage m hazardous work involving safety of 
Th “ e s ! and c artls are staled somewhat liberally, but they 
efiabetes. 3 mar8W ^ yet reflect fairi V control^ 
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CHRONIC PROSTATITIS AND OLIGOSPERMIA 

To the Editor: —A young man had nongonorreal urethritis 
four years ago. He was treated with antibiotics, sulfona¬ 
mides and urethral instillations of silver nitrate. One month 
later he had symptoms of acute prostatitis. He was appar¬ 
ently cured with massage and dilatation but a few weeks 
later had a feeling of pressure in the perineum and rectum 
and nocturnal ejaculations. He was treated and was well 
for four months; then the same symptoms returned, with 
prostatorrhea after defecation. The sperm fluid showed oligo¬ 
spermia. He has coitus once every one or two months. What 
treatment is indicated? 

David Lederman, Bogota, Colombia, S. A. 

Answer. —That chronic prostatitis would explain the various 
symptoms of the patient or the clinical data noted is open to 
question. Chronic uncomplicated prostatitis usually does not 
cause prolonged perineal pain, nocturnal ejaculations or oligo¬ 
spermia. It is assumed that gonococci have been repeatedly 
excluded by microscopic examination and by culture. The 
possibility of prostatic calculi should be excluded by means of a 
roentgenogram including the bladder and prostatic area. Cysto- 
scopic and urethroscopic examination would also be desirable 
to exclude stricture and the presence of granulations or dilated 
ducts in the prostatic urethra. Prostatorrhea in itself is not of 
any great clinical importance, except that it causes the patient 
to be apprehensive; although it sometimes persists when pros¬ 
tatic infection is largely eliminated, it usually is self limiting 
and if uncomplicated would require no prolonged treatment. 

The significance of oligospermia is dependent on a number 
of factors. It is taken for granted that there is no permanent 
constriction of both vasa deferens. It would be advisable to 
repeat examination of the semen, and the specimen should 
be collected in a clean, warm flask, the examination being 
made immediately afterward. The specimen should be obtained 
at least three weeks after the last act of sexual intercourse. If on 
repeated examination the sperm count is under 60,000, further 
examination should be made. The existence of pathological 
sperms should be noted and the various types enumerated. A 
testicular biopsy for determination of the nature of the basal 
cells might also be necessary to guide treatment. There might 
be a large psychological factor in the patient’s attitude toward 
his symptoms. He should be assured that chronic prostatitis 
in itself is not a serious complication and will gradually sub¬ 
side if left alone. He should also be assured that oligospermia 
can be transient and corrected unless other complications arc 
present. It might be well to discontinue local treatment for a 
while, assuming that his sexual technique precludes the possi¬ 
bility of reinfection. 

CATARACTS 

To the Editor: —What is the latest therapy in the early treat¬ 
ment of cataracts? M.D., New York. 

Answer. —There is no method of treatment that will reverse 
the pathological changes that constitute the opacities of the 
human lens. The loss of transparency of the lens capsule and 
its fibers and cellular elements is the result of processes 
initiated by chemical or physical trauma in a broad sense; it 
is not a disease process per se. 

It is generally agreed that cataracts are induced by some 
constitutional diseases, such as diabetes and parathyroid de¬ 
ficiency, and by inadequate nutrition, as in arteriosclerosis, but 
a generally satisfactory response to treatment of these diseases 
does not alter the changes in the lenses once they have 
appeared. There is no assurance that cataract will or will not 
develop during the course of such a disease, and there is no 
basis for prophylactic measures. 

Incipient cataract may change in appearance and vary in 
transparency from time to time so as to influence visual acuity 
to a small extent over a period of a few months, but such 
changes are not brought about by any kind of nonsurgicai 
therapy given with the intent of producing certain recognizable 
and controllable alterations. The latest therapy in the early 
treatment of cataract is no better than the oldest. 


J.A.M.A., June 23, I 9 jj 

VINYLIDENE CHLORIDE RESINS 

To THE Editor: — Have any cases of lumite poisoning been 
reported over the country? A young woman working at „ 
lumite plant has developed a peculiar type of leukocytosis 
that does not resemble mononucleosis, granulocytosis or 
leukemia. Hartwell Joiner, M.D., Gainesville, Ga. 

Answer.— Lumite is the trade name for certain woven 
plastic products derived from one or more vinylidene chloride 
resins. This type of plastic in finished form long has been 
regarded as nontoxic. In suspected occupational disease, atten¬ 
tion is often focused on the major work material and operation 
without due regard for ancillary materials and processes. While 
lumite as such possibly may be disregarded in disease causation, 
a precise knowledge of the details of work might reveal an 
offending agent; for example, in the present instance if cotton 
entered some products and led to cotton dust, the possibility 
of “mill fever” arises. This disease involves the lungs primarily 
and calls for roentgen examination. Without any incrimination 
whatever, it is indicated that better exploration of minor work 
steps might be productive. For extensive information on vinyl- 
idene chloride resins the inquirer should consult the “Modern 
Plastics Encyclopedia," New York, Plastics Catalogue Corpo¬ 
ration, 1947. 


FOUL TASTE BEFORE SPELLS OF UNCONSCIOUSNESS 

To the Editor: —A 60 year old man has fallen three times mi 
was unconscious for about 30 minutes each time. He told 
me that each time just before he fell an odor or taste like 
rotten eggs came up in his throat. This ntah used to eat two 
eggs for breakfast, and each spell has come on a little while 
after breakfast. He has some gallbladder difficulty, but no 
other abnormality. Could the eggs have caused a compound 
to form in his stomach to cause the unconsciousness? 

Perry Parrigin, M.D., Monticelio, Ky. 

Answer.— Attacks of loss of consciousness immediately pre¬ 
ceded by odors or tastes (usually unpleasant) most commonly 
occur as the result of a tumor in one or the other temporal 
lobe of the brain. It is far more likely that the patient is suffer¬ 
ing from some lesion of the brain, most likely a tumor, than 
that his attacks are the result of a gastric disturbance. This man 
should have a thorough neurological examination as soon as 
possible. 


TALCUM IN PERICARDIAL CAVITY 
FOR CORONARY OCCLUSION 

To the Editor :—Information is requested on an operation for 
the relief of angina pectoris in which talcum is inserted into 
the pericardial sac in an attempt to increase the circulation. 
This has been recently featured in a popular magazine. 

Benjamin Trachtman, M.D., Brooklyn. 


Answer. _Dr. Samuel A. Thompson of New York places 

talcum in the pericardial cavity as a method of treatment for 
coronary artery disease. Up to the present time he ^s °pera e 
on 45 patients and reports that 85 per cent of the patients show 
variable degrees of improvement The operation was b«ed on 
animal experimentation reported in the Annals of lntt’.rnal 

Medicine (March 1942, page 495 ). These experiments showed 

that talcum in the pericardial cavity had a protect ve ac ‘ 
against ligation of a major coronary artery. SdnMfc St art 
and Beck repeated these experiments (Ann. Surg. 

1943)- they did not find that talcum had a beneficial effect after 
coronary artery occlusion. These authors did not apply to 
operation to patients. In view of this difference of opinion 
would appear desirable that this work be rechecked by another 
experimental study. 


EEUDOHYPERTROPHIC MUSCULAR DYSTROPHY 
, the Editor: —Is any new information available for treatment 

of pseudohypertrophic muscular dystrophy. 

' e ....... r- i_ n CincmnaU. 


Answer-—U nfortunately there is no known treatment of any 
value for this condition. • ■ 
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EFFECT OF PHYSICAL ACTIVITY ON PROGNOSIS OF POLIOMYELITIS 


Robert M. Albrecht, M.D. 
and 

Frances B. Locke, M.S., Albany, N. Y. 


Reports of severe paralytic poliomyelitis apparently 
precipitated by strenuous exertion have appeared in the 
literature. Russell, 1 in England, studied statistically two 
series of poliomyelitis cases: one of 44 cases and an addi¬ 
tional series of 100 cases. 2 He concluded that exercise 
during the preparalytic stage greatly increases the dan¬ 
ger of paralysis, and that bed rest considerably reduces it. 
Hargreaves, 3 , who studied 30 cases in Cornwall, and 
Horstmann, 4 who studied 411 cases chiefly from Cali¬ 
fornia and North Carolina, have presented data to sup¬ 
port his view. However, they could find no evidence that 
activity before the preparalytic stage influenced paralysis, 
or that activity at any stage affected the severity of bulbar 
paralysis. 

The present study was undertaken in New York State 
in July 1949. Its purpose was to determine whether, with 
certain changes in study technique, the severity of polio¬ 
myelitis could be ascribed largely to the extent of physi¬ 
cal activity at the time of illness. It was thought that a 
positive relation would be of major importance because 
one could then prevent much of the paralysis by keeping 
patients in bed during the critical period. 

MATEiUALS 

In 1949 there were 381 poliomyelitis cases occurring 
in patients aged 3 years or more reported from Nassau 
County. This was a desirable site for study because the 
Nassau County Health Department has excellent facili¬ 
ties for the follow-up of patients. Also, the diagnoses of 
poliomyelitis in the cases reported were unusually reliable 
because doubtful cases were examined by consultation 
teams, provided jointly by the County Health Depart¬ 
ment and the County Medical Society. This study is, 


therefore, a cooperative effort of the Nassau County 
; Health Department and the New York State Department 
of Health. 

' Table 1 shows the age and sex distribution of the 
reported cases in patients aged 3 years or more. Patients 
under the age of 3 years were not included because of 
the difficulty of estimating the extent of their activity. 

Two hundred and eighty-four patients were investi¬ 
gated in this study. The great majority of those reported 
but not investigated were cases reported only after the 
field study was completed in early October. Of the 284 
patients investigated, 84 were excluded from the report, 
most of them because the extent of paralysis was not 
determined at the prescribed time, others because of 
vague histories or because the time of onset of the menin¬ 
geal stage could not be accurately determined. Therefore, 
this paper reports on 200 cases, whose age, sex and type 
of paralysis are described in Table 2. The cases pre¬ 
sented are a fairly representative sample of the epidemic. 

METHOD 

In each case a detailed history of the symptoms and 
of the physical activities from three days beforfc the onset 
of illness to a number of days after the onset was taken. 
Seventy-five per cent of the histories were done by one 
of us (R. M. A.). The remainder, taken by three other 
investigators, were included in the study because the 
techniques used by them were comparable to Dr. Al¬ 
brecht’s. Most of the histories were taken within six 
weeks after the onset of the disease. We found, as Horst- 
mann did, that the events connected with the illness were 
generally clearly remembered by the patient; the few ex¬ 
ceptions were dropped from the study. 


and^Biost'uisUdan a '(Mn E Loc™) 0l08y ^ Corom ' mic!lble Discase C « ntro1 of the Ncw Y °tk State Department of Health; Assistant Director (Dr. Albrecht) 

York'statc J I>m«m^, et i h L g 'SJ“2 ! o£ Dr ' Robert F ’ Korns ‘ Ditl:c>or of thc BuIeau °t Epidemiology and Communicable Disease Control of the New 
and Dr WarreTwnkif • H ?'. a \P r - Anne Bahlke - New Yotk Sl3!e Dc P artnlcnt ° l Health, Dr. Frederic Vosburgb, Nassau Courtly Health Department 
Health? H ” Uh Department, assisted in the collection of data. Miss Louise Hayward, New York State Department of 

therapists, were essential f °™ s ' Thc C00PCra,,0n ol the and the hospitals, and the work of the physio- 

27) Wax"' 11 ' W ' R " Poll °myeiiUs-. The Pre-Paralytic Stage, and the Ettect of Physical Activity on the Severity of Paralysis, Brit. M. J. 2 : 1023-1028 (Dec. 

(MareinsTiw^' R ' : Plralylic Poliomyelitis: The Eatly Symptoms and the Effect of Physical Activity on the Course of Ihe Disease, Brit. M. i. 1: 465-472 

4. Horstmann’ D R- Tr'^' E , !Iccl of Exertion during the Ptc-Pataiytic Stage,-Btit. M. J. 2: 1021-1022 (Dec, 11) 1948 
(Jan. 2S) 1950? ' ' " A Poliomyelitis?delation of-Physical -Activity at the Time ofOnset to the Course of-ihtDisease, J. A. M. A. 142:236-241 
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The term “paralysis,” as used in this report, refers to 
other than bulbar paralysis, unless otherwise stated. The 
term “meningeal stage” describes the period of the ill¬ 
ness characterized by one or more of the following: a 
positive Kernig sign, stiffness of the neck or back,- and 
pain in the head, trunk, or thighs. This term corre¬ 
sponds to Russell’s preparalytic stage. Several cases were 
dropped because the onset of the meningeal phase could 
not be determined accurately. 

Physical activities were classed in the histories as fol¬ 
lows: bed rest; light activity, such as resting at home; 
normal activity, such as housework, office work, school 
or normal play; heavy activity, such as manual labor or 
strenuous sports or play. (Because there were only five 
examples of heavy activity in the meningeal stage, they 
are grouped with “normal activity” in Tables 3A and 
3 B. However, the type of paralysis in these five is de¬ 
scribed separately later.) 


change in status can be expected. 5 All except 12 of the 
gradings were performed by trained physiotherapists 
from the Nassau County Health Department (the ma¬ 
jority), the New York State Rehabilitation Hospital at 
West Haverstraw or the St. Charles Hospital for Crip¬ 
pled Children at Port Jefferson, N. Y. The 12 excep¬ 
tions were graded by physicians. 


Table 3 A. —Degree of Paralysis, by Age and Maximum Activity 
on Day of Onset of the Meningeal Stage * 


Maximum Activity on Day o i Onset 


Normal 


Light 


Bed 


Age 

s7 

511 

T? 

ST 

5U 

Tf 

ST 

51 t 

Tf 

3- 9. 

.... 3 

3 

14 

G 

1 

13 

0 

1 

31 

10-24. 

.... 0 

1 

21 

o 


10 

8 

1 

33 

25-49. 

.... 17 

3 

G 

2 


5 

o 

1 

4 

Total...,. 

.... 29 

7 

41 

10 

1 

28 

1C 

3 

48 


* Excludes bulbar cases. 

f S = severe paralysis or death; M = moderate paralysis; L = light or 
no paralysis. 


Table 1.— Reported Cases of Poliomyelitis by Age and Sex , 
Nassau County , New York State, 1949 * 

Both Sexes Mules Females 

^ ■ A- -^ ^ A **—**mmmm^*~* 

Age No. % No. % No. % 


3- -1. 83 17.1 43 20.1 22 13.2 

5- 0. 120 33.9 73 38.0 SI 32.3 

10-19. S3 21.7 5ft 20.2 27 1G.2 

20 and over. 104 27.3 40 18.7 04 38.3 

Total. .381 100 214 100 107 100 


* Excluding patients under 3 yr. 

Table 2. —Poliomyelitis Cases in Nassau County Study, 1949, 
with Age, Sex and Type of Paralysis 


Type of Paralysis 





Per Cent Distribution 



%ot 

Age 

Sex 

Non- 

paralytic Bulbar 

Spinal 

Deaths 

Total 

Total 

No. 

for 

Sex 

3-4 

51 

22.2 

11.1 

55 .G 

11.1 

100 

9 

8.3 


F 

8.3 

25.0 

58.4 

8.3 

100 

12 

13.1 

5-9 

M 

42.1 

13.2 

44.7 

0.0 

100 

38 

35.2 


F 

44.9 

3.4 

4S.3 

3.4 

100 

29 

31.5 

10-19 

M 

29.7 

8.1 

48.7 

13.5 

100 

37 

34.3 


F 

.40.0 

5.0 

45.0 

10.0 

100 

20 

21.7 

20 and 

M 

10.2 

7.7 

38.5 

34 .G 

100 

24 

o*> 0 

over 

F 

12.9 

G.5 

G4.5 

1G.1 

100 

31 

33.7 

To tut 

51 

31.5 

10.2 

44.4 

13.9 

100 

108 

100 


F 

28.3 

7.G 

54.3 

9.8 

100 

92 

100 


Both 

30.0 

9.0 

49.0 

12.0 

100 

200 



Sexes 

The physical activities of the patients were rated by 
one of us (F. B. L.) who, in order to exclude bias, was 
deliberately kept uninformed of the extent of their 
paralysis at the time of rating. In rating the cases, both 
the type and duration of activity were considered. 

MUSCLE GRADINGS 

Since the evaluation of the extent of paralysis de¬ 
pends on the skill of the observer, and since the paral¬ 
ysis itself varies with time, an attempt was made to 
have all of the patients muscle-graded by trained phys¬ 
iotherapists approximately six months after the onset 
of illness. Actually, all of the cases presented here were 
graded between five and one-half and seven months 
after onset. Between the extremes of this period, little 


5. Lenhard, R. E.: Prognosis in Poliomyelitis, J. Bone & Joint Surg. 

S3-A: 71-79 (Jan.) 1950. „ , . 

6. Bahtke, A. M„ and Perkins, J. E,: The Treatment of Preparalytic 
Poliomyelitis with Gamma Globulin, J, A. M. A. 120: 1146-1150 (Dec. 
22) 1945. 


All of the gradings were tabulated on standard forms 
for muscle grading used routinely by the New York 
State Department of Health. These forms are the same 
as those used by the National Foundation for Infantile 
Paralysis and list 134 muscles or muscle groups. These 
134 were condensed to 82, on the bases of spinal nerve 
innervation and the ability of the physiotherapist to 
distinguish accurately the functioning of different 
muscles, using the method of Bahlke and Perkins. 6 
Each muscle or muscle group has a value ranging from 
zero to five. Zero represents total paralysis; and five 
normal function. Therefore, a nonparalytic patient is 
given a score of 410 (5 X 82). Under the heading 
“severe paralysis” are listed deaths and scores ranging 
up to 339. “Moderate paralysis” includes ratings from 
304 to 389; and “light or none,” ratings from 390 


to 410. 


RESULTS 


There was found no correlation between the severity 
of paralysis and the activity in the three days preceding 
the onset of illness; nor did activity in the three days 
before the onset of the meningeal stage seem to influence 
subsequent paralysis. The bulbar cases were too few 
to permit conclusions to be drawn. 


Table 3B._ Per Cent Light or No Paralysis by Age and Maxi¬ 

mum Activity on Day of Onset of the Meningeal Stage 


Maximum Activit y on Day of Onset 

Bed Rest 


Age 

3* 9.. 

10-24. 

25-49. 

Total... 


Heavy 

.Normal 


Light 

_A--- x 

~~ 


f 

% Light 

Total 

or No 

Total 

or No 

No. 

paralysis 

No. 

Paralysis 

20 

70.0 

20 

G5.0 

31 

67.7 

12 

83.3 

20 

23.1 

7 

71.4 


_— 

~ 

—— 

77 

53.2 

39 

71.8 


Total 

No. 

33 

0*2 

*7 


% Light 
or No 
Paralysis 
SJ.G 

59.1 

57.1 

71.0 


f JExeludes bulbar cases. 


Table 3 A describes for each age group the maximum 
activity on the day of onset of the meningeal stage and 

he resulting paralysis. ,■ 

Table 3 B shows for each age group the per cent which 
,ad light or no paralysis, according to the maximum 
ctivity on the day of onset of the meningeal stage. The 
ata for Table 3 B are taken from Table 3 A. 
















Vol. 146, No. 9 


POLIOMYELITIS—ALBRECHT AND LOCKE 


771 


There is no statistically significant relationship be¬ 
tween severity of exercise and severity of paralysis, 
except in adults.' 

Data concerning the maximum activity in the first 
three days of the meningeal stage are not presented. 
They are practically identical with those shown in 
Table 3 A. 

Table 4 describes the maximum activity on the day 
of onset of the meningeal stage of those who died. Ten 
out of 24 deaths- occurred in patients with restricted 
activity. 

Only five patients had heavy exercise on the day of 
onset of the meningeal phase or thereafter. Their ages 
ranged-from 17 to 41. Of the five, one died, three were 
severely paralyzed, and one had no paralysis. 

Table 5 describes paralysis in individuals according 
to their handedness. Only 80 patients were studied in 
this regard. Data on 50 are presented here; 27 others 
were nonparalytic and 3 died. 

Table 4. —Deaths by Age, ant! Maximum Activity on Day of 
Onset of the Meningeal Stage* 

Maximum Activity 


Age Heavy Normal Light Bed 

3- 9. 1 1 1 

10-24. 4 2 3 

25-49. 1 8 1 2 

Total. 1 13 4 G 


* Including four bulbar deaths: two patients had normal exercise; 
one, light; and one, bed rest. 


Table 5. — Handedness and Site of Paralysis 


Handedness 

Leit. 

Right. 


Left Side Right Side 
More More 

Paralyzed Paralyzed Both Sides 
than than Equally 

Right Side Left Side Paralyzed 

0 2 3 

7 9 29 


Horstmann * showed that right-handed individuals 
tend to have more right-sided paralysis; and left- 
handed, more left-sided paralysis. No such trend is seen 
in this table; but the number of patients, especially left- 
handed, is too small to permit definite conclusion. 


COMMENT 

Russell 2 stated: “Complete physical rest in bed from 
the onset of the preparalytic stage greatly reduces the 
danger of severe paralysis. Severe physical activity at this 
stage is almost suicidal, while the continuance of ever 
average physical activity is dangerous.” 

Our data do not support this view. There was no indi¬ 
cation in children that a severe outcome was due to ac¬ 
tivity shortly before the onset of the illness, or at any 
time uring illness. In adults, severe paralysis was more 
common in those who continued their activity after the 
onset o t e meningeal stage than in those who were ir 
, e urmg this period. The difference in the aduli 
groups is statistically significant. However, deaths anc 
se\ere rest ual paralysis in adults could not be entirely 

attributed to their activity at this period. 

mce adults are more apt than children to continue 
cir routine when ill, it must be determined whether the 


severity of paralysis of adults is due to their activity or to 
their age. Our data indicate that age is an important 
factor and that adults, irrespective of their activity, are 
more severely affected than children. 

Certainly many factors affect the prognosis of polio¬ 
myelitis. The previous authors did not claim that severe 
paralysis was due in all cases to excessive activity, or 
that bed rest protected at all times from moderate or 
worse paralysis. They show many cases to the contrary. 
One factor affecting prognosis is age. Other factors, ill 
defined, may be the nature of the virus, previous experi¬ 
ence with it, the size of the infecting dose and consti¬ 
tutional factors. 

It should be noted that our patients were examined 
five and one-half to seven months after onset; Russell's, 
in convalescence; Hargreaves’, after three months’ treat¬ 
ment; Horstmann’s, two to three months or more after 
onset. 

Russell and Horstmann did not indicate precisely 
when their patients were examined. Because the rate of 
recovery of muscle function is more rapid at first, it is 
especially important early in convalescence to examine 
all of the patients at relatively the same time. If this is 
not done, a difference in the degree of paralysis noted 
can result merely from a difference in the time of exami¬ 
nation. 

The epidemic we studied consisted of patients re¬ 
ported by experienced physicians to have poliomyelitis. 
The age and sex distribution and the proportion of 
deaths and paralytic cases were those of the usual polio¬ 
myelitis epidemic in this state. In this outbreak, the 
deaths and the cases of severe residual paralysis could 
not be substantially attributed to the degree of activity 
of the patient,, either shortly before his illness or at any 
time during it. Parenthetically, the fact that there were 
only five instances of heavy exertion in the meningeal 
stage was not reflected in an epidemic of unusual 
mildness. 

SUMMARY AND CONCLUSIONS 

1. Two hundred patients from the 1949 poliomyelitis 
epidemic in Nassau County, New York, were studied 
concerning their physical activity from three days before 
to a number of days after the onset of illness, and the de¬ 
gree of residual paralysis five and one-half to seven 
months after onset. 

2. Deaths and severe paralysis in children are not 
related to the degree of physical activity either shortly 
before the onset of illness or at any time during the illness. 

3. Deaths and severe paralysis in adults may be attrib¬ 
uted in part to the degree of physical activity in the 
meningeal stage. 

4. Age is a major factor in the prognosis of polio¬ 
myelitis. Adults, irrespective of activity, are more se¬ 
verely affected than children. 

5. Factors other than age and activity are of major 
importance in the prognosis of poliomyelitis. 

39 Columbia St. 


7. Jn the age group 25-49, a four-fold table combining severe and 
moderate paralysis, and light and bed activity, has a Chi Square of 
6.6 (P = .01). 
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EFFECT OF TRANSPORTATION ON SEVERITY OF ACUTE POLIOMYELITIS 

M. Bernard Brahdy, M.D., Mount Vernon, N. Y. 

and 

Selig H. Katz, M.D., New York 


Often poliomyelitis develops in adults and children in 
communities where there are no hospitals or where the 
nearby hospitals are not equipped for their care. Many 
of these patients are transported long distances to hos¬ 
pitals especially equipped and staffed for the treatment 
of poliomyelitis. For the past two decades we have had 
the impression that the disease was severer in patients 
who were transported long distances. To determine 
whether this impression was correct, we reviewed the 
case records of patients admitted to the Willard Parker 
Hospital during the poliomyelitis epidemic of 1949. 

BASES OF ANALYSIS 

The diagnosis of poliomyelitis was made on accepted 
criteria: namely, characteristic changes in the spinal fluid 
in conjunction with either stiffness of the neck and back 
muscles or the presence of weakness or paralysis. We 
determined the community in which each patient became 
ill with symptoms referable to the central nervous sys¬ 
tem. This was done by reference to the history given on 
admission and by interviewing most of the patients old 
enough to give satisfactory information. These data were 
checked with the records of the New York City Health 
Department. 1 

For the purpose of analysis, patients admitted to the 
Willard Parker Hospital were divided into groups of 
local patients and transported patients. Most of the local 
patients came from the borough of Manhattan, in which 
Willard Parker Hospital is located, and the adjacent 
borough of the Bronx. Only a few came from Brooklyn 
or Queens, because these boroughs had facilities for the 
care of patients with poliomyelitis. Those coming from 
beyond this area were classified as transported patients. 
Of course, local patients were also transported to the 
hospital, but only relatively short distances. 

Many New Yorkers leave the city some time during 
the summer or early autumn and thus become potential 
candidates for our group of transported patients. For 
that reason we limited our analysis to this time of the 
year, when a significant number of both local and trans¬ 
ported patients were hospitalized. We included all pa¬ 
tients with poliomyelitis admitted to the hospital from 
June 13 (the date of the first admission of a patient with 
poliomyelitis in 1949) to Oct. 31, 1949. 

We had difficulty in establishing criteria of severity of 
the disease for the purpose of comparing one patient 
with another. Does transient paralysis of all extremities 
indicate a more serious illness than permanent paralysis 
of one deltoid muscle? Is a paralysis of the facial muscles 


From the Willard Parker Hospital, New York City. 

Read before the New York Pediatric Society, March 1, 1950, New 
York. 

1 . Medical inspectors of the Department of Health collected detailed 
information on ail patients with poliomyelitis in New York City. Dr. 
Morris Greenberg, Director, Bureau of Preventable Diseases, New York 
City Department of Health, granted permission to review the collected 


data pertaining to our patients. 

2. X a = 0.017, standard value 90 per cent = 0.0158. The difference 
between the two groups is such as might occur by chance in about 9 out 
of 10 instances. 


worse than paralysis of an anterior tibial muscle? To 
obviate this difficulty we used a definite end point as a 
criterion of severity; namely, the survival or death of the 
patient. To determine the immediate effect of transpor¬ 
tation, we also noted whether death occurred within 24 
hours after admission to the hospital 

MATERIAL 

During the 20 week period from June 13 to October 31, a 
total of 493 patients with poliomyelitis were admitted to the 
hospital. There were 380 local patients and 113 transported 
patients. The average distance traveled by the local patients was 
seven miles; the average distance traveled by the transported 
patients was 85 miles; the median distance was 70 miles. 

The distribution of the patients by sex was similar in the lira 
groups. There were 228 males and 152 females in the local grit ip 
and 67 males and 46 females in the transported group.- 

Table l. — Age Distribution of 380 Local Patients and 113 
Transported Patients Admitted to the Willard Parker 
Hospital from June to November 1949 


Local Transported 

Patients Patients 


Age Group, 

Years 

' No. 

-A 

% 

t - 

No. 

j-, 

% 

0- i. 


25.7 

22 

19.5 

5- 9 . 


29.3 

41 

33.1 

1014. 


20.4 

31 

27.4 

15*19. 


8.0 

7 

6.3 

Over 20. 


1G.0 

9 

8.1 


— 

—.— 

— 

— 

Total. 

. 380 

100.0 

113 

100.0 


Table 2. — Duration of Illness Before Admission to 
Willard Parker Hospital 

Duration of 
Illness, 
Days 

Local patients 

Ail . 33 

All dying. 3 7 

All dying within 24 hours. 30 

Transported patients 

All... 34 

All dying. 3,4 

All dying within 24 hours. 3.5 

The age distribution of the patients in the two groups is shown 
in table 1. The transported group had a greater percentage of 
oatients between 5 and 14 years than the local group. This is to 
ite expected, because in the New York area many children in 
his age span are sent to camps or taken to vacation resorts for 
he summer. It will be shown later that the difference in age dis- 
ribution did not affect the comparability of the two groups. 

The averages of the duration of the illnesses in the local group 
,nd the transported group are tabulated in table 2. From the 
ime of onset of meningeal symptoms to the time of admission 
o the Willard Parker Hospital, the average duration of the lll- 
less was practically the same in the two groups. The average 
luration of the illness before admission in all patients who died 
vas 3.7 days for the local patients and 3.4 days for the trans- 
jorted patients. The average duration of the illness in the patients 
vho died within 24 hours after admission was three days for 
he local group-and 3.5 days for the transported group. 

To determine whether the more seriously ill patients were 
elected for transportation at the time the original diagnosis o 
loliomyelitis was made, information was requested from a 
lany as possible of the doctors who saw the patienU at the 
nset of their illness. Satisfactory data were obtamed for 66 of 
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the 113 transported patients. Twenty-six came from an area 
where there was a small contagious disease hospital. Most of 
the seriously »U patients (those with bulbar symptoms) and the 
nonparalytic patients were kept in this hospital. The patients 
with the following types were sent to the Willard Parker Hos¬ 
pital- nonparalytic 2, spinal 19, bulbospinal 2 and bulbar 3. The 
percentage of all the patients with bulbar involvement ra this 
group is 19, which is less than in our total group (table 3). Six 
other patients came from orphanages and were transferred to us 

Table 3.—Final Diagnosis for Local and for 


Transported Patients 




Local 

Transported 


Patients 

Patients 

Types of Poliomyelitis 

A 

No. % 

. No. 

% 

Nonparalytic... 

125 33 

22 

20 


177 46 

54 

48 

Bulbospinal. 

38 10 

23 

20 

Bulbar and encephalitic. 

40 11 

14 

12 

Total. 

... 380 100 

113 

100 


as soon as the diagnosis was made. The rest of our patients were 
on vacation in small communities where local facilities for their 
care were not adequate. The physicians sent their patients to 
the hospitals nearest the city of the patient’s residence as soon 
as the diagnosis was made. From the information obtained there 
is no evidence to indicate that the more seriously ill patients 
were selected for transportation. 

The final diagnosis for each patient was classified as either 
nonparalytic, spinal, bulbar, bulbospinal or encephalitic polio¬ 
myelitis. The final diagnosis was made when the patient was 
discharged from the hospital or after several weeks of hospitali¬ 
zation. For the transported patient the diagnosis would reflect 
changes in the course or progression of the disease, including 
those due to transportation. In table 3 the two groups of patients 
are tabulated according to the final diagnosis, except that the 
bulbar and encephalitic types are combined. The percentage in¬ 
cidence of patients with the spinal type was approximately the 
same in each group. The transported group had a higher inci¬ 
dence of patients with the bulbospinal type and a lower incidence 
of patients with the nonparalytic type. 

The patients with paralytic and encephalitic involvements 
were observed in the hospital for one to six months. Thirty- 
eight patients died during this time. Most deaths from polio¬ 
myelitis occur within two weeks after the onset of the illness. 
Thirty-five of our 38 deaths occurred within two weeks. One of 
the remaining three deaths occurred after 17 days, another after 
37 days and the third after 120 days. It has been our experience 
that some patients who receive respirator treatment die from 
massive atelectasis following an infection of the upper respira- 


cant. However, it seemed advisable to analyze the death 
rate on a different basis. The nonparalytic and the spinal 
types of cases contribute little to the fatality rate. There¬ 
fore, these were excluded and only those patients with 
bulbar or encephalitic involvement were used in calcu¬ 
lating the fatality rate.- 1 All the deaths, except one in each 
group, were of patients with bulbar or encephalitic in¬ 
volvement. There were 78 such patients, with 19 fatali¬ 
ties in the local group, giving a fatality of 24.4 per cent. 
In the transported group there were 37 patients, with 17 
fatalities, giving a case fatality rate of 46 per cent (table 
4). The difference of 21.6 per cent is statistically sig¬ 
nificant. 5 

In the discussion of the age distribution of our pa¬ 
tients, it was noted that there was a predominance of 
patients between 5 and 14 years of age in the transported 
group (table 1). To determine whether this difference 
in the age distribution in our two groups favored a higher 

Table 5 _ Distribution and Fatality Rates by Age Group of 

2,446 Patients with Poliomyelitis in New York City in 1949 


Patients Fatality 

Age Group, r~ -——---y Bate, 

Years Number Per Cent Per Cent 

0- 4. 718 29.3 4.2 

5- a . m 32.1 o.i 

ltPU . 435 17.0 5.3 

15-19. ‘102 8.3 17.3 

Over 20.,. 327 13.4 13.5 

Total. 2,446 100.0 7.3 


Table 6. —Expected Deaths and Fatality Rates in Local and 
Transported Patients Obtained by Applying Age Specific 
Case Rates of New York City {or 1949 


Local Transported 

Patients Patients 

- a — _ . — __ 


Age 

Group, 


No. of 
Expected 


No. of 
Expected 

Years 

No. 

Deaths 

No. 

Heaths 

0- 4. 

07 

4.07 

22 

0.92 

5- 0 . 

.. Ill 

6.77 

44 

2 .63 

30-14. 

18 

4-33 

31 

3.64 

35-39. 

33 

5.71 

7 

1.21 

OveT 20 ... 

61 

8.24 

9 

1.22 

Total. 

.. 3S0 

28.9 

113 

7.7 

Expected case fatality rate.... 


7.6% 


6 . 8 % 


Table 4.—-Fatality Rates in Local and Transported Groups 
Calculated on Basis oj All Patients and Also on Basis of 
Patients with Bulbar and Encephalitic Involvement 

Number Number Rate oi 
of of Fatality, 
Patients Deaths Per Cent 


All patients 

Local. 380 20 5.3 

Transported... 113 18 16.0 

Patients with bulbar and encephalitic 
involvement 

L°col . 78 19 24.4 

Transported. 37 17 4$0 


tory tract contracted after discharge from the hospital. 3 How¬ 
ever, transportation during the acute stage of the disease would 
have litlie bearing on such fatalities. 

ANALYSIS 

Among the 380 local patienis there were 20 deaths, 
a case fatality rate of 5.3 per cent. Among the 113 trans¬ 
ported patients there were 18 deaths, a case fatality of 
16 per cent (table 4). A fatality rate that is three times 
greater tn one group than in another, is obviously signifi¬ 


fatality rate in the transported patients, we applied the 
age-specific case fatality rates for the entire city of New 
York in 1949 (table 5)° to each of our age groups 
(table 1). This gives the expected number of deaths for 
each age group and the expected total case fatality rate 
(table 6). The expected case fatality rate by this calcu¬ 
lation is higher in the local group, whereas actually it 
was higher in the transported group. Therefore the differ¬ 
ence in age distribution did not favor the higher fatality 
rate which occurred in our transported patients. 

During the first 24 hours after admission to the hos¬ 
pital, four local patients died (20 per cent of the 20 
fatalities in this group). During the first 24 hours, nine 


J. uranay M. B., and Lenarsky, M.: Respiratory Failure in Acute 
Epidemic Poliomyelitis, i, Pediat. 8 : 420 (April) 1936. 

*• 7be suggestion for such an analysis was made by Mr. H. H. Marks, 
Manager,^Statistical Bureau, Metropolitan Lite Insurance Company. 

7 « slimd:lrd deviation 2 per cent = 5.412. The possibility 
'rt, 5 'h Ct ' nc * resuM - < * t c| tnnce-is no greater than two in 100 . 
, ' 5( rc n $. erE ’ M-; Siegel, M., and Magee, M. C.: Poliomyelitis in 
New York City in 1949, N. Y. State J. Med. 50; 1119 (May 1) 19S0 
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of the transported patients died (50 per cent of the 18 
fatalities in this group). The difference is statistically 
significant. 7 

COMMENT 

The local group and the transported group were found 
sufficiently similar to permit evaluation of the factor of 
transportation. The groups were analyzed on the basis of 
age and sex distribution, the duration of the illness before 
admission to the Willard Parker Hospital and informa¬ 
tion obtained from physicians referring the patients to 
the hospital. It would have been desirable to compare 
the two groups according to the type or extent of involve¬ 
ment present when the diagnosis was first made. How¬ 
ever, sufficient information was not available for the 
transported patients. 

The fatality rate was calculated first on the basis of 
all patients in each group. The patients who were trans¬ 
ported long distances had a fatality rate three times that 
of the local patients. 

Then the fatality rate was calculated for those patients 
who had bulbar or encephalitic involvement, according 
to the final diagnosis made in the hospital. On this basis 
the fatality rate in the transported group was almost 
twice that in the local group. 

The final analysis was of the deaths occurring soon 
after the patients were admitted to the hospital. The 
average duration of the illness in the patients who died 
within 24 hours after admission was practically the same 
in both groups (table 2). Therefore, this time factor 
did not affect the fatality rate in the first 24 hours. It 

7. X 3 = 3.788, standard value of 5 per cent = 3.841. The possibility 
that this difference occurred by chance is no greater than approximately 
1 in 20. 

8 . Russell, W. R.: Poliomyelitis: The Early Paralytic Stage and the 
Effect of Physical Activity on the Severity of the Paralysis, Brit. M. J. 
2: 1203 (Dec. 27) 1947. 
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Paralytic Stage, Brit. M. J. 2: 1021 (Dec. 11) 1948. 

10. Horstmann, D. M.: Acute Poliomyelitis: Relation of Physical Activity 
at the Time of Onset to the Course of the Disease, J. A. M. A. 142: 
236 (Jan. 28) 1950. 
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seems likely that the greater mortality in the transported 
group, occurring shortly after admission to the hospital, 
is due to the long trip during the acute stage. 

The harmful effect of physical activity on the severity 
of poliomyelitis was shown by Russell 8 and by Har¬ 
greaves. 0 Russell questioned 44 patients old enough to 
fix the time of onset of meningeal symptoms and the 
amount of physical activity, work or play, during the 
early days of their illness. He found that the amount 
of physical activity after the onset of meningeal symp¬ 
toms bore a direct relation to the degree of muscle 
paralysis. Hargreaves in a similar analysis of 30 cases 
confirmed the conclusions of Russell. Hargreaves also 
showed that the maximum exertion in one day after the 
onset of meningeal symptoms had a more deleterious 
effect on the prognosis of poliomyelitis than the aggre¬ 
gate of physical activity during the entire period before 
hospitalization. Recently, Horstmann, 10 in an intensive 
study of 411 cases from three epidemic areas in this 
country, confirmed the conclusions of Russell and Har¬ 
greaves. Our experience based on fatality rates indicates 
that long transportation also has a deleterious effect. 

Whether the treatment of patients during the acute 
stage of poliomyelitis should be decentralized or whether 
the methods of transportation should be improved re¬ 
quires further study. 

. SUMMARY 

Fatality rates are recorded for a group of patients with 
poliomyelitis who were transported to the hospital over 
long distances and for a comparable group of patients 
who were transported short distances. In the same groups 
the deaths which occurred within 24 hours after admis¬ 
sion to the hospital are recorded. All patients with polio¬ 
myelitis admitted to the Willard Parker Hospital between 
June 13 and . Oct. 31, 1949 are included. The results 
indicate that transportation over long distances may be 
harmful to a patient in the acute stage of poliomyelitis. 

345 Gramatan Avenue—7 West 71st Street. 


SHOULDER-HAND SYNDROME FOLLOWING MYOCARDIAL INFARCTION 


TREATMENT BY PROCAINE BLOCK OF THE STELLATE GANGLION 


Daniel M. Swan, M.D. 
and 

John M. McGowan, M.D„ Quincy, Mass. 


Reflex dystrophy of the upper extremity, often pro¬ 
ducing serious disability, has been receiving increased 
attention in recent years. Although the syndrome is 
due to many different causes, the underlying neuro¬ 
vascular mechanism is probably the same. This paper 
is concerned with a description of a technic for procaine 
block of the stellate ganglion using the anterior approach 
and the results obtained in treatment of the shoulder- 
hand syndrome following myocardial infarction. 

Many cardiologists and other clinicians from Osier 1 
on have noted the onset of a painful disability of the 
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mlder or hand or both following myocardial mfarc- 
n or long-standing angina pectoris. Libman 2 noted 
; frequent coexistence of painful shoulder and angina 
;toris, but he erroneously attributed the pain to “sub- 
•omial bursitis.” Ernstene and Kinell, 3 in a study ot 
3 cases of myocardial infarction, found the occur- 
ice of persistent shoulder pain in 17, and in six ot 
se there was involvement of the hand. In 1J4J, 
mson 4 published a study of trophic hand changes 
39 of 178 consecutive cases of myocardial infarction, 
which he suggested the name “post-infarctional 
srodactylia.” In 34 of these cases there was. also 

mlder pain and disability. ,: i 

The signs and symptoms of the postmyocardia 
Action type of the shoulder-hand syndrome are not 
rifle and resemble those of sympathetic disturbances 
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due to other causes. Steinbrocker and associates 5 list 
the causes of reflex dystrophy of the upper extremity as 
observed in 42 cases, in the following order of fre¬ 
quency: (1) idiopathic, (2) postmyocardial infarction, 
(3) post-traumatic, (4) posthemiplegic, (5) post¬ 
herpetic, (6) diffuse vasculitis, (7) cervical osteo¬ 
arthritis, (8) panniculitis and (9) gonorrheal arthritis. 
The mechanism is considered to be one of reflex neuro¬ 
vascular dystrophy, in which the vasomotor and trophic 
symptoms presumably result from reflex stimulation of 
the sympathetic nerve supply. Steinbrocker, Spitzer 
and Friedman 5 state: 

The afferent stimuli may be assumed to arise in a general 
way from a focus of physiologic irritation or from a local, 
injured area in the extremity, the heart, the cortex, etc.—any 
site of external or internal disturbance or violence to tis¬ 
sue, , , , Following a myocardial infarction for example, 

afferent stimuli traverse the cardiac nerves to enter the cord 
at levels Ti-Tr. These new and profound stimuli strongly 
•activate the internuncial pool in that-area of the cord. The 
disturbance spreads upward with effects on the anterior horn 
cells, causing disability of the shoulder muscles. It travels 
downward to involve the sympathetic neurones of the lateral 
horn cells innervating the upper extremity. 

The clinical course of this syndrome is divided into 
three stages, which may vary widely in individual cases 
in duration and symptomatology. The first stage is 
characterized by painful shoulder disability and stiff¬ 
ness, swelling and pain of the fingers and hand. This 
usually lasts three to six months. The second stage, 
which has about the same duration, is characterized by 
disappearance of the shoulder pain and swelling of the 
hand. However, stiffness and flexion deformity of the 
fingers increase, and there may be atrophy of hand 
muscles and subcutaneous tissues. Roentgenograms 
reveal osteoporosis of the hand bones. The third stage 
may continue for months or lead to irreversible changes. 
Trophic changes in the hand are prominent, and con¬ 
tractures and subluxations may occur. Blood flow in 
the extremity is diminished, and skin temperature drops. 

Treatment of this type of disability in the past con¬ 
sisted primarily of physical therapy, which gave tempo¬ 
rary palliation but had little effect on the progress of 
the disease. High voltage roentgen therapy has been 
reported as relieving the pain but otherwise not influenc¬ 
ing the disability. Interruption of the sympathetic nerve 
pathways has been reported to give by far the best 
results. We have used local block therapy by infil¬ 
trating the stellate ganglion with procaine hydrochloride 
(U. S. P.) by the anterior approach, a procedure which 
has the advantage of necessitating no hospitalization. 
The sympathetic pathways can be permanently inter¬ 
rupted by surgery if benefit from blocks is not sustained. 

It has been shown that in the early stages of the 
shoulder-hand syndrome there is elevated surface tem¬ 
perature and increased blood flow. Why sympathetic 
block should be more successful under these conditions 
t an in the later stages is not clear at present, although 
us success in the later stages, when lowered tempera¬ 
ture and trophic changes are present, is easy to under- 
stand., This form of therapy breaks up the “vicious 
circle which is set up through the internuncial pool 


of active stimuli in the cord, provoked by the primary 
etiological condition, and in the majority of cases 
relieves the pain, muscle spasm and disability. 

METHODS AND TECHNIC 

The method of stellate procaine block used is one 
developed and used by one of us (J. M. M.) over the 
past six years. It has been used in treatment of various 
sympathetic and vascular disturbances such as causal- 
gia, frostbite, thrombophlebitis, Raynaud’s disease and 
cerebrovascular accident. These blocks were generally 
carried out as office and clinic procedures. However, 
it is advisable that one have on hand oxygen that can 
be administered with a B. L. B. mask and bag or some 
similar apparatus, in order that the patient may be kept 



Fig. 1.—General direction in which the needle is inserted through the 
scalenus anticus muscle in order to strike the transverse processes of the 
lower cervical vertebrae. 


on continuous artificial respiration for a period of one 
hour in case some of the procaine finds its way into 
the spinal canal. 

The head is turned away from the side to be treated and is 
hyperex tended. A procaine wheal is raised 1 fingerbreadth 
above the clavicle over the center of the scalenus anticus 


1. Osier, W.: Lcclures on Angina Pectoris and Allied States, Nciv 
York, D. Appleton & Company, 1897, p. 50. 
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muscle just lateral to the clavicular portion of the sterno¬ 
cleidomastoid muscle. The index and middle fingers of the 
left hand are placed one on each side of the scalenus anticus 
muscle (fig. 1). A 24 gage 2 inch (5 cm.) needle is placed 
on a 20 cc, Luer-Lok syringe containing 15 cc. of 1 per cent 
procaine hydrochloride solution. This needle is then inserted 
through the wheal and is pointed in a direction inward and 
downward so as to aim in the general direction of the trans¬ 
verse processes of the lower cervical vertebrae or the neck 
of the first rib. This needle is inserted until it strikes bone 
at a depth of approximately 5 cm. During insertion of this 
needle, a continuous injection of procaine is made in order 
to produce a painless tract along which the second needle 
can be passed without discomfort to the patient. A regular 
19 gage, 3 Vz inch (9 cm.) spinal needle is passed in the same 
general direction until it strikes bone at approximately 5 cm. 
from the skin level. The needle is passed directly through 
the scalenus anticus muscle between the index and the middle 
finger, which still straddle this muscle (fig. 2). The needle 
is directed inward, backward and caudad until it strikes bone. 
The stylet is then withdrawn, and a few moments is spent 
observing the needle for evidence of leakage of spinal fluid. 
If the needle is inserted too far, it is possible that it might 
pass through one of the intervertebral foramens into the spinal 
canal, or occasionally there may be an extension of the 
dura along the spinal nerve roots into which the tip of the 
needle may be inserted. The needle should then be rotated 
180 degrees, and one should again wait for evidence of spinal 
fluid. If none is found or if there is no blood, the needle 
should then be rotated to its original position and an empty 
syringe attached and aspiration made. If no blood or spinal 
fluid is obtained, then one should inject 10 cc. of a 1 per cent 
procaine hydrochloride solution slowly. 



muscle. 


The principle of this technic is based on the fact 
that the sympathetic chain which contains the steliate 
ganglion is closely attached to the prevertebral fascia. 
This fascia, in turn, lies only a very short distance in 
front of the vertebral bodies and transverse processes. 
The injected procaine flows up and down behind the 
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prevertebral fascia and is bound to strike that ganglion 
since it has no other place it can go (fig. 3 ). ° ’ 

The patient should be carefully observed for a 15 
minute period for any evidence of leakage of procaine 
into the spinal canal. After this injection, Horner’s syn¬ 
drome develops—i. e. the pupil constricts, the eyeball 



Fig. 3.—Relationship of the stellate ganglion to the prevertebral muscles 
and prevertebral fascia and the manner in which the procaine solution 
spreads forward to the prevertebral facia, to which the stellate ganglion 
is closely attached. 

recedes into the head, the upper lid droops and there 
is absence of sweating on the right side of the face and 
head. The hand and arm on the treated side also become 
considerably warmer than the opposite extremity. 


RESULTS 

Within 10 minutes after injection of the stellate 
'anglion with procaine, there was complete relief of 
rain in the shoulder and arm and also in one case there 
vas relief of a pain in the precordial region which the 
jatient had complained of constantly. More striking, 
:ven, than the relief of pain was the remarkable return 
>£ function in the muscles of the extremity. Prior to 
reatment, these patients were unable to use the involved 
sxtremity. The muscles were in a chronic state of 
pasm. This spasm was so severe that it was very diffi- 
:ult for the patient to raise the arm, move the elbow 
sr open and close the hand. The spasm was different 
rom that which is observed in muscles in other condi- 
ions in that the patient could move the muscles but 
vith’a great deal of difficulty, like the stretching of 
ome inert semielastic plastic substance. After the pro- 
nine block of the stellate ganglion, each patient was 
hie to open and close the hand with facility and also 
nove the arm at the shoulder and elbow. One of .these 
mtients had been unable to raise his hand off the bed 
or three months. Ten minutes after the first procaine 
dock, he was able to move the hand and arm with a 
emarkable degree of facility, and after the third injec- 
ion he was able to return to his work, which involved 
be handling of precision instruments, a task that ne 
lad not been able to do for nearly a year- . . 

Another patient was more impressed with the rel 
if stiffness of the hands than with the relief of pain. 
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Whenever he tried to open and close his hand, it 
appeared as if there was a pronounced stiffness in the 
joints of the fingers. On closer observation, it was 
determined that his stiffness was due to an inability of 
the muscles to relax. After the first treatment the 
patient was able to open and close the hand in a normal 
manner. 

REPORT OF CASES 

C ASE i._Mrs. J. T., a 56 year old housewife, in March 

1948 had an episode of severe chest pain and dyspnea, after 
which she was hospitalized for five weeks. Soon after dis¬ 
charge, she began to notice pain and stiffness in the left hand, 
arm and shoulder and also sharp pain radiating across the left 
upper part of the chest and to the left scapula and neck, 
not related to exertion. When she was seen in November 

1948, these symptoms were persistent and marked. On exam¬ 
ination there was pain on motion and limitation of flexion of 
the fingers of the left hand. The deep reflexes were equal and 
active. An electrocardiogram was consistent with coronary 
artery disease with old anterior myocardial infarction. She 
received three left stellate ganglion blocks over a period of 
one month, each of which was followed by Horner’s syn¬ 
drome, increased warmth, increased mobility and relief of 
pain in the left hand and shoulder. There was also relief 
of the chest pain. The swelling of the fingers receded. At the 
time of this writing (January 1950), almost two years later, 
there is continued relief from pain and markedly improved 
mobility of the shoulder and flexibility of the fingers. An 
excerpt from a letter in reply to a follow-up note reads as 
follows: “Dec. 29, 1949. I am grateful to you for your 
interest in my case and for the relief from pain that your 
treatments have brought me. Since the last one, on Jan. 4, 

1949, the pain in the left shoulder gradually decreased until 
June. I was able to move my arm around to my back. Now 
I have complete freedom of action of my arm without pain. 
The swelling of the left hand went down very soon after 
treatment, and the redness and pain in the knuckles have greatly 
diminished. My right hand also benefited. A year ago both 
hands were painful and stiff, but now I can close them with 
a minimum of pain.” 

Case 2.—H. C., a 63 year old retired Navy petty officer, 
in July 1948 had an attack of prolonged substernal pain and 
dyspnea while building a house. An electrocardiogram was 
consistent with a recent coronary thrombosis with anterior 
myocardial infarction. He was kept in bed for four weeks. 
Eight weeks after the attack he began to notice pain and dis¬ 
ability in the right shoulder and hand. On examination there 
were limitation of abduction and pain on motion of the right 
shoulder, the patient being unable to put on a coat without 
assistance. There was limitation of both flexion and exten¬ 
sion of the fingers of the right hand but no swelling or 
color changes. There were no reflex changes. These symp¬ 
toms and signs persisted, and in December 1948 he received 
threg right stellate ganglion blocks at weekly intervals. After 
these, there were definite relief of pain and increased mobility 
in the right shoulder and fingers, although he continued to 
complain of occasional mild aching and stiffness of the fingers 
until his death, from recurrent coronary thrombosis, in 
November 1949. 

Case 3. J. A. P., a 61 year old factory worker, was hos¬ 
pitalized on April 12, 1948, because of prolonged substernal 
pain. There was a preceding eight year history of exertional 
angina pectoris relieved by glyceryl trinitrate. An electro¬ 
cardiogram was interpreted as indicating a coronary throm¬ 
bosis with recent anterior myocardial infarction. His course 
was uneventful for three weeks, when he noted the onset of 
pain and stiffness in the right wrist and shoulder. This was 


followed by pain, erythema and swelling of the fingers and 
dorsum of the right hand; the pain was severe and required 
narcotics for control. The swelling and pain gradually sub- 
> sided but on discharge on June 1, the patient had marked 
limitation of abduction of the shoulder and of flexion of the 
fingers. He returned to work in October but was unable 
to perform his previous duties because of right shoulder and 
hand disability. In December he noted the onset of painful 
disability of the left shoulder and left hand. He was hospi¬ 
talized again, in January 1949, because of recurrent sub¬ 
sternal pain. An electrocardiogram suggested an old anterior 
myocardial infarction. Examination revealed painful limita¬ 
tion of motion of both shoulders, the patient being unable to 
raise either arm more than 30 degrees while recumbent. 
There was limitation of flexion of the fingers of both hands. 
Roentgenograms revealed deossification about the right 
shoulder girdle, most marked irt the head of the humerus, 
and about the articular surfaces of the carpals, metacarpals 
and phalanges of the right hand. He received four stellate 
ganglion blocks on the left and one on the right and was 
discharged with increased mobility and relief of pain in both 
hands and shoulders. He returned to work in June 1949 and 
at that time was able to raise both arms vertically over his 
head and to clench his fists satisfactorily. 

SUMMARY AND CONCLUSIONS 

1. The shoulder-hand syndrome occurs in approxi¬ 
mately 10 to 20 per cent of cases of myocardial 
infarction. The degree of disability reported has been 
variable: in some cases it has been described as minor; 
in other cases it has been extremely severe, leading to 
serious incapacity and inability of the patient to perform 
useful work. 

2. Formerly, treatment recommended for this con¬ 
dition included physical therapy, roentgen treatments, 
ganglionectomy and periarterial sympathectomy. A 
sufficient number of cases of procaine block of the stel¬ 
late ganglion have been reported in the literature to 
indicate the beneficial results of this treatment. 

3. In this paper we have reported the results of 
treatment of a series of patients with shoulder-hand 
syndrome by stellate block with procaine hydrochloride 
by the anterior approach. This method is considered 
to be fairly simple and is consistently successful when 
employed with a reasonable amount of skill. The results 
have been excellent in every case. 


The Need for Malaria Control.—Malaria still ranks high in 
the list of man’s afflictions and it remains a crippling reality to 
vast numbers of people in warmer lands. As we become more 
and more involved in such areas, through military and “Point 
Four" activities, we may expect the importance of overseas 
malaria to become clearer. We shall also have to be watchful 
against imported malaria and its possible spread in the United 
States for many years to come. There was very little spread 
in this country of the malaria contracted overseas in World War 
II because we were so well prepared to prevent it. But one should 
not assume, as too many do, that DDT has solved all the 
problems, and that it is illogical for scientists to pay more atten¬ 
tion to this disease, needless for sanitary engineers to have 
further concern over adjusting the environment to prevent 
anopheline breeding, and wasteful for administrators to budget 
funds for malaria studies. Paul F. Russell, M.D., Malaria and 
Society, Journal oj the National Malaria Society, March 1951. 
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IMPORTANCE OF BRONCHIAL INVOLVEMENT IN PRIMARY 
TUBERCULOSIS OF CHILDHOOD 


Herman I. Laff, M.D., Allan Hurst, M.D. 
and 


Arthur Robinson, M.D., Denver 


Recognition of the importance of bronchial affections 
in adult pulmonary tuberculosis has been attained by an 
increased utilization of bronchoscopy during the past two 
decades that has added immeasurably to our knowledge 
of this disease. In the forefront of the contributors to this 
subject have stood American bronchoscopists trained in 
the tradition of Chevalier Jackson. Bronchial involve¬ 
ment in childhood pulmonary tuberculosis is similarly 
important but appears to have received less attention 
among bronchoscopists in this country. 

The foreign literature has been far more replete with 
articles dealing either with exhaustive studies or with iso¬ 
lated case reports than has the American literature. In 
reviewing the Transactions of the American Broncho- 
Esophagological Association we have been able to find 
only one contribution, that of Myerson 1 in 1940. During 
the past five years numerous articles in foreign peri¬ 
odicals have been listed,- with scarcely a reference by 
American authors. The few papers in this country have 
for the most part recorded institutional experiences. 3 

Pediatricians and physicians in private practice have 
apparently been reluctant to subject infants and young 
children with primary tuberculosis to bronchoscopic 
investigations, mainly due to the rigors and dangers still 
associated with this examination. It would also appear 
that the relatively benign and frequently asymptomatic 
character of some of the cases has not directed attention 
to them. By contrast, the hazards of bronchial compres¬ 
sion and perforation by hilar nodes have not often been 
appreciated. It is possible that bronchoscopists have 
also failed to recognize and evaluate the presenting dis¬ 
ease in the small bronchi of infants, especially when the 
examinations were not made with sufficiently adequate 
anesthesia to permit an accurate interpretation. 

Our attention was focused sharply on this problem 
quite by accident when our first patient (case 1) was 
referred to one of us for bronchoscopic examination 
because of symptoms suggestive of foreign body aspira- 
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tion (cough, wheezing and x-ray signs of lobar atelec¬ 
tasis). The caseous masses removed during broncho¬ 
scopic treatment were subsequently proved to be the 
extruded contents of hilar tuberculous nodes that had 
perforated through the bronchial wall. It is unfortunate 
that only a minority of these children manifest signs of 
aspirated foreign body. Otherwise, many now over¬ 
looked would be referred for treatment with the broncho¬ 
scope. 

Since the burden of definitive diagnosis and treatment 
must ultimately fall on the bronchoscopist, a review of 
some of the salient problems of primary pulmonary 
tuberculosis of childhood as it relates to concomitant 
bronchial involvement is in order. Students of this dis¬ 
ease have long been impressed by the variability of 
roentgenologic patterns and by the frequent discrepancy 
between the relatively large amount of pulmonary 
parenchymal involvement as shown by x-ray and the 
paucity of clinical symptoms in many cases. Two roent¬ 
gen patterns in particular have been disturbing: viz., 
the relatively common lobar or wedge-shaped densities 
formerly called epituberculosis and now variously inter¬ 
preted as pneumonitis or atelectasis, and the less com¬ 
mon pattern of obstructive emphysema. On the basis of 
our experience we wish to concur with those who stress 
that these shadows are not primarily infiltrations but ate 
most commonly the result of extrinsic or intrinsic in¬ 
volvement of the bronchi by the tuberculous process. 

In presenting the following cases we are endeavoring 
to give examples of the involvement of the bronchus in 
different types of primary tuberculosis. In our series 
many patients showed roentgen signs of atelectasis, 
emphysema or both. In some where x-ray signs of atelec¬ 
tasis or obstructive emphysema were present the symp¬ 
toms associated with these states, such as cough and 
wheezing, were frequently absent. 


report of cases 

q ase j._M. A. J-, a white girl 19 months old, began to cough 

nd wheeze after having had measles. An x-ray was taken some 
nonths later and a partial atelectasis of the right lower lung 
ield was noted. Because of suspicion of the presence of a foreign 
,ody one of us (H. I. L.) treated her with the bronchoscope and 
ound some inspissated, cheesy particles in the right ™" 
ironchus The atelectasis cleared but reappeared one month 
ter and due to the diagnosis of tuberculosis the patient was 
StS if N«io«.l Jewish Hospital in W-gg 

mphysema of the entire right lung was observed, both clm.ca^y 
nd on roentgenogram. The gastric washings were positive or 
cid fast orsanisms A bronchoscopic examination again revealed 
aasst of cSeouTmaterial in the right main bronchus that were 
soirated with improvement. Two months later with re f u " ene 

tcoSSZ as- "«»*« » " 1” ,”t 
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child showed improvement, but six months later, with the re¬ 
appearance of physical signs, a granulation was found on the 
anterior wall of the right main bronchus immediately over the 
opening of the right middle lobe bronchus. In all, the child has 
been treated with the bronchoscope 10 times and is now clin¬ 
ically well. 

Case 2._C. H., an 8 year old white boy, had symptoms of 

weight loss, night sweats and irritability for three months prior 
to admission. On admission a pneumonic consolidation was noted 
in the right upper lobe. Bronchoscopic examination done a few 
days after admission showed definite caseous material in the right 
upper lobe branch, and after aspirating portions a granulomatous- 
appearing mass was also noted. The aspirated material was 
negative on smear but positive for tubercle bacilli on culture. 
Repeat roentgenography showed distinct clearing of the con¬ 
solidation. 

Case 3. —G. G., a Spanish-American boy 5 years old, became 
ill with signs and symptoms of left upper lobe pneumonia and 
was admitted to National Jewish Hospital some months later. 
The left upper lobe was dense on roentgenogram, and tomo¬ 
grams revealed the left upper lobe bronchus to be completely 
obstructed, ending in a blind pouch. Bronchoscopic examina¬ 
tion disclosed that the opening of the left upper lobe bronchus 
had swollen, rounded margins with edematous mucous mem¬ 
brane. The lumen was plugged by caseous material that was 
found positive on culture. Further bronchoscopic examinations 
resulted in aspiration of a similar substance, and at the last 



Fig. 1 (case I),—Atelectasis of right lower lobe. 


examination the bronchus was narrowed with an inward bulging 
of the posterior wall. There was distinct clearing of the consoli¬ 
dation on roentgenogram. 

Case 4. — J. M., a Spanish-American boy, 10 months old, was 
admitted because of suspected disseminated tuberculosis. Roent¬ 
genogram showed a contracted left lung with shift of the medi¬ 
astinum to that side, and some obstructive process was suspected. 
Although the first bronchoscopic examination was negative, a 
repeat examination done one month later showed the carina 
thickened, the left upper lobe branch orifice the site of a 
granuloma and some caseous material. This was aspirated and 
found negative for tubercle bacilli on smear and culture. Further 
bronchoscopic examinations were negative, and roentgen exami¬ 
nation showed progressive improvement. 

Case 5.—B. L. R,, a Spanish-American girl, 31/2 years old, 
had been hospitalized with a positive chest roentgen finding after 
a contact examination. For almost a year there was no remark¬ 
able change in the lesion in the right lower lung field, and 
bronchoscopic examination was done as a diagnostic procedure. 
Examination showed a fistulous opening surrounded by a 
granuloma in the anterior wall of the right main bronchus near 
the upper lobe orifice. One month later examination with the 
bronchoscope revealed caseous material in the right main bron¬ 
chus positive on culture. There has been progressive clearing 
of the roentgen findings since that time. It should be noted that 
at no time were there the classical symptoms or signs of bron¬ 
chial obstruction. 


COMMENT 

As - suggested by a study of the cases presented, it is 
well to recognize that the consolidations of primary 
tuberculosis are commonly of two types: (1) benign- 
asymptomatic and self-limited, the more frequent va¬ 
riety, and (2) malignant, complicated by progressive 



Fig. 2 (case 1).—Particles of caseous material removed during bron- 
choscopic examination. Corresponding amounts were removed at three 
subsequent examinations. 


tuberculous pneumonitis, not infrequently fatal. The 
roentgen patterns of both varieties may be indistinguish¬ 
able, and indeed there is good evidence that both condi¬ 
tions may have the same pathogenesis. 

Oppenheimer 4 has shown that the majority of in¬ 
stances of tuberculous “pneumonitis” in the younger age 
group are the result of aspiration into the bronchi of 
caseous material. In most cases such material contains 
few viable organisms and many dead ones, and there 
results a resolving type of absorption atelectasis and 
pneumonitis (type 1). Rich claims that whether rupture 
of a caseous lymph node into a bronchus will cause 
progressively fatal disease or the so-called benign type 
depends on the concentration of live tubercle bacilli in 
the caseous material as well as on host resistance. He 
has been able to duplicate both these types of tubercu¬ 
lous disease experimentally in animals. 

In short, the experimental, clinical and pathological 
evidence ail lead to the conclusion that many of the ex¬ 
tensive parenchymal consolidations of primary tubercu¬ 
losis are a combination of absorption collapse and 



■f'b ' w 311 ; ‘>~ A - distinct obstructive emphysema or the Ich luns 
within six weeks; D. normal aeration aflcr aspiration of caseous material® 


tuberculous pneumonitis stemming mostly from bron¬ 
chial obstruction and varying degrees of involvement 
of the bronchial wall. Whether the bronchial obstruction 


Epilutercuiosis null i„ Experimental Studies on the Pathogenesis of 

ptlubcrcufosis Dull. Johns Hopkins Ho,p. 57:2-17, 1935; cited by Rich, 
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IMPORTANCE OF BRONCHIAL INVOLVEMENT IN PRIMARY 
TUBERCULOSIS OF CHILDHOOD 

Herman I. Laff, M.D., Allan Hurst, M.D. 
and 

Arthur Robinson, M.D., Denver 


Recognition of the importance of bronchial affections 
in adult pulmonary tuberculosis has been attained by an 
increased utilization of bronchoscopy during the past two 
decades that has added immeasurably to our knowledge 
of this disease. In the forefront of the contributors to this 
subject have stood American bronchoscopists trained in 
the tradition of Chevalier Jackson. Bronchial involve¬ 
ment in childhood pulmonary tuberculosis is similarly 
important but appears to have received less attention 
among bronchoscopists in this country. 

The foreign literature has been far more replete with 
articles dealing either with exhaustive studies or with iso¬ 
lated case reports than has the American literature. In 
reviewing the Transactions of the American Broncho- 
Esophagological Association we have been able to find 
only one contribution, that of Myerson 1 in 1940. During 
the past five years numerous articles in foreign peri¬ 
odicals have been listed, 2 with scarcely a reference by 
American authors. The few papers in this country have 
for the most part recorded institutional experiences. 3 

Pediatricians and physicians in private practice have 
apparently been reluctant to subject infants and young 
children with primary tuberculosis to bronchoscopic 
investigations, mainly due to the rigors and dangers still 
associated with this examination. It would also appear 
that the relatively benign and frequently asymptomatic 
character of some of the cases has not directed attention 
to them. By contrast, the hazards of bronchial compres¬ 
sion and perforation by hilar nodes have not often been 
appreciated. It is possible that bronchoscopists have 
also failed to recognize and evaluate the presenting dis¬ 
ease in the small bronchi of infants, especially when the 
examinations were not made with sufficiently adequate 
anesthesia to permit an accurate interpretation. 

Our attention was focused sharply on this problem 
quite by accident when our first patient (case 1) was 
referred to one of us for bronchoscopic examination 
because of symptoms suggestive of foreign body aspira- 


From the National Jewish Hospital and the University of Colorado, 
School of Medicine Medical Center, Denver. 

Read before the Section on Laryngology, Otology and Rhinology at 
the Ninety-Ninth Annual Session of the American Medical Association, 
San Francisco, June 28, 1950. 

1. Myerson, M. C.: Bronchoscopy in Tuberculous Children, Trans. 
Am. Bronchoesoph. Assoc. 02:1940. 

2. Valledor, T., and Cantlon, B.: Bronchial Factor and Primary In¬ 
fection; Bronchial Stenosis, its Modalities and Sequels; Atelectasis and 
Infiltrative Forms; Relation to Epituberculosis: Study Based on 63 Cases, 
Rev. cubana pediat., 20: 1, 1948. Valledor, T.; "Bronchiectasis Secondary 
to Primary Infection,” Rev. cubana pediat. 19:264, 1947. Crivellari, C. A., 
and Bandin, J. P.: Partial Atelectatic Syndrome of Left Lung, Probably 
Due to Compression by Node; Case, Rev. Circ. med. argent. 43:3, 1943. 
Steiner P., and Geissberger, M.: Endobronchial Perforation in Hilar Tuber¬ 
culosis with Elimination of Ganglion Sequesters, Schweiz, med. Wchschr. 


73:1232, 1943. Mendoza, R. Garcia, and Manas, R. Meneseo: Ganglio- 
bronchial Perforation with Report of Cases, Rev. tuberc., Habana. 7:18, 
1943. Petinov, A. Y.: Tuberculous Perforation into Tracheobronchial Tree, 
Probl. tuberk., Moskva 10:91, 1940. 

3. ( a ) Myerson. 1 (6) Jones, E. M.; Rafferty, T. N., and Willis, H. S.: 
Primary Tuberculosis, Am. Rev. Tuberc. 46:392, 1943. (c) Jones, E. M.; 
Peck, W. M. f and Willis, H. S.: Bronchiectasis Following Primary Tuber¬ 
culosis, Am. J. Dis. Child. 72:296 (Sept.) 1946. (d) Head, J. R*. and 
Moen, C. W.: Late Non-Tuberculous Complications of Calcified Hilar 
Lymph Nodes, Am. Rev. Tuberc. 60:1, 1949. 


tion (cough, wheezing and x-ray signs of lobar atelec¬ 
tasis). The caseous masses removed during broncho¬ 
scopic treatment were subsequently proved to be the 
extruded contents of hilar tuberculous nodes that had 
perforated through the bronchial wall. It is unfortunate 
that only a minority of these children manifest signs of 
aspirated foreign body. Otherwise, many now over¬ 
looked would be referred for treatment with the broncho¬ 
scope. 

Since the burden of definitive diagnosis and treatment 
must ultimately fall on the bronchoscopist, a review of 
some of the salient problems of primary pulmonary 
tuberculosis of childhood as it relates to concomitant 
bronchial involvement is in order. Students of this dis¬ 
ease have long been impressed by the variability oi 
roentgenologic patterns and by the frequent discrepancy 
between the relatively large amount of pulmonary 
parenchymal involvement as shown by x-ray and the 
paucity of clinical symptoms in many cases. Two roent¬ 
gen patterns in particular have been disturbing: viz., 
the relatively common lobar or wedge-shaped densities 
formerly called epituberculosis and now variously inter¬ 
preted as pneumonitis or atelectasis, and the less com¬ 
mon pattern of obstructive emphysema. On the basis of 
our experience we wish to concur with those who stress 
that these shadows are not primarily infiltrations hut are 
most commonly the result of extrinsic or intrinsic in¬ 
volvement of the bronchi by the tuberculous process. 

In presenting the following cases we are endeavoring 
to give examples of the involvement of the bronchus in 
different types of primary tuberculosis. In pur series 
many patients showed roentgen signs of atelectasis, 
emphysema or both. In some where x-ray signs of atelec¬ 
tasis or obstructive emphysema were present the symp¬ 
toms associated with these states, such as cough and 
wheezing, were frequently absent. 


report of cases 

C ASE j _ jvi. a. J-, a white girl 19 months old, began to cough 

nd wheeze after having had measles. An x-ray was taken some 
months later and a partial atelectasis of the right lower lung 
eld was noted. Because of suspicion of the presence of a foreign 
ndv one of us (H I. L.) treated her with the bronchoscope and 
2d ”o„«“So—’ *«, particles in .he right m» 
ronchus The atelectasis cleared but re appeared one mont 
Z a«d doc» ,h. diagnosis of robcrcnto.is ,h. pat,c« ~ 
dmitted to National Jewish Hospital in Denver Obs uct 
mphysema of the entire right lung was observed, both clinic ally 
nd P on roentcenogram. The gastric washings were positive for 

ie lateral wall or tne rigiu. mucous membrane 
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child showed improvement, but six months later, with the re¬ 
appearance of physical signs, a granulation was found on the 
anterior wait of the right main bronchus immediately over the 
opening of the right middle lobe bronchus. In all, the child has 
been treated with the bronchoscope 10 times and is now clin¬ 
ically well. 

C ASE 2 . _C. H., an 8 year old white boy, had symptoms of 

weight loss, night sweats and irritability for three months prior 
to admission. On admission a pneumonic consolidation was noted 
in the right upper lobe. Bronchoscopic examination done a few 
days after admission showed definite caseous material in the right 
upper lobe branch, and after aspirating portions a granulomatous- 
appearing mass was also noted. The aspirated material was 
negative on smear but positive for tubercle bacilli on culture. 
Repeat roentgenography showed distinct clearing of the con¬ 
solidation. 

Case 3._G. G., a Spanish-American boy 5 years old, became 

ill with signs and symptoms of left upper lobe pneumonia and 
was admitted to National Jewish Hospital some months later. 
The left upper lobe was dense on roentgenogram, and tomo¬ 
grams revealed the left upper lobe bronchus to be completely 
obstructed, ending in a blind pouch. Bronchoscopic examina¬ 
tion disclosed that the opening of the left upper lobe bronchus 
had swollen, rounded margins with edematous mucous mem¬ 
brane. The lumen was plugged by caseous material that was 
found positive on culture. Further bronchoscopic examinations 
resulted in aspiration of a similar substance, and at the last 



Fig. 1 (case 1).—Atelectasis of right lower lobe. 


examination the bronchus was narrowed with an inward bulging 
of the posterior wall. There was distinct clearing of the consoli¬ 
dation on roentgenogram. 


Case 4.—J. M„ a Spanish-American boy, 10 months old, was 
admitted because of suspected disseminated tuberculosis. Roent¬ 
genogram showed a contracted left lung with shift of the medi¬ 
astinum to that side, and some obstructive process was suspected. 
Although the first bronchoscopic examination was negative, a 
repeat examination done one month later showed the carina 
thickened, the left upper lobe branch orifice the site of a 
granuloma and some caseous material. This was aspirated and 
found negative for tubercle bacilli on smear and culture. Further 
bronchoscopic examinations were negative, and roentgen exami¬ 
nation showed progressive improvement. 


Case 5. B. L. R,, a Spanish-American girl, 3!/z years old 
had been hospitalized with a positive chest roentgen finding afte 
a contact examination. For almost a year there was no remark 
able change in the lesion in the right lower lung field, ani 
bronchoscopic examination was done as a diagnostic procedure 
Examination showed a fistulous opening surrounded by ; 
granuloma m the anterior wall of the right main bronchus nea 
the upper lobe orifice. One month later examination with thi 
bronchoscope revealed caseous materia! in the right main bran 
c “i P0bl,lvc on _ culture. There has been progressive clearini 
, the roentgen findings since that time. It should be noted tha 

chiAob n sUucfion.‘ hCre thC daSSical Sympt0mS 0f si£ns of bron 


COMMENT 

As suggested by a study of the cases presented, it is 
well to recognize that the consolidations of primary 
tuberculosis are commonly of two types: (1) benign- 
asymptomatic and self-limited, the more frequent va¬ 
riety, and (2) malignant, complicated by progressive 



Fig. 2 (case I).—Particles of caseous material removed during bron* 
choscopic examination. Corresponding amounts were removed at three 
subsequent examinations. 


tuberculous pneumonitis, not infrequently fatal. The 
roentgen patterns of both varieties may be indistinguish¬ 
able, and indeed there is good evidence that both condi¬ 
tions may have the same pathogenesis. 

Oppenheimer 1 has shown that the majority of in¬ 
stances of tuberculous “pneumonitis” in the younger age 
group are the result of aspiration into the bronchi of 
caseous material. In most cases such material contains 
few viable organisms and many dead ones, and there 
results a resolving type of absorption atelectasis and 
pneumonitis (type 1). Rich claims that whether rupture 
of a caseous lymph node into a bronchus will cause 
progressively fatal disease or the so-called benign type 
depends on the concentration of live tubercle bacilli in 
the caseous material as well as on host resistance. He 
has been able to duplicate both these types of tubercu¬ 
lous disease experimentally in animals. 

In short, the experimental, clinical and pathological 
evidence all lead to the conclusion that many of the ex¬ 
tensive parenchymal consolidations of primary tubercu¬ 
losis are a combination of absorption collapse and 



tuberculous pneumonitis stemming mostly from bron¬ 
chial obstruction and varying degrees of involvement 
of the bronchial wall. Whether the bronchia! obstruction 


c ■. T , - r> c ' experimental Studies on the Pathogenesis of 
Ep,tuberculous. Bull, Johns Hopkins Hosp. 57:247. 1935; cited by Rich 

Fubfcher! 19 °f nCS ' S ° £ Tubcrcul0iii - Springfield, 111., Charles C Thomas; 
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is caused by pressure from enlarged nodes, contiguous 
invasion of the bronchial wall with true development of 
endobronchial disease or by actual plugging of stem, 
lobar or segmental bronchi with caseous material, a 
valvular mechanism is developed that leads to obstruc¬ 
tive emphysema or obstructive atelectasis, reflecting 
variations in the degree of bronchial obstruction. 



Fig. 4 (case 3).—Extensive density involving the left upper lobe. 


The clinical importance of these observations is great. 
In spite of Rich’s contention that the condition is more 
than an atelectasis carrying with it a varying amount of 
pneumonitis, the results of bronchoscopic aspiration 
with rapid clearing in many cases would tend to throw 
considerable weight in the direction of obstruction. 

As to the clinical findings, all observers are agreed 
that they are not in proportion to the roentgen pattern. 
While the child may have been initially slightly ill, 
the temperature is usually normal or low grade. The 
cough may occasionally be spasmodic and resembles 
that of pertussis. Wheezing may be intermittent or con¬ 
stant, but on physical examination its location is usually 
constant. Again it must be stressed that “all is not asthma 
that wheezes.” One important’symptom is the rattling 
or whistling of the lungs during expiration. Unless treat¬ 
ment is instituted this picture may persist for months or 
even years, thus paving the way for irreversible change 
and the elements of chronicity. 

There appears to be a difference of opinion as to how 
much of this condition may be due to extrinsic pressure 
on the bronchi or due to extension into and rupture 
through the bronchial wall. It is our feeling that all 
stages, from one extreme to the other, frequently occur, 
and that actual bronchial rupture is much commoner 
than we have hitherto been led to suspect. 

Myerson, 1 reporting on a series of 29 tuberculous 
children treated with the bronchoscope, found bronchial 
rupture in only one and evidence of bronchial compres¬ 
sion, by enlarged nodes, in seven. Our own series con¬ 
sisted of 15 cases of primary tuberculosis with either 
wheezing or persistent atypical x-ray shadows. These 


5. Gorgenyi-Gottche, O. G., and Kassay, D.: Importance of Bronchial 
Rupture in Tuberculosis of Endothoracic Lymph Nodes, Am. J. Dis. 
Child. 74:166 (Aug.) 1947. 

. 6. Richards, W. F,: Bronchial Obstruction in Primary Pulmonary 

Tuberculosis, JProc. Roy, Soc. Med. 37:589, 1943-1944. 

7. Hutchinson, J. H.: Bronchoscopic Studies in Primary Tuberculosis 
in Childhood, Quart. J. Med. IS :21, 1949. 


have been treated during the past 18 months, and we 
aspirated caseous material from seven, 47 per cent of the 
total group studied. While the actual point of rupture 
could not always be visualized at the first bronchoscopic 
examination, it could usually be demonstrated at sub¬ 
sequent examinations, and there could be little doubt 
that this was the source of the aspirated caseous material. 
It is our feeling that repeated examinations with the 
bronchoscope will ultimately demonstrate rupture in an 
increasingly greater percentage of cases studied. 

Gorgenyi-Gottche and Kassay 5 * were able to demon¬ 
strate bronchial rupture in 18 out of 28 patients given 
bronchoscopic treatment. They were able to substantiate 
by tomography that most infections in their patients were 
due to intramural bronchial obstruction rather than 
stenosis by external pressure. As confirmatory evidence 
they found bronchial rupture in eight of 17 consecutive 
autopsies on tuberculous children. Only one half of these 
were so located that they could have been seen on 
bronchoscopic examination. This is obviously signifi¬ 
cant, since a negative examination does not exclude the 
possibility that rupture has occurred into the smaller 
bronchi. Similarly, Rich has observed many instances 
at autopsies of healed bronchial perforations in adult 
persons dying of nontuberculous cause. His feeling is 
that these lesions would be found with much greater 
frequency if special search were made for them. 

Recently Richards G reported that an atelectatic 
process developed in 21 per cent of 239 children under 
6 years of age with primary tuberculosis. Over 6 years 
of age the percentage was less. On bronchoscopic exami¬ 
nation the commonest cause he could find was the nar¬ 
rowing of the bronchi due to extrinsic pressure. In a 
series of 28 cases of active primary tuberculosis asso¬ 
ciated with radiographic abnormalities in the lung field 
Hutchinson 7 found that only two patients had no 
bronchoscopic evidence of obstruction. Of the 26 pa¬ 
tients with positive bronchoscopic findings only nine 
showed solely extrinsic pressure on the bronchus by 
enlarged lymph nodes. 



Fia 3 (case 3 )—A tomogram showing the left main bronchus with 
e upper 1 lobe branch ending in a Wind pouch; B. distinct Wearing on 
_ ,_7: Frnnchoscopic examinations. 


Jones, Rafferty and Willis examined 42 children 
h beni°n parenchymal tuberculosis. In only 11 tne 
mchial tree seem normal. Aspiration, cauterization 
I biopsy resulted in the clearing of the process in more 
n one half of the patients. Th ey actuafiy foun 
lectasis in more than 12 per cent of children with pn- 
ry tuberculosis. 
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Encroachment on the bronchi by enlarged lymph 
nodes can be considered the forerunner to rupture. 
Careful inspection may sometimes reveal the caseous 
contents shimmering through the thinned mucous mem¬ 
branes. The process has been likened to the coalescence 
of tuberculous nodes in the neck with the adjacent skin 
ultimately being necrotic as a manifestation of nature’s 
effort to be rid of the caseous contents. In the bronchi 
there may be multiple points of rupture, not necessarily 
discerned simultaneously. The rupture may be pinpoint 
in size or quite large. In the latter condition, where large 
caseous masses may be extruded, fatal impaction in the 
trachea and larynx may result in asphyxia. One such 
case was reported recently. 3 

When the caseous material is extruded in small pieces 
it is usually removed by coughing. Frequently masses 
of such material become lodged in bronchi and if not 
expelled will produce obstructive emphysema, atelec¬ 
tasis and ultimately bronchiectasis with supervening in¬ 
fection in the segment or lobe plugged. Granulations and 
tuberculomas may be found adjacent to the site of rup¬ 
ture. These, of course, add to the obstructive phenomena 
and should be removed. 

The picture of bronchial invasion in childhood tuber¬ 
culosis differs from that in adults. When the caseous 
portion of the node is expelled healing takes place with 
a minimum of scarring and very little narrowing of the 
bronchus. In adults the ulcerogranulomatous masses of 
tuberculous tissue tend ultimately to surround the entire 
circumference of the lumen of the bronchus involved, 
and when healing occurs the resulting fibrosis produces 
distinct and permanent stenosis. Fortunately, strepto¬ 
mycin has been found to hasten resolution and lessen the 
stenotic tendency if adequately administered. 3 In our 
own experience with rupture of tuberculous nodes in 
children streptomycin is of little benefit in accelerating 
healing or terminating the process. This may be because 
it exerts a favorable effect only on the inflammatory tis¬ 
sue adjacent to the point of perforation. 

At bronchoscopic examination the effect of bronchial 
compression will be evidenced by widening of the 
carina, narrowing and distortion of the bronchial lumens 
and widening of the spurs between the bronchial orifices. 
Since compression precedes rupture, the former is more 
commonly present. For proper detection and evaluation 
of narrowed bronchi in infants it is our contention that 
bronchoscopic inspection is best made under general 
anesthesia. The uncontrollable motions of the bronchial 
wall that result from coughing and squeezing will other¬ 
wise be very difficult and confusing for accurate inter¬ 
pretation. Those who advocate bronchoscopic treat¬ 
ment in infants and children without anesthesia are 
usually associated with large bronchoscopic clinics. They 
have the advantages of teamwork and well trained per¬ 
sonnel, which admittedly may compensate for the de- 
ficiences of examination without anesthesia. However, 
\\e have seen no deleterious aftereffect from administra¬ 
tion of ether anesthesia to these children. There was no 
clinical or x-ray evidence of spread after bronchoscopic 
treatment and only occasional minor rise in temperature, 
i PP r f c,a * 3 * e su bglottic edema has not occurred, as we 
tave been very careful to use small bronchoscopic tubes. 


We have also preferred the proximally lighted broncho¬ 
scope to the Jackson type instrument mainly because of 
the superior over-all view permitted by the former. 
Study of relationships is very important for adequate 
diagnostic impressions, and the over-all view allowed by 
this instrument is appreciated in the small bronchi of 
infants. It should be noted that strong suction may hasten 
rupture and emptying of the nodes. We have observed 
this sequence with persistent use of suction in bronchi 
that were first seen narrowed by extrinsic pressure and 
later yielded caseous material. There has been relatively 
little bleeding after aspiration of the necrotic masses, and 
it has not seemed a hazardous procedure. 

Permanent atelectasis with or without bronchiectasis 30 
has been demonstrated in several series of cases studied. 
The “middle lobe syndrome” 10 has been amply proved 
as related to healed primary tuberculous infection in the 
majority of cases. Broncholiths, 3j the calcified masses of 
healed tuberculous lymph nodes, with the constant 
attendance of hemoptysis are but another proof of the 
importance of the healed primary infection and its com¬ 
plications. Obstructive emphysema of varying extent 
may be just as significant a lung-destroying process as 
severe pulmonary suppuration. 

Regarding its value in treatment, it is our feeling that 
repeated treatment with the bronchoscope may prevent 
or mitigate such late complications. While it is true that 
many children seem to get well without therapy, the 
incidence of late complications has not been adequately 
checked. In any case, where there is even slight evi¬ 
dence of segmental, lobar or massive lung involvement 
bronchoscopic treatment should be done as a diagnostic 
procedure. The pattern may be that of atelectasis or 
emphysema and may vary from one extreme to the other 
in the same patient. Neither x-ray nor clinical evidence 
can differentiate extrinsic pressure from perforation of 
the bronchial wall. Should caseous material be found it 
should be aspirated, and such aspiration should be re¬ 
peated at frequent intervals. Removal of material im¬ 
proves the airway and' prevents passage into smaller 
bronchi, hence treatment with the bronchoscope be¬ 
comes an important therapeutic procedure in such cases. 
Streptomycin and paraaminosalicylic acid (PAS) should 
be given, since evidence in adults indicates that it relieves 
edema and that it may effect the course of childhood 
tuberculosis favorably. When simple extrinsic pressure 
of nodes is found treatment should be expectant, and 
bronchoscopic treatment must be repeated at intervals, 
watching for rupture and aspiration should it be nec¬ 
essary. 

SUMMARY 

1. Bronchial involvement in the pathogenesis of 
parenchymal consolidation and in the course of primary 
tuberculosis in children is an important and frequently 
overlooked factor. 


^’d G " and Silv,:ira ' D - F -' Caseous Tracheo Bronchial 
W t l Rupture into Trachea: Death Due to Asphyxia Case in 
Infant. Rev. mcd. e cir. de Sao Paulo 7 : 337 , 1947 . 

T Jl B r Cr ', L - A " m ’ and B °S en . E.: Streptomycin in Tuberculous 
Tracheobronchitis, Am. Rev. Tubcrc. 5 G: 40 S, 1947 . 

»■ 9 ,: Post Tuberculous Broncho-Stenosis and Bronchiectasis 

° f Lobe: Pathology of Tuberculous Lymphadenitis in the Lungs 

and Mediastinum, Thorax 5:8, 1950. 8 
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2. Not only should bronchoscopic treatment be done 
in patients presenting evidence of wheezing, atelectasis 
or obstructive emphysema but in every patient with 
childhood primary pulmonary tuberculosis whose prog¬ 
ress is not considered satisfactory. 

3. The relative ease and safety of bronchoscopic 
examination in such patients is stressed, as well as some 
of the complications found in later life that might be 
averted. 

ABSTRACT OF DISCUSSION 

Dr. Mervin C. Myerson, Beverly Hills, Calif.: The paper 
that was read is not exactly the same as the paper that was sub¬ 
mitted to me. Dr. Laff and his associates stressed the fact that 
there are many more foreign articles than American articles. 
1 think it is fair to say that the American physicians are more 
considerate of their children as patients, and, after all, treatment 
with the bronchoscope and the laryngoscope are not playtime 
activities for these youngsters. Despite the fact that Dr. Laff and 
his associates have not had difficulty with ether anesthetic, it is 
my opinion that it is not without danger. These children are en¬ 
titled to an anesthetic. As long as thiopental sodium (pentothal® 
sodium) is available we should use it. Thiopental sodium can be 
used if as a child is being anesthetized the larynx Is under laryn¬ 
goscopy; then the bronchoscope can be readily passed. There is 
no difficulty whatsoever. The lesions that have been mentioned 
seemed to have been based on the impression gotten from an arti¬ 
cle written by Rich in which he states that all bronchial lesions 
encountered during bronchoscopic treatment are due to glands 
that either compress the bronchus or penetrate it. The word “rup¬ 
ture” to designate a pin point opening into the bronchial gland is 
unsatisfactory. I would rather use the word "penetration.” 
Among children one encounters three types of lesions. A great 
preponderance comes under the heading of involved glands. 
These lymph nodes occur in three places; below the carina, or 
inter-bronchial angle, and at the right and left tracheobronchial 
angles. Another effect of prolonged compression from glands 
is malacia, a softening of the bronchial wall so that the carti¬ 
laginous rings are absorbed, and when bronchoscopy is done 
a horizontal slit is seen. This is especially noted on the left side. 
The other two types are pulmonary lesions and endobronchial 
lesions. These are always secondary to parenchymal lesions. 
Dr. Laff mentions the postmortem changes in these cases. I 
would warn that postmortem changes in the tracheobronchial 
tree in tuberculosis are never indicative of the true condition 
before death. If one treats a patient bronchoscopically 24 hours 
before he dies and later looks at the autopsy specimens he is 
astonished at the extent of pathological change that occurred 
during those 24 hours. There is a tendency on the part of bron- 
choscopists to use the word “edema.” I want to ask Dr. Laff 
what he means when he speaks of “edema.” There are two types 
of edema: edema of passive congestion, pressure on the venous 
return flow, and edema due to the inflammatory process. In the 
long-standing tuberculous lesions one does not get edema unless 
there is an acute pressure or an acute inflammatory process. 

Dr. Paul C. Samson, Oakland, Calif.: Dr. Laff and Dr. Myer¬ 
son have suggested that bronchial complications frequently 
develop during a primary tuberculous infection in childhood 
and are often overlooked. I am in complete accord with these 
observations. One has but to study the additional reports of 
Jones, Rafferty and Willis, and Kent to gain further insight into 
the problem. It is of great importance to recognize the essential 
pathological condition of so-called “epituberculosis” and to 
realize that in most instances the primary disturbance is bron¬ 
chial rather than pulmonary. If this concept is accepted it be¬ 
comes obvious that bronchoscopic treatment is a necessary pro¬ 
cedure both from the diagnostic standpoint and from the 
therapeutic standpoint. It should be emphasized that signs, symp¬ 
toms and roentgen findings frequently cannot be correlated, that 
investigation of all three aspects is necessary, and that any suspi¬ 
cion of impaired bronchial function warrants bronchoscopic ex¬ 
ploration. The type of bronchial obstruction observed is of con¬ 
siderable interest. Those with greatest experience report a pre¬ 
ponderance of patients in whom the bronchial obstruction is due 


to caseous debris from ruptured peribronchial lymph nodes 
Granuloulcerative lesions identical with those seen in adult tuber¬ 
culous tracheobronchitis have been observed, however. In the lat¬ 
ter group particularly I believe there is every justification for 
short-time but intensive antimicrobial therapy. The value of early 
and, perhaps, repeated bronchoscopic aspirations is emphasized 
by a number of observations to the effect that under these con¬ 
ditions the pulmonary lesions clear much more promptly. This 
should give the child a chance for a speedier recovery and reduce 
the chances of the development of: (1) progressive tuberculous 
pneumonitis, which is not infrequently fatal, and (2) irreversible 
bronchopulmonary change. In regard to the latter hazard, it is 
interesting to speculate on the possibility of future nontubercu- 
lous disability. Bronchial stenosis certainly develops on occasion, 
as does permanent bronchiectasis. Kent proved the presence of 
bronchiectasis in seven of a total of 10 children whom he exam¬ 
ined but noted that infected, i. e., symptomatic, bronchiectasis did 
not develop during a short period of observation. It is a known 
fact, however, that symptoms develop in many of these children 
sooner or later. In retrospect, it is probable that a goodly number 
of patients with the so-called “middle lobe syndrome” can blame 
their difficulties on an early epituberculosis with bronchial ob¬ 
struction. In my experience with 25 patients with isolated right 
middle lobe obstructive pneumonitis, approximately 25 per cent 
showed concomitant bronchial obstruction and peribronchial cal¬ 
cified lymph nodes. There is the small but appreciable group of 
patients whose symptoms are due to broncholiths. This group re¬ 
cently has been investigated by both Head and Schmidt. These 
patients would seem to be suffering from a nontuberculous com¬ 
plication of an earlier acid-fast infection. In children, suggestive 
clinical and/or roentgen signs of impaired bronchial function 
should make early and frequent bronchoscopic examinations 
mandatory to the end that (1) an unquestioned diagnosis be estab¬ 
lished; (2) early restoration of a normal parenchyma and bron¬ 
chus be made more certain, and (3) the later nontuberculous com¬ 
plications of bronchial stenosis, bronchiectasis and broncholiths 
be minimized. 


Dr. W. L. Howard, Detroit: I would like to refer to a series 
of 59 cases of epituberculosis in children hospitalized at the 
William H. Maybury Sanatorium (Detroit Municipal Tubercu¬ 
losis Sanitorium), Northville, Mich., in which bronchoscopic 
examination was done. Seventy-four per cent of these cases 
showed abnormal findings, the variety of which is shown by the 
following list; bulging of the bronchial wall from extrinsic pres¬ 
sure, tuberculoma, endobronchial ulceration, mucosal swelling, 
rupture of caseous node through the bronchial wall. We felt also 
that thick secretions must also be listed as a factor in the bron¬ 
chial obstruction in very small children. We feel that treatment 
with the bronchoscope can be done in all but very small babies 
and recommend that it be used routinely. Review of 32 of these 
children nine years after their hospital treatment showed evidence 
of bronchiectasis in 70 per cent. The question whether to use 


streptomycin in treating these patients is important. Our observa- 
ions show that, although the effect of streptomycin on the en- 
arged nodes is very slight, there is a good improvement in the 
resolution rate in the parenchymal portion of the lesion, and we 
'eel that the use of streptomycin may be expected to reduce ma- 
erially the incidence of bronchiectasis in these cases. In addition, 
it was noted that although the tendency to spread is very great no 
ipreads were observed in the treated children. We are not yet cer- 
ain that streptomycin will actually prevent the development of 
■smnz'hiPL’fraciC hut heme that a further period of observation will 


sow this to be true. 

Dr. Herman I. Laff, Denver: My enthusiasm for this subject 
;ems from the fact that I diagnosed my first case only ISnwnths 
go, although 1 have been doing a good many bro'ichoscop.c 
laminations on tuberculous patients during the 
have found evidences of nodes mvadmg and patenting the 
ronebi of tuberculous adults not infrequently. The predomi- 
ance of this type in children, however, has always been stressed 
. the literature. I am willing to attribute my own 
reviously encountered such a case in a child m part.to faulty 
ronchoscopic interpretation It has been ^ f 

:agues and myself, after my first experience, that insuch ashor 
eriod we have been able to diagnose 15 cases and -n eight o 
iese to have found caseous masses containmg tubercle bacilli 
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penetrating a bronchus. Dr. Myerson mentioned the greater re¬ 
luctance of bronchoscopists in the United States to subject chil¬ 
dren to bronchoscopic examinations. That may be so, but I feel 
that a child manifesting signs of possible foreign-body aspiration, 
such as wheezing—as some tuberculous children do—or x-ray 
evidence of atelectasis or emphysema is entitled to treatment both 
from diagnostic and therapeutic standpoints. Regarding the ques¬ 
tion of thiopental sodium anesthesia, anesthetists with whom I 
associate feel it is contraindicated in children. In our hands ether 
has proved to be a safe anesthetic in these cases. I agree regarding 
the preponderance of bronchial ulcerations found at postmortem 
as compared with those seen bronchoscopically during life. This 


is particularly true of the adult type. We, fortunately, have had 
no fatalities in our children to permit comparison. As to the ques¬ 
tion of other types of edema not directly associated with tuber¬ 
culous invasion that may be found in bronchi of tuberculous indi¬ 
viduals, I, too, have seen these in adults having received artificial 
pneumothorax, etc. However, since these children had not had 
collapse therapy this question did not arise. A child’s bronchus 
that has been encroached on by tuberculous nodes presents the 
picture of a lumen that has been narrowed by external compres¬ 
sion. When the nodes have penetrated the bronchial wall the 
caseating material and the adjacent ulcerogranulomatous masses 
are unmistakable. 


HYPERTROPHIC OSTEOARTHROPATHY IN CARCINOMA OF THE LUNG 


John D. Pattison Jr., M.D., Toledo, O., Erwin Beck, M.D. 

and 

William B. Miller, M.D., Pittsburgh 


Hypertrophic pulmonary osteoarthropathy, or hyper¬ 
trophic osteoarthropathy, received its name from Pierre 
Marie in 1890, but was first described by Eugen Bam¬ 
berger in 1889. As defined by Marie in 1890, it is a 
“symmetrical osteitis of the four limbs, chiefly localized 
to the phalanges and terminal epiphyses of the long bones 
of the forearm and leg, sometimes extending to the roots 
of the limb and flat bones, and accompanied by a dorsal 
kyphosis and some affection of the joints.” This defini¬ 
tion clearly differentiates hypertrophic osteoarthropathy 
from simple clubbing of the fingers and toes. Clubbing 
is a proliferative change of the soft tissues about the 
terminal phalanges with no constant osseous changes. 
It is believed by some 1 to be the early stage of hyper¬ 
trophic osteoarthropathy. 

Hypertrophic osteoarthropathy, with rare exception, 2 
is secondary to an acute or chronic affection of the vis¬ 
cera. It is occasionally associated with conditions outside 
of the thoracic or abdominal cavities. It has been re¬ 
ported following subtotal thyroidectomy, 3 in carcinoma 
of the nasopharynx, 4 in carcinoma of the thymus, 5 in 
benign tumors of the chest wall including fibromas and 
lipomas 0 and in myelogenous leukemia. 1 The visceral 
lesion is usually pulmonary, comprising bronchiectasis, 
abscess, empyema, tuberculosis, pneumonia, 4 or neo¬ 
plasm, but may be cardiac, hepatic, or gastrointestinal, 
such as congenital heart disease with cyanosis, subacute 
bacterial endocarditis, biliary cirrhosis, 0 colitis, 10 rectal 
strictures, chronic pyloric obstruction, and sprue. 7 

It is the purpose of this paper to emphasize the occur¬ 
rence of hypertrophic osteoarthropathy in neoplastic 
disease of the chest, particularly bronchogenic carci¬ 
noma, in which it may produce the earliest symptoms, 
which are numerous. They most commonly consist of 
aching pains and tenderness in the joints and along the 
shafts of the long bones, transient increase in joint fluid 
usually not associated with local inflammatory signs, 
muscular weakness, edema and hypertrophy of the 
subcutaneous tissues of the extremities, burning sensa¬ 
tions and increased sweating of the hands and feet, 
gynecomastia, and other evidence of endocrine im¬ 
balance. Because of the similarity of most of the above 
symptoms to those of .rheumatic disease, many cases of 
bronchogenic carcinoma have been treated for many 


months as rheumatoid arthritis before a chest x-ray 
revealed the underlying pathology. The one important 
feature of this condition in its relation to pulmonary 
neoplasm is that it usually precedes the pulmonary symp¬ 
toms by a period of time sufficient to allow successful 
surgical removal of the malignant lesion. This is in rather 
marked contrast with chronic suppurative conditions of 
the chest in which the diagnosis is made long before the 
appearance of hypertrophic osteoarthropathy. In the 
past, this condition has been associated more commonly 
with suppurative than with neoplastic disease of the 
chest. It is important for us to appreciate its not infre¬ 
quent occurrence in carcinoma of the lung as a clue to 
earlier diagnosis. 

Brooks 11 reviewed 57 cases of hypertrophic osteo¬ 
arthropathy reported up to 1913; of these, six had pri¬ 
mary pulmonary neoplasm, seven had malignant medi¬ 
astinal tumors and one had no known primary lesion. 
In 1915 Locke, 5 in his review of 139 previously reported 
cases and five of his own, found bony changes associated 
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with pulmonary or mediastinal malignancy in nine, one 
having had symptoms of hypertrophic osteoarthropathy 
for five years before a primary lung neoplasm was found. 
Craig 12 reported four cases of bronchogenic carcinoma 
with emphasis on the fact that in each case the earliest 
symptoms were due to hypertrophic osteoarthropathy; 
three had been diagnosed as rheumatoid arthritis and 
one was diagnosed as acromegaly. In all four cases, bone 
symptoms preceded the pulmonary symptoms from eight 
to 11 months. In a recently reported case 13 of adeno¬ 
carcinoma of the lung, clubbing and bone symptoms 
appeared one and one-half years before chest symptoms. 
A feature of this case was gynecomastia, which was also 
present in one of our cases and one of Fried’s. 11 Dun¬ 
can, 15 Ayre 16 and Poppe 17 have all stressed the signifi¬ 
cance of clubbed fingers, and especially of osteoarthropa¬ 
thy, as a valuable early sign in pulmonary neoplasm. 

In the widely varied diseases that have been found to 
produce hypertrophic osteoarthropathy, no common de¬ 
nominator is evident as a basis for its pathogenesis. The 



Fig. 1 (case 1).—Homogeneous density in right upper lobe proved by 
aspiration biopsy to be caused by bronchogenic carcinoma, which could 
not be classified. 


similarity to acromegaly has long been noted, and, be¬ 
cause of the spadelike enlargement of the hands and feet, 
this is a frequent early misdiagnosis. Fried 14 described 
four cases of bronchogenic carcinoma with severe osteo¬ 
arthropathy, which strongly suggested pituitary dysfunc¬ 
tion as an important contributing factor; at necropsy, 
three had definite hyperplasia of the eosinophilic cells of 
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the anterior lobe of the pituitary. In our second case 
there were acromegalic changes, but careful histological 
examination of the pituitary showed only a miniature 
basophilic adenoma. 

Mauer’s 18 speculations as to the pathogenesis of club¬ 
bing and secondary osteoarthropathy, based upon ac¬ 
tually observed phenomena, suggest many possible con¬ 
tributing factors. In all of the diseases that may cause 
secondary soft tissue and bony changes, there is usually 
an elevated erythrocyte sedimentation rate, which re¬ 
sults from an increased blood fibrinogen and globulin 
content and leads to increased rouleaux formation, re¬ 
duced surface area of the erythrocytes, and impaired 
oxygen release to the tissues. Charr and Swenson 10 have 
demonstrated by infrared photographs of living persons 
and post-mortem arteriograms that the local vascular bed 
is increased and widened in cases of clubbing. This 
means that there is an increased peripheral blood flow. 
The increased peripheral blood flow plus the reluctance 
of the erythrocytes to release their oxygen leads to arte¬ 
riolar anoxia, low-tissue oxygen tension, and clubbing 

The gross pathology of bones in hypertrophic osteo¬ 
arthropathy consists of irregular, porous, rough accumu¬ 
lations of newly formed periosteal bone, which is usually 
thickest in the region of the peripheral epiphysis and is 
more pronounced at the lines and points of musculo¬ 
tendinous insertions. Microscopically, the periosteum 
may be thickened and may contain increased accumu¬ 
lations of lymphocytes and round cells. There may also 
be small hemorrhagic areas and areas of edema and vaso¬ 
dilatation not unlike those seen in local osteophyte for¬ 
mation. The cortex of the old bone becomes eroded, and 
occasionally bone metastases from malignant pulmonary 
neoplasms will be seen in the bones affected by hyper¬ 
trophic osteoarthropathy. The marrow of both the new- 
formed periosteal bone and of the old bone is richer and 
more vascular in the areas of active periosteal prolifera¬ 
tion and fattier in the inactive areas. The synovial mem¬ 
branes may present fibroid degeneration, subsynovial 
congestion and collections of lymphocytes and leuko¬ 
cytes with eventual proliferation of granulation tissue 
and pannus formation. Pannus pressure may cause de¬ 
generation of the cartilage. 10 

Although the soft tissue and bony changes that consti¬ 
tute this clinical entity are usually so marked and show 
such definite pathological changes, they are reversible 
and will disappear entirely if the primary condition is 
cured. 20 The symptoms and objective findings may im¬ 
prove or disappear with dramatic speed once the pri¬ 
mary lesion has been treated (cases 5 and 6), surgically 
or by x-ray therapy. 21 


report of cases 

.... ,_t r . e„ a white man aged 52, first noted pain and 

ling of his hands and feet eight months before h°spita 
ission His knees, hips, shoulders, elbows, wrists, and ting 
Came similarly involved, and three months: before adm«- 
his breasts became hard and pamful. Hts feet and M d 
nropressiveJv larger, and he lost 25 lb. (11 kg.) m weigu 
If a S g00 d appetite. There were no significant symptoms 
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The blood cel! count, the results of the serologic study, and 
the blood calcium, phosphorus, and alkaline phosphatase were 
normal. The sedimentation rate was very rapid and the basal 
metabolic rate was plus 23So. A chest film showed a homogenous 
density in the upper third of the right lung field (fig. 1), and 
x-rays of the extremities showed subperiosteal new bone forma¬ 
tion in the metacarpals, phalanges, femora, tibiae, and fibulae; 
several joints showed irregularity and demineralization suggest¬ 
ing rheumatoid arthritis; the sella turcica appeared normal. Bi¬ 
opsy of an axillary node was noncontributory, but an aspiration 
biopsy of the right lung (done at the Veterans Administration 
Hospital, Bronx, N. Y.) showed carcinoma, which could not be 
classified. Roentgen therapy gave temporary palliation, but later 
chest roentgenograms showed progression of the lung lesion with 
rib destruction. The patient died 10 mo. after admission. 



Fig. 2 (case 2).—Reactive periositis (hypcrtropluc osteoarthropathy) of 
the radius, ulna, and metacarpals in bronchogenic carcinoma. 

Comment .—Symptoms of hypertrophic osteoarthro¬ 
pathy and clubbing appeared eight months before a pri¬ 
mary lung carcinoma was found. There was a rapid 
sedimentation rate and gynecomastia, the latter suggest¬ 
ing endocrine dysfunction. 

Case 2. —L. J. D., a white man, aged 52. was sent to the 
hospital on April 18, 1947, with a diagnosis of multiple acute 
arthritis. The pain and swelling of his ankles and wrists, of 
three months' duration, had failed to respond to therapy. There 
were no symptoms referable to his chest and all other symptoms 
were noncontributory except for some weight loss. His hands, 
fingers, and toes were tender and had increased in size, requiring 
him to have his wedding ring enlarged from a size (0 to a size 
13. There was no clubbing of the fingers and his joints were not 
painful on movement. Later increased joint fluid developed 
in both knees. His entire hospital course was febrile with tem¬ 
peratures ranging from 99 to 103 F. Roentgenograms of the 
extremities showed marked, serrated, irregular, reactive perios¬ 


titis of the femora, tibiae, fibulae, ulnae, radii, metacarpals 
(fig. 2), and the lateral portion of both clavicles; the distal phal¬ 
anges were normal. 

A chest x-ray (fig. 3) showed increased, beaded, linear mark¬ 
ings extending upward from the left hilus to the apex, suggesting 
an old tuberculous process. The sella turcica was slightly en- 



Fig. 3 (case 2).—Bronchogenic carcinoma (grade lit) in left upper lobe, 
the roentgenologic appearance of which suggests tuberculosis rather than 
neoplasm. 

larged in its anteroposterior diameter (15 mm.), but was other¬ 
wise normal. An admission blood cell count, serologic study, 
and blood calcium, phosphorus, and alkaline phosphatase were 
all normal. The sedimentation rate was 32 mm. in an hour. 



Fig. 4 (case 3).—Bronchogenic carcinoma, left upper lobe. 


Four weeks after admission, three nodes were noted in the left 
supraclavicular area and a biopsy of these nodes showed meta¬ 
static squamous cell carcinoma, grade HI. His general condition 
rapidly became worse, and he died about five weeks after admis¬ 
sion. 

Necropsy .—The upper lobe of the left lung and its pleural 
surface were studded with tumor nodules. The nodes extending 
from the left main bronchus to the homolatcral cervical region 
were enlarged and filled with tumor cells. A secondary branch 
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of the left upper lobe bronchus contained an infiltrating tumor 
mass 1 cm. in diameter. Retroperitoneal nodes were also found 
to contain tumor cells. Histologic diagnosis was bronchogenic 
carcinoma, grade III. A section from the tibia showed the typical 
pathological appearance of hypertrophic osteoarthropathy. The 
pituitary was normal in size but contained a miniature baso¬ 
philic adenoma, probably of no clinical significance. 



Fig. 5 (case 4).—Bronchogenic adenocarcinoma, left upper lobe. 


Comment .—Symptoms of hypertrophic osteoarthro¬ 
pathy preceded the chest symptoms by three months, and 
the provisional diagnosis was multiple arthritis. The pa¬ 
tient had spadelike enlargement of the hands, suggesting 
acromegaly, and an elevated sedimentation rate. The 
original chest x-ray was not diagnostic of carcinoma; 
clubbing of the fingers was not present; the pituitary was 
not significantly abnormal. 

Case 3.—J. P. A., a white man aged 51, had had a question¬ 
ably productive cough for three years but was otherwise well 
until three months before admission, when he began to have 
swelling and pain in both legs and ankles. Eight weeks before 
admission he developed blurred vision, severe frontal headaches, 
and disturbed sensorium. He became slightly confused and his 
speech thickened at times. He was admitted to the Veterans 
Administration Hospital, Aspinwall, Pa., with a diagnosis of left 
frontal lobe tumor. 

On admission he had bilateral papilledema with retinal hemor¬ 
rhages, disturbed sensorium, and abnormal physical findings in 
the apex of the left lung. There was marked clubbing of the 
fingers and toes and tenderness to pressure over the distal ends 
of the tibiae. Blood cell count and blood chemistry values includ¬ 
ing calcium were normal. The sedimentation rate was 23 mm. in 
one hour. Bronchoscopy failed to visualize a lesion after a roent¬ 
genogram of the chest (fig. 4) had shown an area of increased 
density extending from the left hilus to the left lateral chest 
wall and suggestive of atelectasis. X-rays of the extremities 
showed faint, periosteal new bone formation involving the 
tibiae, fibulae and radii. A diagnosis of bronchogenic carcinoma 
with cerebral metastasis and hypertrophic osteoarthropathy was 
made. His condition deteriorated rapidly and he died one and a 
half months after admission. 

Necropsy. _The clinical diagnosis was confirmed, and, in addi¬ 

tion, metastatic lesions were found in the pleura, pericardium, 
kidneys, and regional lymph nodes. 

Comment .—This case showed marked dubbing, but 
minimal periosteal reaction or proliferation. As in the 
previous cases, symptoms of hypertrophic osteoarthro¬ 
pathy preceded significant pulmonary symptoms. 


Case 4 —F. B., a white coal miner, aged 58, was hospitalized 
because of dyspnea of many years duration, which had become 
worse in the previous three months, swelling and achinc of 
ankles, hands, and elbows of three months’ duration and pre 
cordial pain radiating down the left arm, of five years’ duration' 
Other complaints on admission were a chronic cough for years 
without hemoptysis, but with occasional mucopurulent sputum 
and a 15 lb. (6.8 kg.) weight loss in the previous two weeks! 
Physical examination on admission was essentially noncontribu¬ 
tory except for the extremities, which showed clubbing of the 
fingers and toes, moderate bone tenderness and swelling of the 
hands, elbows, feet and ankles. A chest x-ray (fig. 5) showed a 
well-demarcated area of increased density at the level of the 
second left interspace anteriorly measuring 5.5 cm. in diameter. 
X-rays of the extremities showed periosteal proliferation along 
the radii, ulnae, tibiae and fibulae. Blood cell count and blood 
chemistry, including content of sugar, nonprotein nitrogen, 
cholesterol and uric acid, were normal. The sedimentation rate 
was slightly elevated—23 mm. per hour. Tests on sputum were 
negative for tubercle bacillus. The interpretation of an electro¬ 
cardiogram was consistent with an anterior myocardial infarct. 
Bronchial secretions were negative by the Papanicolaou method, 
but an aspiration biopsy was positive for undifferentiated car¬ 
cinoma. High-voltage roentgen therapy was instituted because 
it was felt that the patient was inoperable. Death ensued three 
months after admission. 

Necropsy .—The autopsy revealed bronchogenic adenocarci¬ 
noma of the left lung with metastatic lesions in the adrenals and 
the pleura. 


Comment .—The symptoms of hypertrophic osteo¬ 
arthropathy present in this case were somewhat over¬ 
shadowed by other complaints; nevertheless, they oc¬ 
curred comparatively early in the course of the disease. 

Case 5.—R. R. S., a white man, aged 48, was admitted to the 
hospital because of swelling and aching of his knees, ankles, 
elbows, and wrists, of eight weeks’ duration, associated with loss 
of appetite, weight, and strength. A local doctor diagnosed his 



Fig. 6 (case 5 ).—Peripheral adenocarcinoma of the right upper lobe. 


jndition as arthritis. Weakness and pain in the ex £ re mi t res P «> - 
ressed to the point where he was forced to quit h.s job. He had 
refuse night sweats shortly before admission H‘s only resP r 
>ry symptom was a chrome cigarette cough. A ches 
I mo prior to admission was negative. On phy s ical exa 
LZ'hc”p£rcd chronic* HI; hi, = 2 

lickened; his ankles showed moderate nonp.tting 
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bone tenderness was present in the distal portions of the tibiae. 
The initial clinical diagnosis was rheumatoid arthritis. 

X-rays of the extremties showed periosteal reaction of the 
distal ends of the femora, tibiae, and fibulae. A chest x-ray 
(fig. 6) showed a well circumscribed, peripheral, homogeneous 
density 5.5 cm. in diameter at the level of the third right anterior 
rib. There was a moderate anemia; the sedimentation rate was 



Fig. 7 (case 6).—Bronchogenic adenocarcinoma at the base of the right 
upper lobe anteriorly, discovered on routine chest x-ray. 

moderately elevated—28 mm. per hour; blood sugar and nonpro¬ 
tein nitrogen were normal; the serologic study was negative. 
Clubbing of the fingers and toes was noted. Bronchoscopy 
revealed no abnormality, and bronchial secretions showed no 
malignant cells. Kight pneumonectomy was performed, showing 
no evidence of metastatic involvement in the thorax. Within 24 
hr. after the operation, pain and tenderness of the legs had 
already subsided. Death on the fourth postoperative day was 
attributed to shock and pulmonary edema. 

Microscopic examination revealed a peripheral adenocarci¬ 
noma of the right upper lobe. 

Comment .—This case shows the occurrence of the 
symptoms of hypertrophic osteoarthropathy at least two 
months before a pulmonary neoplasm was found. These 
symptoms responded dramatically to the removal of the 
primary lesion. Another interesting note in this case is 
that this man was refused hospitalization two months 
previous to his admission because it was felt that he had 
rheumatoid arthritis and that hospitalization was not 
urgent. 

Case 6.- 1 —F. W. O., a white man, aged 60, sought medical 
attention because of pain and swelling of his legs. The pain and 
swelling were first noted about two months before he went to 
his family doctor, and they gradually became worse. A complete 
systemic review was noncontributory except for some slight 
exertional dyspnea, which had existed for many months. His 
past medical history consisted of the usual childhood diseases 
and a bleeding peptic ulcer 14 years previously. Positive physical 
findings were confined to the extremities. On both forearms 
there were multiple, small, soft, freely moveable subcutaneous 
nodules, not unlike lipomas. Both feet and ankles were swollen, 
the skin seemed slightly thickened, and there was a three plus 
edema of both legs. The knees later became swollen and ached 
constantly. The peripheral vessels were moderately sclerosed. 

A routine chest roentgenogram (fig. 7) revealed a well-cir¬ 
cumscribed, homogeneous density occupying the base of the 
right upper lobe anteriorly. Because of this chest finding, he was 
hospitalized for diagnostic study and observation. The original 
blood cell count showed a moderate anemia. Urinalysis and 
results of serologic examination were noncontributory. The total 
protein value was 5.9 gm, per 100 cc. with an albumin value 
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of 3.94 and a globulin value of 1.96. Gastrointestinal study 
showed a deformed duodenal cap, and x-rays of his extremities 
showed minimal osteoarthritic changes in the ankle, minimal 
calcification of the large vessels of his legs, and periosteal reac¬ 
tion of the tibiae, fibulae, and femora. Bronchoscopy showed an 
edematous, granular orifice to the right upper lobe bronchus, but 
biopsy and Papanicolaou study of bronchial secretions were 
negative. 

During the two-week period of preoperative study there was 
no essential change in the patient’s complaints, physical findings, 
or the pulmonary lesion. A right pneumonectomy was performed 
and the pathological diagnosis was adenocarcinoma of the lung. 
At the time of surgery no evidence of metastasis could be found. 
Approximately 15 hr. after surgery, all subjective symptoms 
with reference to his extremities had disappeared, the edema 
was much less, and bone tenderness was no longer present. 

Comment .—This was another case of bronchogenic 
carcinoma, in which the symptoms of hypertrophic 
osteoarthropathy preceded any evidence of chest pathol¬ 
ogy by more than two months and led to the correct 
diagnosis. 

SUMMARY 

Six cases of bronchogenic carcinoma with associated 
hypertrophic osteoarthropathy are reported. In five of 
them the symptoms of hypertrophic osteoarthropathy 
were the first significant symptoms, constituting a valua¬ 
ble early diagnostic finding in carcinoma of the lung. 

Some aspects of the pathogenesis of hypertrophic 
osteoarthropathy are reviewed. 

The occurrence of hypertrophic osteoarthropathy in 
neoplastic disease of the lungs is emphasized. 

ADDENDUM 

Since acceptance of this paper for publication, two 
additional cases have been observed. The first patient 
was admitted for “active, multiple rheumatoid arthritis” 
of six months’ duration, with no chest symptoms. 
Routine chest roentgenogram showed three well-defined, 
right lower pulmonary densities. Histological proof of 
primary or secondary neoplasm was lacking, and autopsy 
was not permitted. Advanced hypertrophic osteoarth¬ 
ropathy was present. 

In the second case, no significant symptoms related to 
the hypertrophic osteoarthropathy were present, chest 
symptoms being predominant. Histological proof of pul¬ 
monary neoplasm was still lacking at the time of pneu¬ 
monectomy for adenocarcinoma, grade III, although 
hypertrophic osteoarthropathy had been demonstrated 
roentgenographically five weeks previously. 

21. This was Dr. Monroe Cronstine’s patient (Toledo, Ohio) and was 
seen in consultation by one of us (J D.P.). 


A Single Case Report by Opie—Of the numerous ways in which 
pathological studies have contributed to the understanding of 
disease, an important one is found in the suggestions for the 
direction of experimental work that have derived from studies of 
human material. An illustration is the impetus of clinical inves¬ 
tigation that came from a single case report by Opie. This re¬ 
port described hyalinization of the islands of Langerhans in a 
patient dying of diabetes mellitus and suggested an ctiologic re¬ 
lation. Although it soon became apparent that the lesion is 
not constantly present in diabetic patients, the paper focused at¬ 
tention on the role of the islands of Langerhans in diabetes and 
pointed the way to further investigations that have greatly 
increased the available knowledge of the physiology and therapy 
of the disease. O. T. Bailey, M.D., Fifty Years of Medical Prog¬ 
ress; Medicine as a Science; Pathology, New England Journal 
of Medicine, March 29, 1951. 
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The paucity of published reports of hypervitaminosis 
A indicates the relatively low incidence of this syndrome. 
However, the increasing number of publications about 
the symptom complex since Josephs’ 1 article in 1944 
suggests that many cases of clinical hypervitaminosis A 
may have been overlooked in the past. Prompted by new 
findings, leading medical journals on each side of the 
Atlantic Ocean recently have had editorials on the 
subject. 2 

In addition to Josephs’ description, Toomey and 
Morissette, 3 Rothman and Leon, J Fried and Grand, 5 
Dickey and Bradley, 0 Wyatt, Carabello and Fletcher 7 
and Caffey 8 have presented additional material concern¬ 
ing the now well established syndrome of hypervitami¬ 
nosis A in man. Furthermore, experiments on laboratory 
animals given large doses of vitamin A have not only 
helped to delineate the clinical signs but, of greater im¬ 
portance, have provided material for the study of physio¬ 
logical, chemical and histological changes induced by 
overdosage with this generally comparatively innocuous 
substance. 0 

As far as we have been able to ascertain, at the time 
of this publication all the cases presented (eight reported 
in full and casual reference to eight others) have occurred 
in young children. Our patient was an adult whose 
physiological, chemical and general body economy would 
obviously differ from that of a child or infant. As de¬ 
scribed below, despite this distinct age differential, the 
general syndrome in our patient was basically similar to 
that previously reported in infants and children. 

REPORT OF CASE 

Mrs. N. R., a 44 year old white woman, 10 was first seen by us 
on May 25, 1950. While she consulted us chiefly because of 
excessive loss of hair, it developed that during the preceding six 
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months the patient had been experiencing various difficulties, 
which included the following: (1) For five months prior to our 
seeing the patient, her menstrual cycle, though regular, was three 
days shorter than previously. The flow lasted five days instead 
of eight and was less than usual. A thorough, examination by 
her gynecologist revealed no abnormalities42fGeneralized joint 
and bone pains, migratory in nature, were first present in March 
1950. These were treated by thiamine and penicillin injections 
with equivocal results. The severity of the pains fluctuated a 
great deal so that at times they would disappear spontaneously; 
though the discomfort was great, at no time was it necessary 
for ordinary household duties to be put aside. (3) Examinations 
performed because of the pains led to the discovery and extrac¬ 
tion of two infected teeth. These extractions, performed in March 
1950, did not check the joint and bone pains. (4) Soreness and 
Assuring appeared in January 1950 at the corners of the mouth 
and the nasal apertures. These also were treated with a series of 
thiamine injections; there was no apparent improvement. (5)Skin 
changes which dominated the complaints included generalized 
pruritus, a dry, rough skin with a widespread branny desquama¬ 
tion and excessive loss of hair beginning in the last two months 
with thinning of scalp hair and loss of the eyebrows, eyelashes, 
axillary and pubic hairs and lanugo hairs. (6) She experienced 
night sweats during the last six months. (7) According to the 
patient, her eyes were more prominent than they had been previ¬ 
ously. 

Family History .—The patient’s family history was noncon¬ 
tributory. There was no history of skin disease, abnormalities of 
hair or nails, atopy or other familial disease. 

Personal History .—At age 6, the patient had an “eczema” 
between her fingers. In 1941 an amputation of the cervix was 
done, and in 1947 the patient had virus pneumonia. Otherwise, 
the patient has always been a generally healthy person. 


Physical Examination .—Abnormal findings included tender¬ 
ness over various long bones, the spine and the large joints which 
could be elicited by deep pressure. A slight bilateral exoph¬ 
thalmos was observed which the patient stated had been present 
for several months; but one must view this observation as being 
of doubtful significance, for we had not seen the patient prior 
to the onset of the syndrome. All the other abnormal findings 
were limited to the skin and its appendages. 

The skin was generally warm and dry. The hairs of the scalp, 
axillary and pubic areas were coarse, brittle, dry and easily 
pulled from their moorings. Those comprising the eyebrows ana 
eyelashes were almost entirely gone, and no lanugo hairs coul 
be found anywhere on the body. The scalp hair present was 
difficult to manage and appeared unkempt. A chloasma-like or 
Riehl’s melanosis-like pigmentation was present on each side 
the face and neck. A pruritic, excoriated, superficial and neiy 
scaling dermatosis was present over the upper back and all 
extremities. Distinct, elevated, minute follicular papules and 
follicular hyperkeratoses were evident on the extremities an. 
particular, on the thighs and lateral surfaces of the armsu SI ght 
scaliness and superficial Assuring were present at thi nasal ap 
tures and corners of the mouth. Papular acneform and m J 
lesions were present on the face, particularly on the was 
The fineer nails were soft and brittle, and onychorrhexis 


^Further questioning at this time revealed that the Platient had 
been taking about 600,000 units of vitamin A daily during the 
SrSSJ-prior to our seeing her. This »#»-«» “ 
insnired bv a radio “nutrition commentator who suggest 
vitamin a’wss good for -.iievi.iiug dr, ,irro,» end » ■ proph, 

1,000,000 units 10 2 , 000,000 noils on speeud oecnsions, ■ 
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suspicion of oncoming colds or dry throat). The vitamin prepara¬ 
tion employed was supplied in 50,000 unit capsules by a large 
local pharmacy and contained no vitamin D. The patient’s 
husband somehow began to suspect that this vitamin might be 
harmful, and the medication was stopped voluntarily on May 
20, 1950, five days before we saw the patient for the first time. 

Several urinalyses gave results which were normal in every 
respect, including that for calcium excretion. Basal metabolic 



Fig. 1.—Photograph taken June 1, 1950. Note sparseness of scalp hair 
and unkempt appearance. The scalp may be seen easily through the hair. 
(Vitamin A self medication started about Dec. 1, 1948 and stopped on 
May 20, 1950.) 

rates determined on two occasions one week before we saw the 
patient were + 7 and 0; two determined six years ago were — 9 
and — 4. Roentgenograms of several long bones and joints were 
made June 1, 1950 and showed only normal features. Those 
areas tender on deep pressure were selected for radiography. A 
scout film of the abdomen revealed no abnormalities such as 
renal calculi or metastatic calcification. 

Therapy and Course .—The only therapy advised was that of 
continued avoidance of the supplementary vitamin A intake, the 
patient having ceased to take the vitamin five days before seeing 
us. Those foods containing large amounts of vitamin A were 
restricted as much as possible. Though vowing to cooperate, the 
patient was reluctant to believe that anything as beneficial as a 
vitamin could actually have caused such difficulties. 



Fig. -■ Photograph taken June 1, 1950. Note loss of eyebrows anti 
eyelashes. Small milia-Ukc lesions may be seen just above the glabella. 
J-hloasma-hke pigmentation is apparent on the lateral aspects of the forc- 


we unfortunately missed the opportunity of getting photographs 
of them. However, the following photographs, taken on June 1, 
1950 (figs. 1, 2 and 3), give various views of the remainder of 
the syndrome, as evidenced by the pigmentary, hair and skin 
abnormalities seen on the head; and the photographs, taken on 
Sept. 26, 1950 (figs. 4, 5 and 6), show the evolution of these 
changes during the approximately four month abstinence from 
vitamin A medication. 

As the latter half of June approached (four weeks after the 
cessation of additional vitamin A consumption), new, fine and 
coarse hairs began to appear in all areas where previously they 
had been lost. However, the finger nails continued to become 
worse, and it was only at the end of July (10 weeks after the 
vitamin A capsules had been discarded) that they began to show 
a tendency to revert toward normal. Though the dystrophy and 
recovery of the nails did lag behind that of the other epidermal 
appendages, when seen in September (about four months after 
the original visit) the patient was normal except for the shortness 
of the hair and the residual chloasma-like pigmentation (figs. 4, 
5 and 6). 



P'S* 3. Pholograph taken June 1, 1950. Chloasma-fikc pigmentation is 
easily seen, as is the lack of eyebrows, eyelashes anti facial hair. Milia-Ukc 
lesions arc present on the check 

The night sweats disappeared, and sweating was reported to 
be normal throughout the summer. 

The hair gradually became more manageable, and its fall 
became minimal by mid July. The menstrual cycle returned to 
what it had been one year previously and to the normal intervals 
which had always existed prior to that time. Little or no change 
occurred in the slight exophthalmos. At no time did the patient 
experience difficulty with her eyesight, though she did claim that 
her eyelids had a “granular feeling" shortly before she came to 
the office. 


Within 10 days after the patient stopped taking the vitamin 
A, the joint and bone pains disappeared, as did the pruritus and 
superficial branny desquamation of the skin. The patient now 
was convinced of the role of the vitamin in the syndrome. The 
follicular hyperkeratoses on the extremities and fissuring at the 
corners of the mouth and nose were gone several days later. 
Because of the rapidity of involution of these particular lesions, 


COMMENT 

Although the picture of hypervitaminosis A is not yet 
generally well known to clinicians, there are suflicient 
reports and experimental data for one to consider it a 
well established and characteristic syndrome. Its inclu¬ 
sion for the first time in standard American medical text- 
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books 11 will doubtless lead to a more general recognition 
of this symptom complex by the practitioner. 

As far as we have been able to discover, up to the 
present all articles on the undesirable effects of excessive 
amounts of vitamin A have dealt with the syndrome as 
occurring in very young children and laboratory animals. 
To the best of our knowledge the present report is the 
first to record observations of hypervitaminosis A in the 
adult human being. The findings closely follow the pat¬ 
tern already established in children and experimental 
animals, but several deviations from and additions to the 
accepted syndrome were present in this case. 

Menses .—As all the previously reported cases oc¬ 
curred in infants, the menstrual changes in our patient 
automatically introduce another and new aspect of pro¬ 
longed vitamin A overdosage. One cannot rule out the 
possibility that the menstrual changes in our patient may 
have been a spontaneous or physiological alteration since 
the patient was in the age group of those often under¬ 
going menopausal changes. Nevertheless, the onset of 
the menstrual disturbances at the time of the other dis¬ 
turbances and the reversion to normal menses when the 



Fig. 4.—Photograph taken Sept. 26, 1950. Note regrowth and orderly 
appearance of the scalp hair. Short hairs extend over the upper part of 
the forehead. Note the return of the facial, eyelash and eyebrow hair. 


vitamin A medication was stopped speak strongly in 
favor of the assumption that the alterations in menstrua¬ 
tion were actually a part of the hypervitaminosis A 
syndrome. If this assumption is correct, then either endo¬ 
crine imbalance or disturbances in bleeding or coagu¬ 
lation might, one or both, underlie the menstrual aber¬ 
rations; the few studies done on our patient shed no 
light on the cause of the menstrual changes. 

In this connection it is noteworthy that in other cases of 
hypervitaminosis A, hypoprothrombinemia, correctable 
by vitamin K administration, has been shown to be the 
basis for hemorrhages (for example, such as that which 
followed tonsillectomy in Josephs’ patient 1 ). Severe 
hemorrhage and even death have occurred spontane- 


11. Anderson, W. A. D.: Pathology, St. Louis, C. V. Mosby Company, 
1948. Harrison, T. R.: Principles of Internal Medicine, Philadelphia, The 
Blakiston Company, 1950. Nelson, W. E.: Mitchell-Nelson, Textbook of 
Pediatrics, ed. 5, Philadelphia, W. B. Saunders Company, 1950. Best, 
C H. and Taylor, N. B.: The Physiological Basis of Medical Practice, 
ed. 5, Baltimore, The Williams and Wilkins Company, 1950. 

12. (a) Maddock, Wolbach and Jensen. 81 ' (6) Light, R. F.; Alscher, 
R. P., and Frey, C. N.: Vitamin A Toxicity and Hypoprothrombinemia, 
Science 100 : 225 (Sept. 8) 1944. (c) Rodahl, K., and Moore, T.: The 
Vitamin A Content and Toxicity of Bear and Seal Liver, Biochem. J. 
57: 166 (July) 1943. 
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ously and after minor trauma in animals with hyper¬ 
vitaminosis. 1 - Therefore, in any suspected or proved case 
of hypervitaminosis A, caution should be exercised in 
regard to interferences that might cause bleeding. Even 
minor surgical procedures may precipitate severe hemor¬ 
rhage—though this fortunately did not occur after dental 
extractions in our patient. 



Fig. 5.—Photograph taken Sept. 26, 1950. Note excellent hair rc{to»tli 
in eyebrow and eyelash areas, as well as on the face. Chloasma-like pig¬ 
mentation may still be seen on the forehead. Milia-Iike lesions are gone. 


Although the mechanism of vitamin A hypoprothrom¬ 
binemia is unknown, it appears possible that the excess 
of vitamin A may perhaps interfere with the synthesis 




Fig 6.—Photograph taken Sept. 26, 1950. Note extensive hair growth on 
> face and regrowth in the eyebrow and eyelash areas. The chioa k 

„ I 1 chter. is still visible. M.lia-like les.ons on the check 


are gone. 


itamin K by the intestinal flora, or it may disturb 
rption or increase the need for vitamin K, or it may 
roy or inactivate vitamin K in the liver or elsewhere 

e body. 
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The fractures observed in the animal with vitamin A 
toxicosis are not prevented by vitamin K which, how¬ 
ever, corrects the ever present hypoprothrombinemia. 
These two manifestations may also be isolated from one 
another by the administration of bishydroxycoumarin 
(dicumarol®) which causes hemorrhage but not frac¬ 
tures. 13 

Pigmentation .—Not heretofore described as a com¬ 
ponent of this syndrome svas the chloasma or Riehl’s 
melanosis-like pigmentation present in our patient. 
Again, one could speculate about the appearance of this 
pigmentation being a coincidence instead of a result of 
the excessive vitamin A intake. Yet its concomitant ap¬ 
pearance with the other well established signs and symp¬ 
toms and its fading on withdrawal of the vitamin A 
(though during this three month period the patient was 
exposed regularly to the summer sun) lead us to incline 
to the opinion that this is a newly observed component 
of hypervitaminosis A. Our meager understanding of the 
basic physiological mechanisms underlying the appear¬ 
ance of chloasma or Riehl’s melanosis makes it impossi¬ 
ble for us to explain this phenomenon. 

Skeletal System .—Apparently the mature structure of 
bone is not so labile as a child’s in its response to outside 
influences. This could well explain why the roentgeno¬ 
logic features regularly and characteristically found in 
children were missing in our adult case. Wolbach and 
others make the following statement in connection with 
their extensive studies in laboratory animals: “It should 
be kept in mind that the results on bone of excessive 
vitamin A administration are exhibited only in the grow¬ 
ing animal and only in regions undergoing growth.” M 
Moore and Wang noted the same findings and wrote: “In 
adult rats, the bones are probably more resistant to frac¬ 
tures, since we detected no breakages in our older ani¬ 
mals.” 0,1 

Itching .—Generalized pruritus is another feature 
which has been a constant component of the syndrome. 
Infants and animals fed excessive doses of vitamin A 
have regularly shown the presence of itching. General¬ 
ized moderately severe itching was also a prominent 
symptom in our patient. The questions of the origin and 
mechanism of this pruritus are still unsolved. 

Is the pruritus due to primary epidermal changes? 
Could the threshold be lowered locally by the faulty 
keratinization and dryness of the skin 0 This would be 
the simplest and, therefore, the first hypothesis for in¬ 
vestigation. However, hypervitaminosis A produces 
many other complex systemic and internal changes 
which can lead to itching. These include alterations in 
the delicate balance and interplay between the liver and 
the nervous, cardiovascular and endocrine systems; local 
and general alterations in physical and chemical balance, 
as exemplified by the ratio of anions, cations and col¬ 
loidal particles; changes in pH and surface tension, dis¬ 
turbances in enzyme systems—all or any of these may 
directly or indirectly influence both peripheral and cen¬ 
tral prurigenic irritability. Alt these factors must, there¬ 
fore, be considered in the further study of this complex 
problem. 

Keratin Structures .—-To dermatologists and to all 
other students of this syndrome, extraordinary interest 


must attach to the changes found in the horny structures, 
the hair, finger nails and horny layers of the skin. In our 
case also, all these structures were disturbed by the in¬ 
ordinate consumption of vitamin A and in a manner 
remarkably reminiscent of hypovitaminosis A. 14 Previ¬ 
ous reports have referred to these features in hypervita¬ 
minosis A, but no correlation has been made with nor¬ 
mal morphologic changes in the epidermis and its 
appendages or with known physiological functions of 
the skin. 

Eye Symptoms .—For the sake of completeness, it 
must be mentioned that exophthalmos, though in our 
case of questionable connection with the hypervitamino¬ 
sis, has been a feature seen by several investigators in 
laboratory animals receiving high doses of vitamin A. 13 
(Also excess vitamin A has been said to have no effect 
on dark adaption. 10 ) 
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„ * Dr. it. Bruser ol the University Hospital of N’eiv York University- 
Bellevue Medical Center supervised the chemical examination of blood 
specimens, and Drs. Jacob Cohen and Jacob J. Reilly ol Brooklyn 
furnished other information about the patient. 

! Milligrams per 1 G 0 cc. 

♦ Price-Carr method u*ed. 
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Laboratory Stiulies .—As in previous investigations in 
infants and laboratory animals svith hypervitaminosis A, 
few detectable changes in the blood picture were present 
in our patient (table). On the other hand, in contrast to 
some of the previous reports, Mrs. N. R. had no abnor¬ 
malities in alkaline phosphatase and mineral metabolism 
in blood or urine studies done several days after the 
vitamin A ingestion was stopped. The total plasma pro¬ 
teins, red blood cells and hemoglobin, repeatedly re- 
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ported as below normal in some of the children with 
this syndrome, were normal in this instance. 

Several abnormalities were present in our patient: the 
white blood cells were increased in number (13,000 per 
cubic millimeter) on the initial study and subsequently 
receded to normal figures (7,400 and 6,500), which 
were similar to counts done on the patient over a number 
of years. An increment in monocytes was noted on three 
separate occasions, a decrease being noted on the last 
count. 

As found by all other investigators, the vitamin A level 
was much higher than normal. When the supplementary 
vitamin A intake was stopped, within a four month 
period a definite recession toward accepted normal 
figures occurred. During the period when no supple¬ 
mental vitamin A was being taken, the total carotenoids 
rose to a figure slightly above normal. Concomitantly, the 
originally elevated total lipids, lipid phosphorous and 
fatty acids fractions reverted toward standard figures. 
It may be worthy of particular note that the cholesterol 
levels remained within the normal range throughout. 

All other blood studies and urinalyses gave normal 
findings in every respect. The fact that no history or no 
evidence of renal disease was elicited indicates the proba¬ 
ble lack of relation between the mechanisms in our case 
and the interesting observation of Popper and his associ¬ 
ates 17 who found that “hypervitaminosis A judged by 
plasma levels was found in disease of the nephritic type.” 
Apparently, even in the absence of liver damage, the 
destruction of the kidney parenchyma either causes re¬ 
tention of a protective substance or decreases the pro¬ 
duction of a substance destructive for vitamin A. There¬ 
fore, feeding of excessive vitamin A produces a much 
higher vitamin A blood level in persons with nephritis 
than in normals. Whatever the mechanism, it is certain 
that “endogenous hypervitaminemia A” (i. e., without 
apparent excessive intake) does occur and must be kept 
in mind in the presence of isolated reports of blood 
abnormality. 16 The history of excessive vitamin A intake, 
variations in the vitamin A tolerance curve, knowledge 
of the patient’s general physical condition and the height 
of the blood vitamin A levels usually permit the ready 
differentiation between endogenous and exogenous hy¬ 
pervitaminemia A. In our patient, the evidence points 
unequivocally to the exogenous form. 

Other Features of Hypervitaminosis A .—Several as¬ 
pects of hypervitaminosis A previously described in in¬ 
fants and children were absent in the present case. These 
additional components were hepatomegaly, splenomeg- 


17. Popper, H.; Steigmann, F., and Dyniewicz, H. A.: Plasma Vitamin 
A Level in Renal Diseases, Am. J. Clin. Path. 15:272 (July) 1945. 

18. Popper, H., and Steigmann, F.: Endogenous Hypovitaminemia A 
and Hypervitaminemia A, J. A. M. A. 134:733 (March 11) 1944. 

19. Absorption of Vitamin A, editorial, J. A. M. A. 144:318 (Sept, 
23) 1950. Weick, G., and Tsao, M.: Comparison of Vitamin A Absorption 
in Normal Children and Children with Cystic Fibrosis of the Pancreas 
Using Oily and Water-Soluble Preparation, Univ. Hosp. Bull., Ann Arbor 
13: 114 (Nov.) 1947. 

20. Butt, H. R.: Fat-Soluble Vitamins A, E and K, J. A. M. A. 143: 
236 (May 20) 1950. 

21. Dublin, W. B., and Hazen, B. M.: Relation of Keratosis Sebor¬ 
rheica and Keratosis Senilis to Vitamin A Deficiency, Arch. Dermat. & 
Syph. 57: 178 (Feb.) 1948. Hyams, M. N., and Bloom, O. H.: Leucoplakia 
Vulvae, Its Etiology and Results of Treatment with Vitamin A: Pre¬ 
liminary Report, Am. J. Obst, & Gynec. 53:214 (Feb.) 1947. Straum- 
fjord, J. V.: Vitamin A, Its Effect on Acne: A Study of 100 Patients, 
Northwest Med. 42:219 (Aug.) 1943. 
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aly, hypochromic anemia, depressed serum proteins 
elevated, alkaline phosphatase, clubbingof fingers lid 
an abnormal appetite for butter and fish liver oils. It is 
very likely the variations in response of human bein°s to 
an overdosage of the same vitamin are dependent on 
such factors as the amount, the length of time and how 
often the medication is taken. The different physiological 
and biochemical demands and stresses in each person 
and in each age group, and even in each organ or struc¬ 
ture within an organ, doubtless play important roles in 
vitamin A metabolism and in the determination of the 
pictures produced by excess or deficiency of intake. 

Many other factors must influence the blood levels 
and the susceptibility of a person to be overwhelmed by 
vitamin A. One of these factors is the form or prepara¬ 
tion in which the vitamin is taken or administered (in 
food or a supplement); some available preparations are 
oils, others acetates or alcohols, while still others have 
emulsifying agents added. 10 The status of the gastro¬ 
intestinal tract, including its enzymes, flora and physical 
and chemical emulsifying capacity, as well as the status 
of the intestinal wall, and the transport system, includ¬ 
ing the ability of the chylous fluid and blood to cany Ik 
vitamin, are other factors. The status of the liver, thy¬ 
roid, kidney and other internal organs and the interrela¬ 
tionship between them and vitamin A would also be 
important. Different periods of growth, bodily stress and 
development obviously vary the need for the vitamin. 
The storage areas, primarily the liver, and the ability or 
inability to store or release the vitamin 20 should also be 
considered. The form of the vitamin, whether an alcohol 
or not, has a great deal to do with this. 122 The destruc¬ 
tion, excretion and conversion of the vitamin, and the 
states, functions and needs of the organs of response, of 
the “target structures” at the time the vita'min is ex¬ 
hibited (for example, the state and needs of the indi¬ 
vidual hair follicle at the moment; the momentary rate 
and form of activity of the sebaceous glands; the qui¬ 
escence or activity of bone growth) are other influencing 


factors. 

Vitamin A Therapy .—It is not the purpose of this 
paper to review all the indications for vitamin A therapy. 
However, large doses, 100,000 to 500,000 international 
units daily, taken for varying or even indefinite periods 
of time, are being advocated for the treatment of many 
conditions. 21 Of significance in this regard is that the 
advocated therapy sometimes has little clinical or experi- 


ntal justification. 

In view of the present widespread use of extremely 
ge doses of vitamin A, it is remarkable that scarcely 
eference has been made to clinical signs of “toxic 
jervitaminosis A occurring in patients receiving large 
;es for relatively long periods of time. Fortunately, m 
st patients the zone between adequate prophylactic 
1 therapeutic doses and the toxic doses appears to be 
y wide. Nevertheless, the present case again empha- 
:s that the physician administering large doses of vita- 
l A must be on the lookout for signs and symptoms ; ot 
icity and should have regular blood examinations tor 
imin A levels performed on all patients on high doses 
periods of more than a few weeks. 
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With the advent of many high potency preparations, 
some with added emulsifying agents (wetting agents), 
the possibility of overdosage with vitamin A is greater and 
increases the need for recognizing the syndrome of hy- 
pervitaminosis A, which until now may often have been 
overlooked. 

Speculations on Vitamin A Toxicosis as Related to 
the-Skin .—Nearly all references to hypervitaminosis A 
discuss the blood findings," the apparent similarity to 
infantile cortical hyperostosis, 23 and the interrelation of 
the vitamin metabolism with the liver and hormonal 
glandular system of the body. One of the most striking 
features of our case is the manifest, undeniable and far 
reaching resemblance between the skin changes pre¬ 
sented by this hypervitaminotic state and those character¬ 
istic of hypovitaminosis A. 14 Even without questioning 
the patient and on mere clinical inspection, experienced 
dermatological observers would immediately and cer¬ 
tainly consider, first, hypovitaminosis or avitaminosis A, 
and, second, hypothyroidism, as the probable underlying 
cause of this woman’s difficulty. We believe that this as¬ 
pect of the syndrome of hypervitaminosis A deserves 
further comment. 

Excellent experimental and clinical evidence reveals a 
definite relation between the thyroid and vitamin A. For 
example, the simultaneous administration of vitamin A 
and thyroxin prevents a rise in the basal metabolism. 24 
Sadhu and Brody have demonstrated that in rats large 
doses of vitamin A cause a decrease in thyroid size and 
reduce the basal metabolic rate while allowing normal 
growth. It is postulated that the thyrotropic hormone is 
counteracted in some manner by part of the vitamin A, 
as is the action of the injected thyroxin on end organs 
and enzyme systems. 25 

Most persons with hypothyroidism have low vitamin 
A levels and high carotenoids. It is presumed that thyroid 
activity is needed for the conversion of carotene to vita¬ 
min A; thus, it has been shown that when thyriod therapy 
is given to raise the basal metabolic rate and lower the 
cholesterol level, the altered carotene and vitamin A 
values tend to return to normal. 20 Low serum levels of 
vitamin A in cretins showed little change when carotene 
was administered orally. Moreover, administration of 
desiccated thyroid stimulates and thiouracil prevents the 
absorption of beta carotene from the intestinal tract of 
rats. 27 Patients with exophthalmic goiter receiving a diet 
high in cod liver oil and low in fat gained weight; the 
basal metabolic rate was also reduced. 2S Most pertinent 
is the observation of Josephs, who stated, regarding hy¬ 
pervitaminosis A, “It may look like hypothyroidism due 
to an excess of thyroid antagonist not diminished thy¬ 
roid gland activity. Relative failure of the thyroid may 
explain the persistence of high lipid levels and hypo¬ 
thyroid symptoms.” 1 

Much about our patient fitted into the picture of hypo¬ 
thyroidism as evidenced in the skin and other systems. 
However, it is not by any means clear by just what 
mechanisms the skin changes of either hypovitaminosis 
or hypervitaminosis A are brought about nor the reason 
for their striking resemblances. To just what extent thy¬ 


roid function plays the role of a common factor is also 
as yet unelucidated. 

The possibility of therapy with thyroxin was con¬ 
sidered in our patient but discarded because of conflict¬ 
ing reports as to its efficacy. 23 One group has even stated 
that the symptoms of hypervitaminosis A in laboratory 
animals were enhanced by administration of thyroid. 203 
Since apparent spontaneous recovery occurs from the 
toxic manifestations of hypervitaminosis A, no active 
therapy was instituted in our case. As was to be expected, 
the result of the cessation of the excessive vitamin A 
intake was a satisfactorily prompt and complete disap¬ 
pearance of the signs and symptoms. 

SUMMARY 

The observations and course of a case of hyper¬ 
vitaminosis A, apparently the first to be reported in an 
adult, are presented. Several possible features of the syn¬ 
drome not observable in infants or children are described 
in the adult (e. g., menstrual changes, absence of radio- 
logic changes of the bones, chloasma or Riehl’s mela¬ 
nosis-like pigmentation). The effects and mechanisms of 
excessive vitamin A on various organs and systems and, 
in particular, on the structures of the skin are discussed. 
The resemblances between the changes of hypervita¬ 
minosis A, hypovitaminosis or avitaminosis A and hypo¬ 
thyroidism are described, and some thoughts on the 
possible interrelations are submitted. 
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Hippocratic Oath.—The modernisation of the Hippocratic 
Oath by the World Medical Association, known as the Declara¬ 
tion of Geneva (1948), is known to very few and is worthy of 
note. It runs— 

Now being admitted to the profession of Medicine, I solemnly 
pledge to consecrate my life to the service of humanity. I will 
give respect and gratitude to my deserving teachers. I will prac¬ 
tice medicine with conscience and dignity. The health and life 
of my patients will be my first consideration. I will hold in con¬ 
fidence all that my patient confides in me, I will maintain the 
honour and noble traditions of the medical profession. My col¬ 
leagues will be as my brothers. I will not permit consideration of 
race, religion, nationality, party politics or social standing to 
intervene between my duty and my patient. I will maintain the 
utmost respect of human life from its conception. Even under 
threat I will not use my knowledge contrary to the Lws of 
humanity. These promises I make freely and upon my honour. 

Robert Richards, M.D., Surgo , February 1951. 
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BOECK’S SARCOID WITH COMPLETE HEART BLOCK MIMICKING 

CAROTID SINUS SYNCOPE 

REPORT OF A CASE 
Samuel Simkins, M.D., Philadelphia 


Sarcoidosis is a disease with myriad facets concerning 
many of which relatively little is known. This is due 
chiefly to the relative benignity of the disease and conse¬ 
quent lack of autopsy material. Only 66 autopsied cases 
have been recorded in the literature. 1 Of these, only 15 
cases presented direct cardiac involvement. Most of the 
cases were asymptomatic insofar as cardiac manifesta¬ 
tions were concerned. Bernstein and others 2 in 1929 
published the first report in the English literature of an 
autopsied case with cardiac involvement, their patient 
being a 52-year-old white man with no cardiac symp¬ 
toms and nodules in the epicardium, as well as invasion 
of the superficial myocardial fibers. In the English litera¬ 
ture, only 12 other authenticated autopsied cases are 
described. 3 One of Longcope and Fisher’s cases, 31 a 42- 
year-old Negro man with a marked cor pulmonale, 
showed sarcoid lesions throughout the myocardium and 
pericardium plus a large dense scar in the interventricular 
septum that accounted for a long history of auriculo- 
ventricular dissociation. In the non-English literature 
dealing with cardiac involvement in autopsied cases, 4 
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Schaumann 4b emphasized, in 1914, the fact that sarcoid¬ 
osis is a generalized disease. In the group of 15 autopsied 
patients with cardiac involvement, note should be taken 
of the predominance of the male sex and the high per¬ 
centage of Negroes in the American literature. There is 
probably little doubt that many cases previously reported 
as tuberculous in reality represent myocardial sarcoid¬ 
osis. 5 More recently the situation has been confused 
even more by the realization that the sarcoid lesion is 
found in many conditions other than sarcoidosis. 0 

Salvesen 7 in 1935 was the first to emphasize the im¬ 
portance of electrocardiographic changes in sarcoidosis. 
In two of the four cases he reported, there were changing 
abnormalities in cardiac mechanism with repeated bouts 
of paroxysmal tachycardia, transient right bundle branch 
block, and constant tachycardia. Cotter’s 3b patient 
showed an electrocardiographic picture changing from 
that of sinus tachycardia, with arborization block and low 
voltage, to that of auricular fibrillation, complete heart 
block, and shifting pacemaker. Varying degrees of cot 
pulmonale are to be expected in many cases of sarcoid¬ 
osis in view of the extreme pulmonary involvement com¬ 
monly found, often with considerable fibrosis. 8 The 
diagnostic import of tachycardia during afebrile phases 
of the disease as indication of possible cardiac, involve¬ 
ment has been mentioned. 0 Sudden death, described in 
three cases, 10 has been attributed to the presence of active 
lesions extensively involving the myocardium, together 
with pronounced fibrosis. lc Many cases of cardiac failure, 
even of extreme degree, improve and may even be re¬ 
stored to full compensation. 11 


REPORT OF A CASE 

V. C., aged 42 at that time, was first examined Feb. 6,1939, on 
account of fainting spells and attacks of weakness. The first syn- 
:opa! attack had occurred suddenly in 1932, was diagnosed as a 
‘heart attack,” and the patient had been kept in bed for 15 weeks. 
At that time the pulse rate was noted as 30. Subsequently she felt 
well. A second syncopal attack occurred in January, 1938, this 
lime accompanied by pain in the left side of the chest anteriorly, 
Jyspnea, sweating, and cyanosis. Again the diagnosis ot heart 
attack" was made, and the patient was kept m bed six months. 
She felt fairly well afterward until early in 1939 when she began 
o complain of occasional'fleeting substernal “tightness and in- 
lerscapular pain, as well as fatiguability and weakness. In 1936, 
i hysterectomy with unilateral oophorectomy had been pe 
brined on account of uterine fibroids. Recently she had been su - 
: er in<* from occasional hot flashes, sweats, and chilliness. 

Examination disclosed a middle-aged, stockily bu.lt, coopera¬ 
tive, alert woman of medium height. The pulse rate was 66, and 
he blood pressure was 104/78 mm.Hg. Aside from a loud low 
Ditched murmur localized at the apex, the heart was essen 
dally normal. Fluoroscopy of the chest revealed nothmg of note. 
rhe electrocardiogram was normal; the fasting blood sugar 
rn mn ner lOO cc.; the blood count and urinalysis were normal, 
and the result of blood Wassermann test was negative. The meno 
aausal symptoms yielded promptly to the administration <V estro 
’em The pulse rate varied between 60 and 76, and the blood 
Pressure between 104/66 and 110/74 ™? a [^ d xhepu ! se rate 

On Aug. 5, 1941, while “nation 
,vas 46. On her return home Aug. 19,1941, pnysicai exa 
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was essentially as noted in 1939. The left carotid sinus was nor- 
mal Moderate pressure of a few seconds’ duration over the right 
carotid sinus promptly produced dizziness, pallor, dimness of 
vision weakness, and a sensation of impending syncope. The 
blood’pressure and pulse rate were unaffected. Pressure over 
other portions of the neck, as well as over the carotid arteries 
below the carotid sinuses, produced no symptoms. Repetition 
of right carotid sinus stimulation produced syncope of a few 
second’s duration with symptoms duplicating those of the attack 
she had suffered on her vacation. She was hospitalized Aug. 
->4 i 94 i to Sept. 10, 1941. The electrocardiogram was normal 
and was essentially unchanged during syncope readily induced by 
right carotid sinus pressure. At no time was the blood pressure 
or pulse affected. Result of the tuberculin skin test was nega¬ 
tive. An oral glucose tolerance test was normal. Blood sugar 
taken during syncope was 140 mg. per 100 cc. The basal met¬ 
abolic rate was —3%, and the blood cholesterol was 220 mg. 
per 100 cc. Spinal fluid examination was completely normal. 
The patient was discharged with the diagnosis “carotid sinus 
syncope, cerebral type.” 

On Sept. 20, 1941, she complained of extreme fatigue fol¬ 
lowed within a few hours by distinct drowsiness, sweating, 
ashen hue, swelling in the region of the right parotid gland, 
and finally unconsciousness that lasted for two hours. The pulse 
rate was 54 with occasional extrasystoles. Three similar attacks 
occurred the same day. These attacks were unquestionably much 
severer than those previously suffered and much more prolonged. 
Thereafter the patient improved steadily, except for very mild 
attacks of dizziness accompanied by some dimness of vision, 
and remained thus through 1946. Stimulation of the right 
carotid sinus produced only very mild presyncopal mani¬ 
festations. 



'' Eheuocautiogram taken March 14, 1947, disclosing comple 
. no C ^ lcu ] r ktock with a scntricubr rate of 44 and auricular rai 
' c.vtrasystolcs, and left bundle branch block. The 

„ l t* c . S "T interval arc normal. The QRS complexes are slurre 
and small, their duration being 0.12 seconds. The T waves are invert! 
in leads l and CR:.. 


On March 13, 1947, she suddenly developed weakness, 
dyspnea, and dizziness. The pulse rale varied between 30 and 48, 
with occasional extras}-stoles. At this time pressure over the right 
carotid sinus, with the patient recumbent, produced no effects: 
pressure over the left carotid sinus caused the rapid onset of 
pronounced weakness, dizziness, and pallor. The pulse slowed 
slightly and became very irregular. The blood pressure was un¬ 


changed. Physical examination otherwise was normal. At no 
time during the course of the illness did superficial adenopathy 
appear. A nocturnal attack of acute pulmonary edema developed. 
She was hospitalized the next day. An electrocardiogram (fig. 1) 
taken later the same day disclosed complete auriculoventricular 
block with a ventricular rate of 44, ventricular extrasystoles, 
and left bundle branch block. An electrocardiogram (fig. 2) taken 
March 18, 1947, showed a cardiac rate of 79 with minor grade 



Fig. 2.—Electrocardiogram taken March 18, 1947, disclosing minor 
grade auriculoventricular block and intraventricular conduction defect, 
predominantly right bundle branch block. In one of the lead 2 tracings 
during injection of atropine, partial auriculoventricular block of the 
Wenkebach’s period type occurred. The cardiac rale was 79. with regular 
sinus rhythm. The P waves are normal. The QRS complexes of 0.10 
seconds* duration are slurred. The duration of the P-R interval was 0.40 
seconds. The S-T interval is depressed in CRi. and T waves are inverted 
in LL-1. 


auriculoventricular block and right bundle branch block. A bed¬ 
side caloric test was normal. The fundi were normal. Roentgen¬ 
ogram of the skull showed hyperostosis frontalis. The blood 
count was normal, as was complete examination of the spinal 
fluid. On March 25, 1947, an electrocardiogram showed essen¬ 
tially the same picture as on March 14, 1947. Intravenous ad¬ 
ministration of atropine sulfate (grain 1/75 (.87 mg.]) followed 
by carotid sinus stimulation had no noteworthy effect. Thereafter 
lhe pulse rate varied in erratic fashion between 44 and 84 per 
minute, grossly irregular in volume and rhythm. On March 26, 
1947, the patient lapsed into a stupor lasting eight hours from 
which she could not be aroused. No abnormal neurological 
signs were present. Several episodes of syncope occurred April 
1, 1947, followed the next day by sudden cyanosis and death. 

Report of Autopsy. —Autopsy permission was limited fo a 
small thoracic incision. The pleurae show adhesions over the 
entire right upper lobe. The pericardium, peritoneum, ascend¬ 
ing aorta, and pulmonary arteries are normal. 

The heart is dilated in all chambers, right more than left. 
Numbers of patches seen beneath the epicardium are white 
in contrast with the yellow fat. The largest, 2 by 1 cm., is seen 
in the outer wall of the left ventricle at the junction of the upper 
and middle thirds and extends about 1 cm. into the cardiac 
muscle. The patch is slightly firmer than the muscle itself and is 
not encapsulated. Other similar patches of variable size are 
dotted around this one and are also found here and there in 
other parts of the heart. When the ventricles are opened, simi¬ 
lar patches are seen in both, more in the left than the right. The 
largest patch involves the entire thickness of the septum in the 
region of the auriculoventricular bundle (fig. 3). ft is seen on the 
endocardium just below the aortic valve as an irregular thick¬ 
ening with numerous pinpoint projections on the surface. This 
area extends for 2‘A cm. below the septal (right posterior) cusp 
and is 4 cm. in width. There are a few vegetation-like lesions on 
the aortic cusp, particularly at the junction of the right posterior 
and anterior cusps, as well as irregular white thickening in all 
the cusps. When the area of the auriculoventricular bundle 
is sectioned, the wall is found replaced by tumor except for a 
few striations, which may be remains of muscle fibers. Away 
from the tumor patches the muscle is congested and in the right 
ventricle is somewhat flabby: right ventricle 0.3 cm., left ven¬ 
tricle up to 1.5 cm., aortic valve 7’A cm., pulmonary valve 8.5 
cm., mitral valve 9.0 cm., tricuspid valve 10 cm. The mitral valve 
is moderately thickened throughout. The tricuspid and pulrao- 
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nary valves appear norma), but there is growth in the papillary 
muscles of both the tricuspid and mitral valves. 

The lungs show one or two nodules the size of a large pin¬ 
head in bath upper lobes. The spleen is large and congested. 
The lymph nodes around the trachea and pericardium, and es¬ 
pecially in the anterior mediastinum, are large and filled with 
pale, soft growth. The kidneys, gastrointestinal tract, liver, gall 
bladder, pancreas, and adrenals are normal. 



Fig. 3.—Photomicrographs of section of auriculoventricular bundle and 
aortic valve taken at 3rea where the aortic valve loins the muscle. Note 
the tubercle-like structures, pronounced fibrosis, and presence of vacu¬ 
olated materia!. (A, x 25; B, X 90.) 


Histological Diagnosis .—Examination of the heart revealed 
the following: Tumors all have the same characteristics. They 
present tubercle-like nodules consisting of concentrically ar¬ 
ranged endothelioid cells and very numerous giant cells of the 
Langerhans or tuberculous type. The giant cells are often ex¬ 
tremely large. The nuclei are very numerous. They are crowded, 
sometimes in the center of the cells, sometimes at the periphery. 
The protoplasm of the giant cells often has a granular appear¬ 
ance and in some cells has an ovoid lining in contrast with the 
usual branching protoplasm. More recently formed tubercles 
show a fibrillary matrix which stains red with the Goldner modi¬ 
fication of the Masson trichrome stain and may be fibroid. In 
the older tubercles a few collagen fibers are seen. There is no 
caseation. Several sections studied with the Ziehl-Neelsen car- 
bolfuchsin stain are negative for the tuberculosis bacillus. The 
tubercles are sharply outlined and are surrounded by fibrous tis¬ 
sue, There are seldom any lymphocytes to be seen. In short, 
the tubercles are typical of the structures seen in Boeck’s sar¬ 
coid. The heart muscle is infiltrated and is in the process of 
being slowly destroyed by these structures (fig. 4). 

The lungs show circumscribed lesions similar to those noted 
in the heart. The liver shows moderate congestion and slight 
edema. In one place under the capsule, there is a characteristic 
sarcoid lesion, 'and smaller lesions are found in some of the 
portal areas. Several mediastinal lymph nodes were examined 
and showed characteristic lesions of Boeck’s sarcoid. 
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COMMENT 

The case reported here has many puzzling features 
which make it somewhat difficult to fathom, even in 
retrospect. There seems to be little question that the first 
attack of syncope in 1932 was on the basis of a hyper¬ 
active carotid sinus reflex. The bradycardia placed the 
type as predominantly vagal. 51 ' In August, 1941, the pa¬ 
tient apparently suffered a severe attack of vagal carotid 
sinus syncope. Yet in examination two weeks later, the 
attacks seemed to be typical of “cerebral” carotid sinus 
syncope. 1 - The diagnostic criteria of cerebral carotid 
sinus syncope " were fairly completely met; namely, re¬ 
producibility of the attack by stimulation of the affected 
carotid sinus with no change in the blood pressure or 
pulse, failure to influence the attack by pressure over the 
carotid arteries below the carotid sinuses, and lastly, 
failure to produce an attack by stimulation of any extra¬ 
carotid sinus areas in the neck or elsewhere in the body." 
Infiltration of the region of the sensitive carotid sinus 
with 1 % procaine hydrochloride for differentiation of 
hysteroneurosis was not done. 15 Neither was electro¬ 
encephalography performed. What escaped emphasis at 
that time (September, 1941) was the development of 
what was apparently a mild parotitis and an unusually 
prolonged syncope. In retrospect, it is possible that this 
marked the clinical onset of sarcoidosis. The subsequent 
six years’ relatively good health is not uncommon in 
sarcoidosis, as the disease is notoriously slowly progres¬ 
sive in some areas and simultaneously recessive in other 
areas. 

The terminal phase of the disease developed with the 
onset of weakness, inconstant complete heart block, and 
acute pulmonary edema. The absence of peripheral 
adenopathy during the course of the entire illness is 
noteworthy but not uncommon. 16 It is of interest that the 
right carotid sinus at this time was relatively insensitive, 
whereas the hitherto normal left carotid sinus now ex¬ 
hibited sensitivity. The shift in hypersensitivity from one 
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Fig. 4 .—Photomicrographs of septum and left v en« icI e. Most ot the 
,'all is destroyed and replaced by ihe sarcoid process. Fibrosis is pro 
ounced. ( A, X 25; B x X 90.) 

:arotid sinus to the other has been noted on several 
jeeasions. 11 Speculation concerning the possible mvoive- 
nent of the carotid sinuses in this case by sarcoid lesson , 
vith recession of the lesions in the right carotid sinus 
md concomitant involvement of the left carotid » 
s of interest. The association between hy persens tivity o 
he carotid sinuses and coronary artery disease/- ^ ^ 
is the occurrence of angmal symptoms, 13 has received 
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strong emphasis. The development of prolonged stupor 
terminally, with no focal neurological signs, was a 
puzzling clinical feature. Cerebral involvement in sar¬ 
coidosis has received relatively scant notice.- 0 Most of 
the cases described had striking neurological aberrations. 
In the present case, possible sarcoid involvement of the 
brain stem is indicated by the lethargy that developed. 
The present case helps to unmask the often stressed 
benignity of sarcoidosis and poses the potentially serious 
prognosis of the relatively common cardiac involve¬ 
ment. 


JEJUNUM CARCINOMA—PRIDGEN ET AL. 

SUMMARY AND CONCLUSIONS 
A case of generalized sarcoidosis with massive involve¬ 
ment of the myocardium and partial involvement of the 
auriculoventricular bundle is presented. The possible 
linkage of the sarcoidosis in this case with a 15 year his¬ 
tory of carotid sinus syncope is discussed. Cardiac 
involvement by sarcoidosis is relatively common and 
heightens the gravity of the prognosis. 

515 W. Godfrey Ave. 
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FAMILIAL INCIDENCE OF PRIMARY CARCINOMA OF THE JEJUNUM 


James E. Pridgen, M.D., Charles IV. Mayo, M.D. 

and 

Arthur G. Steinberg, Ph.D., Rochester, Minn. 


In reviewing the literature one finds that carcinoma 
of the small intestine forms from 0.029 per cent 1 to 6 per 
cent - of the gastrointestinal malignant lesions. After an 
exhaustive survey more than 550 cases of adenocarci¬ 
noma of the jejunum and ileum were found. However, 
only too rarely are carcinoid tumors segregated from pri¬ 
mary carcinomas of the small intestine. Primary carci¬ 
noma of the small intestine exclusive of carcinoids was 
found to constitute about 1 per cent of the gastrointes¬ 
tinal malignant lesions in recent years at the Mayo 
Clinic. 3 Even more unusual than the low incidence of 
this lesion is the occurrence of a familial tendency. Only 
one case of familial incidence was found among the 63 
cases in which carcinoma of jejunum and ileum was 
surgically treated from 1907 through June 1947, at the 



Pedigree of two brothers having primary carcinoma of the jejunum. Data 
are presented as of June 1949. The white circles indicate the normal mem¬ 
bers of the family; the black circles, the affected members. 


Mayo Clinic; this series of cases is discussed elsewhere. 4 
Foster’s description 3 of adrenocarcinoma occurring in 
father and daughter is the only report found in the litera¬ 
ture of a familial incidence of this lesion in the jejunum 
and ileum. 

The present pedigree (chart) is reported in the hope 
that in time sufficient records may be accumulated to 
permit an analysis of the genetic factors, if any, in the 
etiology of this disease. Only members II-4 and II-6 were 
affected; all the others in the pedigree were reported by 
II-4 to be unaffected. 

REPORT OF CASES 

Case I (II-4 in pedigree, chart).— History .— A white fanner, 
aged 53 years, was admitted to the clinic June 12, 1944, com¬ 
plaining that he felt pain in the left upper quadrant of the 


abdomen when having a bowel movement. For 18 months he had 
noted weakness and shortness of breath. Eight months before 
admission occult blood was found in his stools, and anemia was 
diagnosed. He was given ferrous sulfate orally, and his condition 
temporarily improved. For two months he complained of re¬ 
current weakness, anorexia and intermittent cramps in the left 
lower quadrant of the abdomen, lasting for one hour after 
meals. He had alternating constipation and diarrhea, passed 
much flatus and had lost 45 pounds (about 20 Kg.) in one and 
a half years. He had received three blood transfusions in the 
six weeks before admission. His past medical history was non- 
contributory. 

On examination the temperature was 98.6 F., the pulse rate 
90, the respiratory rate 20 and the blood pressure 120 mm. of 
mercury systolic and 65 mm. diastolic. He was pale and anemic 
looking and had obviously had recent loss of weight. The other 
essential pathological changes were limited to the abdomen and 
consisted of a mass palpated in the left lower quadrant, visible 
peristalsis and borborygmus. 

Laboratory Report .—The results of roentgenologic studies of 
the chest, stomach and colon were normal. Studies of the small 
bowel revealed carcinoma of the jejunum within 3 feet (about 
91 cm.) of the ligament of Treitz. A plain film of the abdomen 
showed no distention of the small bowel. The concentration of 
hemoglobin was 7.65 Gm. per 100 cc. of blood (15 Gm. equals 
100 per cent). The erythrocyte count was 3,230,000 per cubic 
millimeter, and the ieukocyte count was 6,300. The sedimenta¬ 
tion rate (Westergren) was 53 mm. in one hour. Analysis of 
gastric contents revealed 16 units of free hydrochloric acid and 
20 units of total acid. The results of proctoscopic examination 
were negative. 

Operative Report .—On June 24, 1944 the abdomen was 
opened through a primary left upper rectus muscle-retracting 
incision. No distant metastasis was found, and the liver was free 
of involvement. The lesion was found about 3 feet (about 91 cm.) 
below the ligamant of Treitz, almost obstructing the lumen of 
the bowel, and perforated onto the descending.colon. This lesion 
was resected en masse, the tumor being removed widely with 
the mesentery, and an end to end jejunojejunostomy was per¬ 
formed aseptically over a three-bladed clamp. Resection of the 
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descending colon was next accomplished, followed by colocolos- 
tomy, also with use of the three-bladed clamp. 

Pathology Report .—The specimen consisted of 55 cm. of 
jejunum and 15 cm. of attached colon. The lesion was a grade 3 
(Broders ®) annular ulcerative perforating infected adenocarci¬ 
noma of the small intestine, 15 by 5 by 2.5 cm., with peritoneal 
involvement. Nodes had been the site of inflammation. The lesion 
was type B of Dukes’s classification. 7 The colon was attached to 
the small intestine but not involved directly by the carcinoma. 

Prognosis .—As of June 1950, the patient had no symptoms 
and was doing well. 

Case 2 (II-6 in pedigree, chart).— History .—A farmer, aged 
47 years, a brother of the preceding patient, was admitted to 
the clinic April 3, 1945. For five months he had complained of 
vague pains in the right lower quadrant of the abdomen, be¬ 
coming sharper at certain times. He felt well on arising but had 
the pain in the evening. He had a sensation of fulness most of the 
time with bloating, but no distention or vomiting. He complained 
of early fatigue. Tumor of the cecum was diagnosed elsewhere. 
Two months before admission he had one severe attack of 
cramping pains in the right lower quadrant of the abdomen 
which awakened him from sleep. 

On examination the temperature was 98.6 F., the pulse rate 
was 84 and the blood pressure was 110 mm. of mercury systolic 
and 70 mm. diastolic. The only essential abnormal finding was 
a mass in the left lower quadrant of the abdomen near the 
umbilicus. 

Laboratory Report .—The results of roentgenologic examina¬ 
tion of the chest, stomach and colon were normal. Studies of 
the small bowel revealed a carcinoma of the lower part of the 
jejunum. The concentration of hemoglobin was 7.8 Gm. per 
100 cc. of blood (15 Gm. equals 100 per cent). The red blood 
cell count was 3,340,000 and white blood cell count was 5,800 
per cubic millimeter. The results of examination of urine were 
normal, as were those of proctoscopic examination. The sedi¬ 
mentation rate was 29 mm. per hour. 


Operative Report.-On April 14, 1945 the abdomen was 
opened through a primary upper middle right rectus incision 
There was extensive nodal involvement, but the liver was free of 
metastasis. The lesion was found about 4 feet (about 122 cml 
from the ligament of Treitz perforating onto the lower part of 
the sigmoid colon. Resection of about 3 feet (about 91 cm.) of 
midjejunum was performed, and jejunojejunostomy was estab¬ 
lished over the three-bladed clamp. The involved portion of the 
lower sigmoid was removed en masse with the tumor, and an end 
to end anastomosis was effected with the three-bladed clamp. 

Two courses of x-ray treatment were given subsequently over 
the abdomen. 


Pathology Report .—The specimen consisted of 140-cm. of 
jejunum and 15 cm. of attached colon. The lesion was an an¬ 
nular, ulcerative, perforating, necrotic mucous adenocarcinoma, 
grade 4 (Broders), 8 by 6 by 3 cm. There was extensive peritonea! 
nodal and colonic involvement; the lesion was type C of Dukes’s 
classification. 


Prognosis .—The patient died Feb. 16, 1946. 


COMMENT 

These two cases are reported because of the rarity of 
primary carcinoma of the jejunum and ileum and the 
even greater rarity of a demonstrated familial tendency. 

Of additional interest is the fact that these two cases 
present clinical signs and symptoms of anemia as well as 
chronic intermittent obstruction of the small bowel. 
Roentgenologic studies of the small bowel were accurate 
in both the diagnosis and the location of the lesions. One 
of the brothers is still alive more than six years after the 
time of his operation. 

6. Broders, A. C.: The Grading of Carcinoma, Minnesota Med. S: 726- 
730 (Dec.) 1925. 
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DIAGNOSTIC AND THERAPEUTIC NERVE BLOCKS: NECESSITY 

FOR ROENTGENOGRAMS 

John W. Pender, M.D. 

and 

David G. Pugh, M.D., Rochester, Minn. 


The use of roentgenograms is necessary in performing 
diagnostic and therapeutic blocks for two reasons: (1) 
for more accurate placement of the needles and (2) as 
an objective record of the position of the needles at the 
time the anesthetic solution was injected. 

Since diagnostic nerve blocks are used to determine 
the pathways of .pain impulses, the problems involved 
are different from those encountered when nerves are 
blocked for the purpose of producing anesthesia for 
surgical procedures. When a patient presents himself 
for the relief of pain, his physician attempts to find the 
etiological factor that is causing the pain and to give the 
patient relief by removing the cause. Such an ideal course 
of events cannot always be achieved, sometimes because 
the source of the pain cannot be determined and some¬ 
times because the diagnosed source of the pain cannot 
be eliminated. In such situations the physician’s next 
recourse is to locate the peripheral nerves over which 
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the impulses are traveling to the central nervous system. 
The peripheral nerves transmitting pain impulses can 
be singled out by individually blocking the nerves that 
supply the involved part and noting the result on the 
pain. The needles must be placed precisely and only 
small amounts of anesthetic solution may be injected, 
in order to avoid involving by the individual injections 
more nerve trunks than intended. The usefulness of the 
entire procedure may depend upon the selectivity with 
which separate nerves can be blocked. More accuracy 
and precision are therefore necessary in the placement 
of the needles for diagnostic nerve blocks than for nerve 
blocks for surgical anesthesia. In producing surgical 
anesthesia more needles may be used and larger volumes 
of anesthetic solution injected as indicated untiMhe 
desired result is obtained. The knowledge as to which 
individual nerves have been interrupted is not necessary 
for the success of nerve blocks for surgical procedures 
but is the basis of the entire procedure of diagnostic 

nerve blocks. ... 

Once the tip of the needle has disappeared «°m “gm 
beneath the skin, its position can be determined only &y 
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(1) the relationship of the visible part of the needle to 
surface landmarks and (2) the palpation of deeper bony 
landmarks by means of the needle. While adequate in 
most instances for producing surgical anesthesia, such 
gross information about the position of the tip of the 
needle has not been accurate enough for many diagnostic 



Fig. 1.—Placement of needle for diagnostic block of the lumbar sympa¬ 
thetic trunk. In the anteroposterior view, a, the position of the needle 
appeared satisfactory, but in the lateral view, b, the tip of the needle was 
seen to be too far anterior. The needle was partially withdrawn and in the 
lateral view, c, was seen to be in good position. 


blocks, even when performed by skilled anesthesiologists 
with many years of experience with local anesthesia. The 
use of roentgenograms enables even the less experienced 
physician to determine accurately the position of the tips 
of the needles and eventually to place them in the correct 
anatomic location for the injected anesthetic solution 
to have the desired effect. The farther below the skin the 
injection must be made, the more difficult the exact 
placement of the tip of the needle becomes and the more 
imperative the necessity for the use of roentgenograms. 
In figure 1 a the tip of the needle appears to be near the 
surface of the body of the third lumbar vertebra in appar¬ 
ently good position for blocking the lumbar sympathetic 
trunk. In figure I b, however, it is apparent that the tip 
of the needle is too far anterior to the body of the verte¬ 
bra; hence the needle was withdrawn to the position 
shown in figure 1 c, and a good block resulted. 

Surface landmarks are too indefinite for good localiza¬ 
tion of needles in patients with normal anatomic struc¬ 
ture. In patients with deformity and abnormal structure 
a placement of needles for accurate nerve blocking is 
impossible without the aid of roentgenograms. An ex¬ 
ample is shown in figure 2. The patient had congenital 
abnormalities with a marked thoracic kyphosis and back¬ 
ache. It was desired to block the paravertebral nerves 
involved in the deformity. In spite of the fact that all 
palpable landmarks were hopelessly confused, the use of 
roentgenograms made it possible to place the needles 
as shown in figure 2 a and b and to relieve the patient’s 
pain. On the basis of the result of the nerve block, it was 
elected to do a bone graft on the affected vertebrae, and 
the patient was afforded permanent relief. 

Roentgenographic records of nerve blocks are valu¬ 
able because, first, they make it possible for the diagnos¬ 
tic block to be repeated accurately and, second,, they are 
convincing proof to the surgeon or other physician 
reviewing the results of the nerve block as to which 
nerves actually were blocked. Even the most detailed 
and lengthy description of how a nerve-blocking pro¬ 
cedure was performed will likely not be clear to another 


physician and certainly will not be thoroughly convinc¬ 
ing. In a busy clinic where many patients are being 
treated, even the same physician cannot repeat accu¬ 
rately the original procedure by following his own 
description of a nerve block performed several days 
previously. If, however, the position of the tips of the 
needles at the first block have been recorded on roent¬ 
genograms, the same or a different person at a later time 
in another place can repeat the original nerve block, pro¬ 
vided the needles are. shown by a second set of films to 
be in the same positions as at the original injection. It 
frequently happens that once the pain pathway has been 
established by diagnostic nerve blocks with short-acting 
anesthetic agents, more permanent interruption of the 
nerves transmitting the pain may be indicated. It is then 
desirable to repeat exactly the original nerve block which 
gave temporary relief of pain but to produce a therapeu¬ 
tic nerve block by the injection of a longer-acting agent, 
such as alcohol, ammonium sulfate solution, or phenol 
solution. 

The use of roentgenograms increases the expense of 
the original procedure, but in some cases they eventually 
have proved to be an economy measure. It frequently 
happens that the patient lives some distance from the 
specialized clinic where the diagnosis is made and where 
a series of nerve blocks are prescribed to be performed 
at regular intervals. The patient need not necessarily 
have to suffer the loss of time and expense involved in 
frequent long trips back to the specialized clinic. These 
repeated nerve blocks may be performed in the patient’s 
home town by his local physician, provided the local 
physician has the roentgenograms taken at the special¬ 
ized clinic and reproduces, as proved by his own roent¬ 
genograms, the same placement of the needles. 

Roentgenograms taken during nerve blocking serve 
to convince the surgical or medical consultant as to the 
procedure which was performed. The patient is im- 



Fig. ..—Placement of needles for diagnostic thoracic paravertebral 
somatic block in a patient with marked kyphosis. The points of the needles 
are shown in both the anteroposterior, a, and lateral, b, views. 


pressed with the accuracy of the procedure and is more 
inclined to accept the recommendation which the con¬ 
sultant advises on the basis of the diagnostic nerve block 
whose accuracy is assured by roentgenograms. Once the 
nerve pathways of pain impulses have been established 
by nerve blocking, it may be advisable for such surgical 
procedures as section of a peripheral nerve, rhizotomy, 
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chordotomy, or lobotomy to be performed. The surgeon 
knows from experience the inaccuracy involved in locat¬ 
ing body segments and nerves by counting ribs or verte¬ 
bral spinous processes. He is, therefore, likely to be 
reluctant to sever a specific nerve on the evidence 
resulting from a diagnostic block during which this 
specific nerve was supposed to have been located by such 
measures as he knows to be inaccurate. A neurosurgeon 
justly might refuse to section the left second, third, and 
fourth cervical nerves because injections made through 
three needles inserted at intervals caudad to the left 
mastoid process gave temporary relief of pain. If, how¬ 
ever, the neurosurgeon should be shown a roentgeno¬ 
gram such as that in figure 3, he would have to admit 
that the second, third, and fourth cervical nerves were 
the ones blocked. 

With the exact position of the tips of the needles used 
for diagnostic nerve blocks made known by roentgeno¬ 
grams, the ability to reproduce the effects of the block 
by section of the nerve can be predicted convincingly. 
Section of a nerve is followed frequently by undesirable 
effects, such as numbness and decrease in motor power, 
as well as the desirable effect of pain relief. When section 
of a nerve, or injection of a nerve with alcohol or a simi¬ 
lar agent that produces a prolonged effect, is contem¬ 
plated, it is well first to block the nerve with an 
anesthetic agent that produces a short temporary effect. 
This is called a “prognostic block” because it gives the 
patient a chance to experience the complete effects of 
section of the nerve before the effects are permanent. 
If the patient decides that the side effects which follow 
a block of the nerve are more annoying than the original 



Fig. 3.—Placement of needles for diagnostic block of deep cervical 
somatic nerves. An artefact caused by a bobby pin appears at the occiput 
above the three needles. 

pain, it is possible to allow the conditions to return to 
their former state. If the patient desires the results of the 
prognostic block to be made permanent, such can be 
promised only if a roentgenographic record has been 
made of the position of needles used in the prognostic 
block. 


TECHNICAL SUGGESTIONS 

Anteroposterior and lateral roentgenographic views 
must be made whenever possible to locate the tip of the 
needle accurately in both planes (fig. 1). When blocks 
of nerves such as of the stellate ganglion dr the obturator 
nerve are done and a satisfactory lateral roentgeno- 



Fig. 4.—Placement of needles for diagnostic block of the stellate gang¬ 
lion. The lead marker O was placed in the suprasternal notch and used as 
an aid in positioning the needles. 

graphic view cannot be obtained, the position of the tips 
of the needles may be located with stereoscopic views. 

When the first placement of the needle is found not to 
be satisfactory, the needle should be left in place ami 
other needles inserted using the first as a guide. The 
needles may be labeled for identification by placing lead 
markers near the place where each needle pierces the 
skin (fig. 1 and 2). Sometimes the discomfort of passage 
of extra needles can be avoided if a lead marker is first 
placed on a superficial landmark-and a scout (prelimi¬ 
nary survey) film taken to learn the anatomic relation¬ 
ship between the position of the lead marker and the 
nerve to be blocked. In the case represented by figure 4, 
it was desired to produce a block of the right stellate 
ganglion with dehydrated (absolute) alcohol for a right 
shoulder-hand syndrome. By placing a lead “O” in the 
suprasternal notch and taking a scout film, it was possible 
to place the tip of the very first needle on the body of the 
first thoracic vertebra. This position would have been 
satisfactory for the injection of 5 to 10 cc. of an aqueous 
diffusible solution of an anesthetic agent such as pro¬ 
caine for a diagnostic block. However, the roentgeno¬ 
gram showed that the tip of the first needle was too far 
medial on the body of the vertebra to allow the stellate 
ganglion to be blocked by the injection of 2 cc. of dehy¬ 
drated alcohol, which does not diffuse widely. Accord¬ 
ingly, a second needle >vas introduced so that its tip 
touched the body of the vertebra lateral to the tip of the 
first needle and near the base of the transverse process 
where the stellate ganglion lies. The injection.of alcoho 
through the second needle promptly resulted in Horners 
syndrome. 
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SUMMARY AND CONCLUSIONS 
Roentgenograms to show the position of the needles 
must be made when diagnostic and therapeutic nerve 
blocks are performed. Only by this means can the opera¬ 
tor position the tips of the needles with enough accuracy 
to block individual nerves selectively with the use of 


small volumes of the anesthetic agent. The roentgeno¬ 
grams serve as objective records which may be utilized 
later by the operator to obtain an exact repetition of the 
nerve block either by injection or by some other surgical 
procedure. 

102 Second Ave., S. W. 


DIAGNOSTIC AND THERAPEUTIC NERVE BLOCK 

GENERAL CONSIDERATIONS 


R. Charles Adams, M.D., Rochester, Minn. 


The anesthesiologist of today performs a great variety 
of functions in addition to clinical anesthesia. Among 
these, perhaps his most important single function and 
the one that is most gratifying, is the relief of pain. 

Pain, in its severer forms, as for example trigeminal 
neuralgia, migraine, or the various colics, is one of the 
heaviest crosses the human race has to bear. Usually 
pain is a danger signal or warning of some beginning 
disease process, trauma, or physiological upset. It also 
may be the hang-over effect of past disease processes. 
It can arise from purely psychic origin, which is perhaps 
the most difficult to alleviate. 

Transient painful processes usually are no problem, 
but persistent pain, whether mild or severe, over weeks, 
months, or years can produce serious and far-reaching 
sequelae, which affect the patients’ work, play, and sleep, 
alter their personalities, and produce changes in every 
phase of their daily lives. 

Until recent years physicians as a whole tended to 
minimize the importance of persistent pain, particularly 
if the cause was not readily apparent. Treatment tended 
to be symptomatic, and many patients who did have a 
physical basis for their pain were classed as neurotics 
and treated as such. As a result, they tended to become 
“doctor’s office pests,” drifting from one physician to 
another and frequently falling into the hands of quacks, 
who preyed on their infirmity to line their own pockets 
or laid the seeds for beginning drug addiction. It is there¬ 
fore small wonder that the deserving members of this 
group of patients frequently lost faith in the ability of the 
medical profession to help them. 

Another contributing factor in holding back the prog¬ 
ress of rational therapy of pain has been lack of knowl¬ 
edge of the multitude of pain pathways and mechanisms, 
the knowledge of which is essential if effective treatment 
is to be carried out. Some of these pain mechanisms are 
very bizarre, and even today our knowledge of the com¬ 
plex functions of the central and autonomic nervous 
systems is indeed elementary. An example of the weird 
phenomena one encounters in therapeutic block is the 
relief of hip pain obtained by blocking the anterior, 
lateral, or posterior femoral cutaneous nerves. On the 
surface, there is no apparent logical explanation for 
these results, except that the pain might'be caused by 
muscle spasm lower down over an area supplied by these 
nerves. 

We know much more about pain and the nervous 
system than we did a few years ago, thanks to the neuro¬ 


physiologist, neurologist, neurosurgeon, and neuropsy¬ 
chiatrist, but a major portion of this progress, both 
experimental and clinical, stems from the interest of the 
anesthesiologist, in this field, and it is because of this 
interest that pain clinics have been established by and 
under the direction of anesthesiologists over past years. 
It was not only natural but appropriate that the anes¬ 
thesiologist largely should take over this field, since his 
job is to relieve pain in general, and frequently by the 
injection of nerves or nerve plexuses, in which he has 
received special training. 

At present there are hundreds of pain clinics through¬ 
out the country, in addition to a great number of private 
anesthesiologists who are devoting a portion of their 
time to this subspecialty. This proves to be one more 
example of the fact that the specialist in anesthesia may 
be of aid to his confreres in various other medical spe¬ 
cialties. 

Broadly speaking, pain falls into two general classi¬ 
fications: (I) due to organic disease; (2) of indeter¬ 
minate origin. That resulting from some organic disease, 
such as one of the colics, trauma, angina, previous 
surgical procedures, or advanced cancer, usually is not 
difficult to diagnose and treat. Even where pain due to 
organic disease is severe and persistent, as in inoperable 
carcinoma, the problem of control is more or less clear- 
cut. We can inject the pain-carrying nerves and repeat 
the injections as required; the nerves may be sectioned 
surgically to provide lasting relief, or, if these measures 
fail, we are justified in administering whatever analgesics 
are necessary to make the patient comfortable, since 
addiction need not worry us in hopeless cases or in cases 
of elderly patients. 

The same cannot be said for the multitude of patients 
with pain the origin of which is indeterminate, or seem¬ 
ingly so. Many of these patients are young, and we must 
be assured that whatever treatment we institute will not 
do them harm or exacerbate their present pain or per¬ 
haps even start a different one. This brings to mind a 
patient into whom I had injected alcohol for pain 
in the posterior chest wail and had produced good relief. 
A few days later I met the man on the street and asked 
him whether the pain in his back was gone still, “Oh, 
sure, Doc,” he replied, “you fixed that one, but this new 
pain in front is killing me.” 


From the Section on Anesthesiology', Mayo Clinic. 

Read before rhe Section on Anesthesiology at the Ninety-Ninth Annual 
Session of the American Medical Association, San Francisco, June 29, 
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This demonstrates how careful we must be in selecting 
patients for injection therapy, especially when potent 
and irritating agents such as alcohol are to be used. The 
psychological approach to this group of patients is just 
as important in effecting a cure as the ability to place a 
needle correctly on a nerve. 

Most of these patients are skeptical about obtaining 
relief, having tried a variety of physicians and treatments 
without results. On the other hand those who are seen 
for the first time often have the reverse attitude and feel 
that to be treated is to be cured. Patients with either 
attitude should be handled in a similar manner, and 
extreme caution should be exercised in outlining the 
diagnosis, treatment, and possible results. 

It is probably better to promise little in the line of 
results, although the patient should be encouraged to 
believe that relief is possible. It is well, however, to 
explain in detail to the patient the nature of the condition, 
what may be causing the trouble, the details of the treat¬ 
ment, and what to expect during and after the injection. 

The psychological approach to each individual patient 
is of the greatest importance, for an incorrect approach 
can either make or break the most effective type of 
treatment. Therefore, if we are to improve our results 
in these patients in the future, it is obvious that the in¬ 
ternist, neuropsychiatrist, neurosurgeon, and anesthesio¬ 
logist must work hand in hand, giving one another the 
maximum cooperation. 

Nerve block for pain is of two types: (1) for aid in 
making or confirming a diagnosis; (2) for actual therapy. 
The diagnostic block is usually carried out by using a 
local anesthetic agent the duration of effect of which is 
limited. Sometimes the use of a local anesthetic agent 
may provide relief for days and even weeks or months. 
In any event, if the local block is effective and the diag¬ 
nosis is established, one must decide on the least drastic 
therapeutic measure that will give the patient more or 
less permanent relief. Several choices are available: (I) 
repeat the local anesthetic injection at periodic intervals; 
(2) inject a longer-acting agent, to be repeated if neces¬ 
sary; (3) inject dehydrated alcohol; (4) suggest section 
of the pain-carrying nerves; (5) suggest that the patient 
learn to live with his pain if it is not too severe or persist¬ 
ent; (6) combine roentgen therapy and injection; (7) 
combine physical therapy and injection, or (8) combine 
any of the foregoing with psychotherapy. The choice will 
depend on the patient’s physical and emotional make-up; 
the cause of his pain, if apparent; the nature, persistence, 
and severity of the pain; his tolerance to pain; the degree 
of effectiveness of the preliminary block, and the pa¬ 
tient’s attitude toward further treatment. 

The prime essential, before any attempt is made to 
treat these patients, is to obtain a. detailed history. Even 
if a previous history has been provided by the referring 
physician, time will be spent well in asking the patient 
as many specific questions as one can think of, since this 
may provide an insight into his physical and emotional 
problems which might otherwise be overlooked. Ques¬ 
tions may be divided into two parts: (1) those asked 
during the taking of the history; (2) those asked just 
before, during, or after the block. 

During the taking of the history you must have the 
following information: (1) the site, nature, and severity 
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of the pain; (2) how long the patient has had pain; (3) 
whether it has increased in severity or remained the same 
since its inception; (4) whether the pain is increased 
when pressure is applied over the area, or by position, 
movement, exercise, and so forth—many neurotic pa¬ 
tients interpret pressure as pain and by and large ate not 
good candidates for block; (5) what the patient’s own 
opinion is as to what might have caused the pain in the 
first place; (6) whether the pain interferes with sleep, 
and (7) whether the pain can be controlled with acetyl- 
salicylic acid. The last two questions give a faidy 
accurate estimate of the severity of the pain and what 
the patient has been taking for it. If, after careful ques¬ 
tioning, it appears that a block will be of either diagnostic 
or therapeutic value or both, certain specific questions 
must be asked at this time: 

1. If the patient has been referred by another physi¬ 
cian or physicians, it is well to find out what they told 
the patient he might expect. Perhaps they minimized the 
nature and effects of the block; perhaps they overstressed 
these points, or, in the case of a patient with cancer, the 
true cause of the pain may have been withheld, and the 
patient will come expecting a cure and complete relief 
of symptoms. 

2. When the pain is of the intermittent type, it is 
essential to ask the patient whether he has pain now. 
It is difficult to estimate the degree of relief of pain when 
there is nothing to relieve at the time of injection. In such 
instances the patient may have a means of bringing on his 
pain, and this should be encouraged before injection. 
Otherwise, it may be wise to put off the injection until 
another attack of pain begins. 

In nervous and excitable patients who tolerate pain 
poorly, the injections may have to be carried out with 
the patient under light thiopental sodium (pentothal 
sodium®) or gas anesthesia, but usually a more reliable 
estimate of results can be made with the patient awake. 

Before the block is begun, the patient’s confidence and 
cooperation should be enlisted further by a frank dis¬ 
cussion of what you are going to do, how much it will 
hurt, and what possible after effects he may experience. 
Most patients fear being stuck with needles, but the 
majority will attempt to cooperate if they are told what 
to expect. They also should be told that the first injection 
is mainly for diagnosis and that when the effect of the 
local anesthetic wears off their pain probably will return. 

During the injection one should attempt on inserting 
the needles to obtain paresthesias which are similar to 
the patient’s old pain. Nevertheless, the patient should 
not be subjected to a prolonged period of painful needle 
sticks merely to obtain paresthesias. In fact, the use of 
roentgenograms after the needles are in place and before 
the injection is made has almost obviated the necessity 
of obtaining paresthesias, unless they can be produced 


he first two or three tries. . 

othing has been of more value toward insuring 
irate results in these cases than routinely checking 
position of the needles by roentgenologic methods. 

most experienced regional anesthesiologists have 
:d that needles they thought were correctly placed 
* often in etoss malposition, 
then the injection is completed the patient sh ™ 
llowed to rest quietly for 15 to 30 mm., his 
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being diverted, if possible, from his pain or the effects 
of the injection. At the end of this time he may be ques¬ 
tioned as to results. If partial relief has been obtained, a 
further important question should be asked, namely, 
whether he would be satisfied if this degree of relief could 
be made permanent. This question should be repeated 
two or more times to make sure that the patient is either 
satisfied or dissatisfied with the results. His answer will 
dictate what the type of permanent treatment should be. 

Certain types of pain seem to be more amenable to 
treatment than others. The pain of acute pancreatitis 
can usually be well controlled by splanchnic block, but 
the results are not nearly so satisfactory in pain asso¬ 
ciated with the gallbladder, stomach, and duodenum. 

Among the blocks that are particularly efficacious are 
caudal block for pain due to pelvic cancer, bilateral 
alcohol block of the stellate ganglion for anginal pain, 
and blocking of the appropriate divisions of the fifth 
cranial nerve for trigeminal neuralgia. Usually good can¬ 
didates for physical therapy present favorable cases for 
sympathetic block, since in these patients the two methods 
of treatment aid each other. In a similar way, the com¬ 
bination of therapeutic block with suitable psycho¬ 
therapy and suggestion is valuable in certain types of 
neurotic patients. 

In some patients nerve blocking seems to be contra¬ 
indicated, for example, psychotic patients who have had 
multiple operations and certain injuries of the brachial 
plexus. Patients with traumatic avulsion of nerves 
can seldom be cured except by chordotomy. Patients 
with a phantom limb can occasionally be cured by 
sympathetic block. Patients who have had pain over 
prolonged periods, controlled by opiates or narcotics, or 
who have resorted to barbiturates for sleep and rest 
present very difficult problems. It is doubtful that any 
block will give them the comfort they look for until 
their addiction problem has been resolved. Unless one 
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is convinced that this type of patient is thinking sanely, 
therapeutic block will be most unsatisfactory. 

At the present time there is a relatively small per¬ 
centage of patients with painful syndromes who can be 
given permanent or semipermanent relief. The fact that 
we are helping many patients who received little or no 
help in the past is encouraging. We can do still better if 
we apply ourselves to this important field. Certainly our 
results will be better when we have an agent that will 
produce a prolonged action without too many deleterious 
side effects. The longer-acting local anesthetic agents 
have not supplied the answer, nor has alcohol or the 
ammonium salts in benzyl alcohol. 

A good result seems to make a dozen bad ones worth¬ 
while. I recall a patient, a railroad roundhouse foreman, 
who had a small painful area in the chest wall which 
affected his sleep, work, personality, and livelihood. He 
had had it for three years and was most discouraged. 
He did not appear to be neurotic, but this small area of 
pain was coloring his whole life. The cause of his pain 
was not obvious, but for diagnosis I blocked the area 
involved. He obtained immediate relief and was dis¬ 
missed when he was pain-free for 48 hr. After three 
months he wrote me that his pain had not returned and 
that he could put in a comfortable day’s work for the 
first time in three years. 

I do not yet know the origin or basis for this man’s 
pain. The block therapy in his case was more or less a 
stab in the dark, but it produced results. In a neurotic 
patient who interprets even pressure as pain, this type 
of therapy probably would not have worked. 

In conclusion, I should say that diagnostic block in 
suitable cases will give us much information toward 
either curing or alleviating pain, and, in addition, thera¬ 
peutic block will make many miserable patients comfort¬ 
able and give them a new outlook on life. 

102 Second Ave., S. W. 


PONTOCAINE® SOLUTIONS FOR REGIONAL ANALGESIA OTHER 
THAN SPINAL AND EPIDURAL BLOCK 

AN ANALYSIS OF 2,500 CASES 
Daniel C. Moore, M.D., Seattle 


Nerve block and local infiltration analgesia is often 
one of the important parts of a doctor’s armamentarium. 
For years procaine hydrochloride (novocain®) has been 
the standard local anesthetic agent in most hospitals 
throughout the country. It meets Labat’s requirements of 
a desirable local anesthetic agent: 1 (1) ease of steriliza¬ 
tion; (2) ready and complete solubility in cold isotonic 
salt solutions in such concentrations as actually are used 
for induction of regional analgesia; (3) rapid and com¬ 
plete absorption locally, leaving no traces of its passage 
at the site of injection; (4) low toxicity, both when used 
in weak solutions and in such doses as are sufficient to 
produce surgical anesthesia; (5) ability to produce rapid 
onset of anesthesia; (6) one that is not decomposed by 
addition of a vasopressor, and (7) one that is not irritat¬ 
ing to the tissue. Deaths have occurred during the use 


of procaine, but, since the acceptable approved agent 
was employed, a general feeling of opposition to its con¬ 
tinued use was not aroused. One of the objections to 
procaine is the fact that the analgesia produced is rela¬ 
tively short, i. e., three-fourths to one and one-half hours. 
Therefore, in spite of establishing a satisfactory regional 
block, it often dissipates itself before surgery is com¬ 
pleted. This is annoying to both doctor and patient, and 
consequently many procedures are performed under 
general anesthesia, in spite of the fact that local analgesia 

From the Department of Anesthesia, Mason Clinic. 

Tetracaine tpontocaine*) hydrochloride furnished ihrough the courtesy 
of Winthrop-Stcams, Inc. 7 

Read before the Section on Anesthesiology at the Ninety-Ninth Annual 
J950° n lhe Amcric:L! ' Association, San Francisco, June 29, 

1. Labat, G.: Regional Anesthesia, London and Philadelphia, W. B. 
Saunders Company. 1930. 
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otherwise is preferred. Therefore, for the past few years 
we, as well as other anesthesiologists, have been inter¬ 
ested in finding a drug with a low toxicity and a pro¬ 
longed duration that might be employed routinely for 
nerve block and local infiltration analgesia. 


Table 1.— Comparative Total Intravenous Dose of Local 
Anesthetic in Cats 



Average 
Fatal 
Dose, 
Mg./Kg. 

Ratio 

Compared 

with 

Procaine 

Equiva¬ 

lent 

Dosage 

Ratio 

Corrected 

Toxicity 

Ratio 

Compared 

with 

Procaine 

Procaine (novocaine®). 

Piperocaine (metycaiue®) 

49.6 

1.0 

1.00 

1.00 

hydrochloride. 

28.8 

1.7 

0.80 

1.36 

Tetracaine . 

Dihucalne (nupercaine®) 

, 8.6 

5.8 

0.10 

0.58 

hydrochloride. 

, 3.5 

14.2 

0.05 

0.71 


A local anesthetic agent with a prolonged duration of 
action offers the following advantages: 

1. It permits regional analgesia to be carried out with finesse 
and minimal trauma, since rapid completion of the block is not 
necessary to conserve analgesia. This is especially true in exten¬ 
sive block procedures. 

2. The anesthesiologist can give valuable instruction to his 
pupils. This is important, since it will increase the number of 
men who can skilfully execute regional procedures. 

3. Local anesthesia may be used when indicated for the 

benefit of the patient, in spite of the necessity for slow, careful 
dissection. This is especially true in cases of diabetes and hyper¬ 
tension. 1 

4. The operating surgeon is at ease, since he knows that the 
surgical analgesia will be adequate for five to six hours. 

5. The surgical schedule may be changed suddenly for an 
emergency, even if the block has been executed. This is a definite 
advantage to the patient, since a second block will not have to 
be performed before operation, even if the emergency procedure 
should require two or three hours. 

6. Postoperative analgesia is prolonged, thus reducing the 
necessity for large amounts of opiates during the immediate 
postoperative period. This is important because, if the patient is 
free from pain and not under the influence of opiates, he will 
follow the “stir-up” regimen immediately. 

7. The block may be carried out at the convenience of the 
anesthesiologist, a factor of obvious importance in private prac¬ 
tice. 

During the past few years an increasing number of 
articles have appeared on the use of tetracaine (ponto- 
caine®), indicating that it might be the answer to the 
search for a local anesthetic agent with Labat’s qualifica¬ 
tions plus a prolonged duration of action.- It has been 
shown in Novak’s table of comparison 3 that, although 
milligram for milligram tetracaine is more toxic than 
procaine, it is effective when employed in solutions one- 
tenth as strong as effective procaine solutions (table 1). 
Therefore, effective solutions of tetracaine are actually 
less toxic than comparable procaine solutions. 

A previous paper based on the first 1,004 cases in this 
series has been published,-' 1 and the growing interest in 

2. (a) Kornfield, N.: Regional Anesthesia for Operations in the Upper 
Abdomen, Anesth. & Analg. 27 : 204-209 (July-Aug.) 1948. ( b ) Horan, 
J. S.: Treatment of Lepra Reaction and Acute Neuritis and Arthritis with 
Nerve Block and Intravenous Administration of Procaine, Internal. J. 
Leprosy 17:211 (July-Sept.) 1949. (c) Moore, D. C.: Pontocaine Hydro¬ 
chloride for Brachial Block Analgesia, Anesthesiology 9: 281 (May) 1948. 
(d) Moore, D. C.: The Use of Pontocaine Hydrochloride for Nerve Block 
and Infiltration Analgesia, Therapeutic, and Diagnostic Blocks: 1004 Cases, 
Anaesthesia 11:65 (Jan.) 1950. (e) Moore, D. C., and Bonica, J. J.: 
Combined Brachial Block and Spinal Analgesia for Bone Graft Surgery, 
Anesth. & Analg. 29:43 (Jan.-Feb.) 1950. (/) Bonica, J. J., and Moore, 
D. C.: Brachial Plexus Block Anesthesia, Am. J. Surg. 78 : 65 (July) 1949. 

3. Novak, S., quoted by Saklad, M.: Spinal Anesthetic Agents: Methods 
and Indications, New England J. Med. 2 13: 1226 (Dec.) 1935. 


the use of tetracaine for nerve block and local infiltra¬ 
tion prompted this reevaluation of our clinical study on 
this subject. 

PROCEDURE 

The procedure employed was the same as that reported in the 
first 1,004 cases and briefly consisted of the following salient 
points. 211 Patients of all ages, physical status, and operative risk 
for whom nerve blocks were advocated received tetracaine with¬ 
out screening (table 2). Tetracaine (pontocaine hydrochloride 
“niphanoid”?) crystals were used in all cases and mixed with 
isotonic sodium chloride solution to the desired concentration 
and volumes. Each operation was counted as a case, not each 
individual block—i. e., a block for a radical mastectomy was 
counted as one anesthetic procedure, not three, although it in¬ 
cludes a brachial block, an intercostal block, and a superficial 
cervical block. Premedication varied from none to heavy seda¬ 
tion with barbiturates, opiates, and the belladonna derivatives. 
Epinephrine (adrenalin®), suprarenin,® and phenylephrine (neo- 
synephrine®) hydrochloride in amounts from 0.2 cc. to 0.5 cc. 
were employed in the study, regardless of the volume of solution. 
All patients received the calculated number of milligrams of 
tetracaine and cubic centimeters of vasopressor drugs. For ex¬ 
ample, if we mixed 90 cc. of 0.15% tetracaine with 0.2 cc. of 
epinephrine (1:1,000) for a brachial block, the patient received 
the total amount, even though paresthesias were obtained and a 
satisfactory block would have resulted after 40 to 50 cc. of the 
solution was administered. This method was selected in order 
that the patient might receive a relatively large number of milli¬ 
grams of tetracaine and a calculated number of cubic centi¬ 
meters of vasopressor drug. 

RESULTS AND DISCUSSION 

In the 2,500 procedures 39 different types of regional 
blocks were performed (table 3). There were 1,352 
males and 1,148 females in the series of patients. Many 
of the patients having therapeutic and diagnostic blocks 
required more than one block, which explains the dis¬ 
crepancy between the number of patients and the num¬ 
ber of cases. A large variety of operations in various 
parts of the body were performed (table 4). 

Tetracaine (pontocaine hydrochloride “niphanoid”®) 
crystals are readily soluble in isotonic sodium chloride 
solution and did not produce irritation or slough of the 
skin. It was rapidly dissipated from the tissue, and skin 
wheals and tumefactions disappeared in one-half to one 
hour. 


Table 2. —Physical Status Record, American Society 
Anesthesiologists Code 


Age Group 

0-10. 

10-20. 

20-30. 

30-10. 

40-50. 

50-60. 

60-70. 

70-80. 

80-90. 


238 

235 

2S0 

237 

128 

23 


Total. 


8 

33 

59 

108 

157 

143 

74 

G 

590 


3 

1 

1 

8 

1 

13 

35 

49 

40 

5 


1 

4 

5 
10 

3 

4 


3 

30 

52 

76 

130 

133 

81 

17 

2 

532 


2 

13 


of 

Total 

11 

93 

331 

372 

535 

550 

423 

157 

20 

2.500 


elutions of tetracaine appear to be stable and re 
r anesthetic properties for at least 48 hr. O 
s were not allowed to stand for a longer penod, and, 
resent, the solution is mixed just before the block ts 
ormed. In the early part of the senes one to two 
s’ supply was prepared, sterile Erlenmeyer flasks 
lg used ^as mixing receptacles. These flasks: oft 
,d 24 to 48 hr. before the solution was used, and sa 
anesteia was otainsd. T.lracata. sdaaons 
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can be boiled repeatedly without deterioration but are 
rendered inactive by alkalis. Most glass receptacles are 
highly alkaline; if tetracaine solutions are prepared in 
such containers, the possibility of having a chemically 
altered solution must be considered. This is the reason 
that stainless steel mixing receptacles are used. 


Table 3. —Types of Nerve Blocks Performed 


Xo. of 


Nerve Block und Local Infiltration 

Xo. of 
Surgi¬ 
cal 

Blocks 

Diag. 

and 

Therap. Xo. of 
Blocks Patients 

Total 
Xo. of 
Blocks 


441 

6 

3G2 

447 

2. Breast (brachial, intercostal and 

21 


20 

21 

3. Cervical (deep and superficial).• • 

4. Cervical nerves individually for head- 

1SS 

*4 

8 

101 

5 

192 

S 


0 

2 

3 

4 



1 

1 

1 


7G 


7G 

7G 


4G 

42 

S3 

S3 


3 


3 

3 

10. Intracapsular (knee or shoulder)..... 
U. intercostul (bilateral) and deep 

12. Intercostal bilateral and unilateral... 

13. Lateral femoral cutaneous . 

14. Lateral femoral cutaueous and 

7 

382 

3G 

1 

0 

o 

3GG 

2 

9 

370 

213 

1 

1 

9 

384 

402 

o 

1 



120 

G2 

120 


17 

5 

15 

22 

17. Mandibular and deep cervical. 

14 

1 

h 

14 

5 

14 

10 

19. Maxillary and mandibular. 

■20. Maxillary, mandibular and deep 

17 

4 

3 

o 

17 

6 

20 

G 

21. Maxillary (right), maniillbular (right), 

and loft mental. 

22. Maxillary and supraorbital or infra- 

orbital.. 

23. Median, ulnar, und radial (at wrist 

1 

1 

28 

2 

1 

2’ 

28 

1 

3 

28 


14 


11 

14 


G 

G 

G 


14 

4G 

50 

GO 

27. Paravertebral (angina) . 

*i 

5 

5 

1 

5 

1 



5 

3 

5 



o 

1 

2 

31. Radial and median (at wrist). 

32. Sacrul nerves individually. 

33. Sciatic und femoral. 

34. Splanchnic (deep) . 

35. Stellate ganglion . 

30. Suprascapular. 

37. Supratrochlear and supraorbital. 

33. Sciatic, femoral, lateral femoral cu¬ 
taneous, and obturator. 

202 

3 

«» 

i 

8 

11 

238 

18 

1 

1 

1 

229 

G 

99 

10 

1 

3 

o 

1 

1 

270 

11 

238 

18 

1 

3 

Total . 

.1,583 

917 

1,892 

2,500 


A vasopressor agent may be used in tetracaine solu¬ 
tions without causing decomposition. It is not necessary 
to make the tetracaine solutions potent anesthetic agents. 
This was found to be true because the solutions that 
were given to 17% of the patients who had therapeutic 
and diagnostic blocks and to diabetic patients did not 
contain a vasopressor drug. The vasopressor drug 
seemed to have little influence on the duration of anes¬ 
thesia or postoperative analgesia (table 5). This was 
especially true in the case of the diabetic patient who 
received no vasopressor and whose anesthesia and post¬ 
operative analgesia times were comparable to those of 
patients in whom a pressor agent was employed. 

Blood pressure is unaffected by the tetracaine solu¬ 
tion, except when a vasopressor is used, and in such 
cases a transient rise in blood pressure with a fall to 
normal in 30 to 40 min. may occur. Pulse rate and res¬ 
pirations are unaffected. 

Massive amounts of tetracaine hydrochloride in milli¬ 
grams and large volumes of solution were used. It can 
be seen from table 6 that, although percentages varied 
to meet various volume demands in extensive block pro¬ 
cedures, the average number of milligrams of tetracaine 


hydrochloride employed in each block was fairly con¬ 
stant. The minimal dosages used were not included in this 
chart because we were trying to determine whether large 
doses of tetracaine were safe. All the concentrations of 
tetracaine shown in table 6 produced effective operating 
analgesia. The higher percentages were used merely to 
shorten the time period between completion of the block 
and onset of surgical anesthesia. The establishment of 
analgesia with tetracaine depended entirely on the per¬ 
centage employed and the accuracy of the placement. 
Concentrations of 0.1, 0.15, 0.2, and 0.25% require 30 
min. or longer to assure a workable block. Concentra¬ 
tions of 0.3 to 0.5% produce anesthesia in less than 
20 min. (table 7). 

Probably the outstanding property of tetracaine hydro¬ 
chloride is its prolonged action. It gives a minimum of 
five hours’ operating time, as proved by actual opera¬ 
tions. We have done gastric and pancreatic resections, 
using deep splanchnic and intercostal blocks for relaxa¬ 
tion with 2 1. of nitrous oxide and 11. of oxygen a minute 
for analgesia. Also, blocks for two-hour operations have 
been performed three hours before the surgical procedure 
was started, and anesthesia of the part was still present at 
completion of the operation. Table 4 shows actual oper¬ 
ating and anesthesia times of various surgical procedures. 


Table 4. —Operations (Therapeutic and Diagnostic 
Block Not Included) 


Xo. 
- of 

Regions Op. 

Arm 

(a) Closed (fractures, etc.). 90 

(b) Open (tomlon repairs, crafts, 

amputations, etc.) . 3*G 

Breast 

(a) Radical mastectomy . 17 

(b) Simple mastectomy . G 

Abdominal 

(a) Extruperitoncal 

1. Hernia . SO 

(b) Intraperitoneal 

1. Cholecystectomy . 177 

„ 2. Colon resection . 1 j 

3. Gastric resection . 14 ‘J 

4. Miscellaneous . 51 

5. Splenectomy . 3 

G. Whipple . 8 

7. Explorations . G 

8. Secondary closures . 5 

Leg 

(a) Closed (reductions and manipula¬ 

tions) . 05 

(b) Open (reductions, sequestrectomies, 

l>umoneetomie», etc.) . 201 

Miscellaneous 

(a) Infiltration for lipomus, etc. 3G 

Xeck and Face 

(a) Brachial cyst. iq 

(b) Face (lip rejections, fractured 

)uw>, etc.) . 77 

(c) Phrenic nerve crushes. G 

(d) Thyroidectomy . loG 

(e) Radical neck dissections. 10 

Thorax 

(a) Intrapleural 

1. Intracostal blocks to supplement 
cndotrucheal anesthesia . 1G 

Total .1,383 


Actual Op. 
Time, Hr. 

Actual Anes. 
Time, Hr. 

Aver¬ 

Maxi- 

Aver¬ 

Maxi¬ 

age 

mum 

age 

mum 

% 

l 

US 

o 

X 

5 

l?i 

Hi 

1% 

2tA 


3H 


1?I 

I?4 

2?i 

% 

1% 

1 

2‘/i 

l\l 

3 


3?i 

2 


2?i 

Hi 

2tf 

4*i 

3 

5 

1 

o 

m 

2?i 

l?i 


2 3 4 

3 

2tt 


3k 

5V4 

V* 


1% 

2Vi 

l‘~ 

o 

2 

3 

l’. 

u; 

1 

o 

1 



3)4 

% 

m 

1 

2ii 

1 

2 

1% 

2?i 


3 

1 

3Va 

i~. 

1 

1 


l'~ 

1H* 

1^ 

2H 

iy 2 

3% 

2 

■Hi 

2^ 

4 

3>A 

S 


The exact maximum time tetracaine effect will last has 
not been determined. Skin anesthesia has been present 
for eight to nine hours, but this does not indicate that 
the deep tissues could be manipulated (table 7). 

Postoperative analgesia is indeed striking and gratify¬ 
ing to the patient, surgeon, and anesthesiologist. Anal¬ 
gesia may last for nine hours and definitely permits early 
institution of the “stir-up” regimen (table 7). The 
amount of opiates required postoperatively is greatly re- 
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* duced. In many cases, especially when casts are applied, 
no sedation is required. In upper abdominal surgery 
muscle spasm is greatly reduced, and this, in turn, reduces 
the amount of opiates necessary. It is not uncommon for 
a patient to require less than a total of 1 to I Vi grains of 
morphine sulfate after gastric resection or cholecystec¬ 
tomy. 

Table 5. —Three Vasopressors Used 

Length of 
Time of 


Xo. of 
Cases 
t.fiSS 

Epinephrine 

No. of 
Cc. 

0.3 

Operative 

Reactions .Analgesia, Hr. 
2 5-0 

347 

Phenylephrine 

0.5 

1 5-0 

40 

Suprarenin® 

0.5 

4 5-G 

425 

No vasopressor 




We, as well as other workers, were impressed with 
the fact that the nervousness, excitement, and restless¬ 
ness that often accompany procaine injections were no¬ 
ticeably absent when tetracaine was infiltrated. 

There have been no palsies or areas of prolonged anes¬ 
thesia. Five complications occurred other than the reac¬ 
tions later described. Three of these were pneumo¬ 
thoraxes and two were atelectases, but these could not 
be attributed to the tetracaine. 

There were two reactions to epinephrine (adrenalin®) 
(1:1,000) in 1,788 cases. One reaction to 1% phenyl¬ 
ephrine (neosynephrine®) occurred in 357 cases and four 
reactions to suprarenin® in 40 cases (table 5). This led 
to the suspension of use of suprarenin® early in the series. 
The one phenylephrine reaction occurred in a 44-year-old 
white woman who had a lumbar sympathetic block of 
40 cc. of 0.25% tetracaine solution and 0.5 cc. of 
phenylephrine for thrombophlebitis. Before the proce¬ 
dure her blood pressure was 130 mm. systolic and 86 
mm. diastolic, her pulse rate was 76, and her respiration 
rate was 18. She had received no premedication. Ten 
minutes following completion of the block she became 
nauseated and nervous, and felt that it was difficult to 
breathe. The blood pressure rose to 190 mm. systolic and 
100 mm. diastolic, her pulse rate was 100, and her 
respiration rate was 30. In 30 min. she became quiet, and 
her blood pressure, pulse rate, and respiration rate ap- 


Table 6.— Percentage Comparisons 


Tetra¬ 



Dosa 

go Used 


Reactions to Reactions to 

caine, 


( -- — 

- - 

-A---, 


Tetracaine 

Vusouicssor 

Per 

No. of 

Max. 

Max. 

Aver. 

A\ er. 

r -- 

^ 

r~ -' 

V- -- 

Cent 

CrtNCS 

Cc. 

Mg. 

Cc. 

Mg. 

Min 

Sev. 

Min. 

Sev: 

o.i 

ISO 

230 

250 

150 

130 

0 

0 

0 

0 

0.15 

73$ 

110 

103 

S3 

125 

9 

3 

0 

4 

0.20 

120 

100 

200 

00 

125 

0 

0 

0 

0 

0.23 

m 

100 

230 

00 

123 

0 

3 

0 

3 

0.3 

16-2 

40 

120 

40 

100 

0 

0 

0 

0 

0.4 

19 

30 

120 

30 

320 

0 

0 

0 

0 

0.5 

01 

-10 

200 

10 

50 

0 

1 

0 

0 


proached the preanesthetic level. It could be argued 
justly that this was a mild tetracaine reaction, except for 
the subsequent course. The next day another lumbar 
sympathetic block was performed. The same amount 
and percentage of tetracaine was used, but the phenyl¬ 
ephrine was omitted. The patient’s course was uneventful 
during this therapeutic block. The two epinephrine and 
four suprarenin® reactions followed the same pattern as 
in this case. 


In 2,500 cases there were 14 reactions to tetracaine' 
these reactions were classified as minimal or severe. ’ 

Minimal Reactions. —Seven cases characterized by drowsi- 
ness only occurred during superficial and deep cervical block for 
thyroidectomies. There was no change in the blood pressure or 
the pulse. In each of these blocks '90 cc. of 0.15% tetracaine 
solution with 0.3 cc. of 1% phenylephrine and 150 turbidity- 
reducing units of hyaluronidase was employed. No treatment 
was given, and the drowsiness passed in five to 20 min. 

Two cases characterized by irregular heart rates corrected 
themselves without treatment in 10 min. One occurred after a 
brachial block and the other after a sciatic and femoral block. 
In these cases 90 cc. of a 0.15% tetracaine hydrochloride solu¬ 
tion with 0.3 cc, of epinephrine (1:1,000) and 150 turbidity- 
reducing units of hyaluronidase was employed. 

Severe Reactions Case 1.—A well-developed and well- 
nourished white man had been hospitalized for tic douloureux, 
and a gasserian ganglion block was being executed. The needle 
was placed, and aspiration yielded no blood or spinal fluid. The 
open needle was then allowed to stay in place for one minute to 
be sure the dura or a blood sinus had not been entered. Two 
cubic centimeters of a 0.5 % solution of tetracaine with 0.3 cc. of 
1 % phenylephrine was injected. The blood pressure was 130 mm. 
of mercury systolic and 70 mm. of mercury diastolic, the pulse 
rate was 80, and the respiration rate 18. Within one minute the 
patient began to feel dizzy and complained of being faint. He lost 
consciousness and had some twitching movements of his bands 
and feet but no generalized convulsion. The blood pressure rose, 


Table 7. —Operative and Postoperative Analgesia 


Tetracaine 

Time for 
Analgesia 
to Estab¬ 

Duration 
of Operative 

Postoperative * 

Per Cent 

lish, Min. 

Analgesia, Hr, 

Analgesia, Hr. 

0.1 

30-45 

PA-a 

4-9 

0 13 

30-15 

3-6 

4-9 

0.20 

3045 

5-6 

4-9 

4-9 

0.23 

20-30 

5-U 

0.3 

13-25 

5-6 

4-9 

0.4 

30-15 

5*6 

i'9 

0.5 

10-15 

5-6 

0 


as did the pulse rate, and respirations became shallow and rapid. 
Cyanosis became more pronounced, and respirations ceased. At 
this point intubation was performed, and artificial respiration 
was instituted. The blood pressure had risen to 200 mm. ot 
mercury systolic and 110 mm. of mercury diastolic, and the pulse 
rate was 130, but of fair quality. Artificial respiration was con¬ 
tinued for 25 min. before the patient gradually took over ins 
own respirations and regained consciousness. As soon as artri'.crat 
respiration was instituted, the blood pressure and P ulse . rale 
gradually returned to normal. No barbiturate was used intra¬ 
venously. Whether or not this was a subdural, intra-arterial, or 
intravenous injection is open to argument. The reaction was no 
due to a sensitivity to tetracaine or phenylephrine solutions,, 
previous and subsequent injections with tetracame-phenylephrin 
solutions had been administered to this patient without Kactio ■ 

C ASE 2. _A 68-year-old white woman had been operated upon 

uneventfully for an acute gallbladder condition under inter¬ 
costal deep splanchnic block employing c ; ' d ,j 0 

caine solution with 0.4 cc. of epinephrine ( . , 
turbidity-reducing units of hyaluronidase. She was W" ° b 
cardiac and had a grossly irregular pulse before 
first day postoperatively a right therapeutic intercostal block 
administered employing 50 cc. of 0.25% tetracaine solution with 
0 2 cc. of epinephrine (1:1,000) and 150 turbidity-reducing umt^ 
of hyaluronidase. Five minutes after the uompletioiofthb 
she became irrational; her blood pressure dropped from , mm 

of mercury systolic and 86 mm. of mercury diastol e to >» ® 

o m systolic and 42 mm. of mercury diastolic; her puke 

rate was weak but retained the. same - 

»-• 

zztz X iSS -«-»££ 

. ss-vear-old white woman had an unevei 

cholecystectomy under intercostal deep 

ing 150 cc. of 0.1% tetracaine solution with 0.4 cc. it 
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phrine (1:1,000) and 150 turbidity-reducing units of hyaluroni- 
dase Postoperatively she had two right therapeutic intercostal 
blocks, carried out uneventfully each time with 50 cc. of 0.25% 
tetracaine with 0.3 cc. of epinephrine (1:1,000) and 150 turbidity- 
reducing units of hyaluronidase. An elective subtotal thyroid¬ 
ectomy was scheduled, and the patient received a superficial and 
deep cervical block, employing 90 cc. of a 0.15% tetracaine 
solution with 0.3 cc. of 1% phenylephrine and 150 turbidity- 
reducing units of hyaluronidase. Ten minutes after completion 
of the block she became cyanotic and had a convulsion lasting 
20 sec. Oxygen was administered under pressure, and she re¬ 
sponded without further treatment. Surgery was performed, and 
her postoperative course was uneventful. 

Case 4._An 82-year-old white woman was to have a thyroid¬ 

ectomy for toxic adenoma under superficial and deep cervical 
block. The block was administered using 0.15% tetracaine 
solution with 0.3 cc. of 1% phenylephrine and 150 turbidity- 
reducing units of hyaluronidase. Five minutes after completion 
of the block respirations became shallow and ceased. Artificial 
respirations by oral airway and mask were performed. Her pulse 
rate increased from 92 to 120 but was of good quality. Her 
blood pressure rose from 150 mm. of mercury systolic and 90 
mm. of mercury diastolic to 200 mm. of mercury systolic and 
120 mm. of mercury diastolic. After five minutes of oxygen 
therapy shallow respirations resumed, and in 10 min. respira¬ 
tions were normal, and blood pressure and pulse rate had re¬ 
turned to the preanesthetic level. The operation was uneventful, 
as was the postoperative period. 

Case 5.—A 55-year-old white man who previously had had a 
gastric resection for duodenal ulcer reentered the hospital com¬ 
plaining of pain and a dumping syndrome. He was deformed 
severely from arthritis, necessitating performance of the gastric 
resection with the patient in the sitting position. At that time he 
received endotracheally an anesthetic of nitrous oxide, oxygen, 
and ether. After this operation he received a bilateral therapeu¬ 
tic intercostal block, using 60 cc. of 0.2% tetracaine solution with 
0.3 cc. of epinephrine (1:1,000) and 150 turbidity-reducing units 
of hyaluronidase. Immediately after the block his blood pressure 
fell from 90 mm. of mercury systolic and 50 mm. of mercury 
diastolic to 60 mm. of mercury systolic and 0 mm. of mercury 
diastolic, and he became cold and clammy but did not lose con¬ 
sciousness or become apneic. Oxygen was administered, and the 
patient’s condition was satisfactory in 30 min. His recovery from 
the operation was uneventful. At this readmission the surgeon, 
feeling that a bilateral thoracic sympathetic block of the fifth 
through the 12th thoracic nerve segment would correct the dump¬ 
ing syndrome and ease pancreatic pain, requested our opinion. 
His first two requests were refused on the basis of the patient’s 
severe arthritis with poor landmarks and his previous reactions to 
a block procedure. However, after the third request, the block was 
attempted, employing 90 cc. of a 0.15% tetracaine solution with 
0.3 cc. of epinephrine (1:1,000) and 150 turbidity-reducing units 
of hyaluronidase. No sedation was given, but after severe pain 
occurred on the placing of the first two needles, 0.6% thiopental 
(pentothal^) sodium was given to the point of analgesia. At the 
completion of the block the patient ceased breathing. This was 
30 min. after the block had been started. The patient’s blood 
pressure was 110 mm. of mercury systolic and 70 mm. of mer¬ 
cury diastolic, his pulse rate was 76, and his respiration rate 18 
at the beginning of the procedure. A quick check revealed no 
pressure or pulse. Oxygen was administered endotracheally, and 
other resuscitation drugs such as atropine and epinephrine were 
given intravenously. Cardiac massage was not attempted as the 
facilities and personnel were inadequate. The patient was pro¬ 
nounced dead one hour and fifteen minutes after the cessation 
of breathing. Postmortem revealed nothing. We feel this death 
was caused by faulty injection, probably subdural, although the 
pathologist could find no puncture of the dura. Of course, the 
possibility of a sensitivity to the local anesthetic solution must 
be considered. Nevertheless, 1 am reluctant to condemn the 
anesthetic solution in view of the patient's severe deformity. 


It is interesting to note that when tetracaine solutions 
without hyaluronidase .were employed, only one reaction 
was observed in spite of the relatively large amounts of 
tetracaine employed. Hyaluronidase, which is now con¬ 
sidered the spreading factor by Duran-Reynals and 
McClean, was used in 1,000 of the above cases.-* One 
would expect to see more reactions in these cases because 
the greater diffusion of the local anesthetic solution re¬ 
sults in a greater absorption of the tetracaine. In the 
series of cases in which hyaluronidase was added, the 
same amount and concentration of tetracaine solutions 
were employed for the block in question as when hya¬ 
luronidase was omitted. 

Reactions from tetracaine solutions per se, used for 
regional procedures other than subarachnoid block, epi¬ 
dural block, and topical analgesia, are infrequent, as 
shown by the recent available literature.- 

The reactions which were observed during the series 
in which hyaluronidase was added gave us some insight 
as to the type of tpxic reactions one might expect in the 
use of tetracaine, the blocks in which they are most 
likely to occur, and what treatment should be insti¬ 
tuted. Nine of the reactions occurred during superficial 
and deep cervical blocks. This could well be anticipated 
because of the high vascularity of the neck with either 
rapid absorption or possible intravascular injection. The 
remaining five reactions occurred from injections in vari¬ 
ous regions of the body. All the reactions occurred usu¬ 
ally five to 10 min. after the block was completed, which 
indicates that careful, not casual, observations should 
follow a tetracaine block for at least 15 min. The reac¬ 
tions were not heralded by restlessness, apprehension, 
and dizziness, which are often a warning when procaine 
is employed. On the contrary, these patients become 
drowsy, respirations were first shallow and then absent. 
In only one case were convulsions severe. In two of the 
severe reactions the blood pressure declined, and the 
pulse rate became rapid and weak. This would seem to 
indicate that tetracaine depresses cardiac activity, and 
perhaps in the presence of cardiac damage it is best 
avoided. On the other hand, patients who have had cor¬ 
onary occlusions and other heart insufficiencies, as shown 
by electrocardiogram, have tolerated tetracaine blocks 
without any difficulty. Also, because of this evidence of 
cardiac depression, perhaps intravenous or intracardiac 
administration of epinephrine may have been indicated 
in the case in which the patient died. However, to date 
we have not looked fondly upon its use. It would appear 
from the present toxic reactions that tetracaine tends 
to depress first the respiratory center and that deaths, 
when they occur, may be respiratory in nature. To date 
we have administered only oxygen to these patients by 
mask, maintaining a clear airway with an oral airway or 
an endotracheal tube. We have seen but one severe con¬ 
vulsion, and this stopped before a barbiturate could be 
started intravenously. However, had it continued, we 

4. Duran-Reynals, F.: Tissue Permeability and Spreading Factors in 
Infections: Contribution to Host-Parasite Probtcm. Bact. Rev. <f: 197 
1947. McClean, D.: Studies on Diffusing Factors; Methods of Assay oi 
Hyaluronidase and Their Correlation with Skin Diffusing Activity Bio- 
chcm. J. 37: 169, 1943. 
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would have used small doses (50 to 100 mg.) of thio¬ 
pental to control the convulsion. ,We have not used vaso¬ 
pressors to maintain a blood pressure, as the blood 
pressure has not fallen to a dangerous level, except in 
the case in which the patient died. We feel that this death 
was caused by a faulty injection, probably subdural, with 
a block of the cardiac accelerator fibers and cardiac 
arrest. Had cardiac massage been feasible in this case, 
it would have been attempted; however, by the time it 
could have been instituted the critical period of three to 
five minutes would have been exceeded. 

SUMMARY 

Tetracaine (pontocaine®) has many advantages for 
regional procedures and may be the answer to our search 
for a more satisfactory local agent. It has all the require¬ 
ments listed by Labat for the ideal agent, with the excep¬ 
tion of rapid onset of analgesia when very weak solutions 
are used. This disadvantage is easily offset by its pro¬ 
longed anesthetic action. Tetracaine’s retarded onset of 
analgesia is noticeable only in nerve block or field block 
analgesia, and, even then, this varies with the concentra¬ 
tion of the solution and accuracy of placement. When 
tetracaine is used for intradermal and subcutaneous in¬ 
filtration, almost instantaneous analgesia is produced. 

This series of cases, as well as others reported, indi¬ 
cates that tetracaine in large amounts is a safe local anes¬ 
thetic agent for nerve block or infiltration procedures. 
It.also must be pointed out that in most cases every 
block in this series could have been performed ade¬ 
quately with approximately one-half of the tetracaine 
dosage employed. However, the large dosage was used 
to determine the safety of tetracaine. 

Fourteen reactions to tetracaine occurred in 2,500 
cases. Tetracaine reactions are not heralded by restless¬ 
ness, nervousness, and dizziness. They are often un¬ 
heralded and usually occur five to 15 min. after the 
completion of the block. They are characterized by 
drowsiness, shallow respirations, and apnea. Blood pres¬ 
sure and pulse rate usually do not vary. Careful obser¬ 
vation of these patients, as required with any other anes¬ 
thetic procedure, is essential. Reactions to tetracaine 
were combated with oxygen therapy only. However, if 
the blood pressure falls, it should be supported with 
vasoconstrictor agents, and only if convulsions are pres¬ 
ent and sustained or repeated should a barbiturate be 
administered intravenously. Should cardiac arrest occur, 
cardiac massage, if at all feasible, should be considered. 
There was one death which we feel was caused by faulty 
technique and poor selection, not to the drug in question. 

Vasoconstrictor agents do not alter the anesthesia pro¬ 
duced by tetracaine and may be omitted from the solu¬ 
tion at any time. Reactions from vasoconstrictor agents 
are treated in the usual manner, i. e., oxygen therapy 
and reassurance of the patient and, if the blood pres¬ 
sure becomes alarmingly high, administration of seda¬ 
tives, preferably 50 to 300 mg. of thiopental intrave¬ 
nously. 

Tetracaine gives a minimum of five hours of anesthesia 
when used for nerve block and local infiltration. 

Prolongation of therapeutic and diagnostic procedures 
is obviously of great importance and advantage; there¬ 
fore, tetracaine may be the drug of choice for this work. 


J.A.M.A., June 30, 19 S[ 


Postoperative analgesia lasts from four to nine hours 
This is of utmost importance in reducing postoperative 
complications and instituting early ambulation. 

There were no nerve palsies or areas of prolonged 
anesthesia in this series of cases. 

CONCLUSIONS 

The results of 2,500 regional analgesia procedures 
other than epidural or subarachnoid block are presented. 

This series of cases shows that tetracaine is a safe, 
desirable, local anesthetic agent when it is used in dilute 
solutions which are effective in producing adequate 
analgesia. 

Patients who have tetracaine reactions can be resusci¬ 
tated. 

Further study with tetracaine should be undertaken in 
order that a larger number of reports from various in¬ 
vestigators may be available. 


ABSTRACT OF DISCUSSION 

On Papers by Drs. Adams, Pender and Pugh, and Moore 

Dr. John J. Bonica, Tacoma, Wash.: The excellent results 
obtained in some patients who have excruciating pain due to 
malignancy, tic douloureux, pancreatitis, renal colic, causalgiac 
states, and many other disorders are very gratifying and often 
cause a great deal of enthusiasm on the part of both the referring 
practitioner and the regional anesthesiologist. It is important 
that these results do not cause us to become overenthusiastic, 
for unless we avoid the promiscuous use of diagnostic and 
therapeutic nerve blocks, we will become discouraged. It is 
important to realize the limitations inherent in this method am) 
the great deal of time and patience entailed in its proper admin¬ 
istration. One must be willing to devote much more time to these 
patients than the average clinician can afford, and perhaps the 
fact that the anesthesiologist is able and willing to spend this 
much time has been one of the most important reasons why Ms 
medical confreres have relinquished this function to him. It is 
most important, as Dr. Adams has emphasized, that the patients 
are carefully selected. If nerve blocking is the procedure of 
choice, it is important that all those concerned are made to 
realize that the earlier the block, the better the therapeutic re¬ 
sults. In order to obtain optimum results in those patients who 
have been selected as suitable, the administrator must be thor¬ 
oughly familiar with the present concepts of pain mechanisms 
and the anatomic, physiopathological, and psychological factors 
involved in the various disease conditions. One must be expert y 
familiar with the technic of selectively blocking the involve 
nerve pathways. Constant practice, which can be done on fres 
cadavers just prior to or during postmortem examinations, and 
frequent use of regional procedures for surgical anesthesia wt 
improve the dexterity of the regional anesthesiologist. Haphaz¬ 
ard injection of nerves must be avoided or nerve blocking wi 
be of little value. The results must be evaluated objectively y 
means of temperature and sudomotor studies, photographs, an 
x-rays. It is of the utmost importance that accurate detai 
records are kept so that the results may be analyzed later, an 
conclusions derived therefrom. In the past five years two fac 
have contributed to better results in our cases. One bas be 
use of roentgenograms to aid in the proper placement of nee • 
Dr. Pender's and Dr. Pugh's timely paper expresses our ve 
on this subject, and I hope it will stimulate those who have not 
availed themselves of this excellent aid to do so mt the f # 
We have found x-rays of inestimable value m obtain g 
clearer concept of nerve blocking and in teachmg r< f°J ian 
cedures to residents, particularly m blocks of tb J 
ganglion, of the divisions of the trigeminal nerve, and m 
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of the glossopharyngeal, vagus, and accessory cranial nerves. 
The other factor which has contributed in bettering our results 
has been the use of dilute solutions of tetracaine because its effects 
much longer blocks than procaine. To date we have employed 
and thoroughly investigated tetracaine in nearly 5,000 regional 
procedures other than spinal block and have arrived at the same 
conclusions as Dr. Moore has just presented. 

Dr. J. W. Winter, San Antonio, Tex.: Diagnostic, prognostic 
and therapeutic blocks present a perplexing problem. A careful 
study of each patient before starting a block is essential. Over¬ 
looking metastic carcinoma, syphilis, or other degenerative dis¬ 
eases of the central nervous system, when they are the causative 
factor of pain, paresis, or circulatory disturbances, can be most 
embarrassing. Knowledge, experience, and diligent study, as well 
as careful technical execution of nerve blocks, will improve the 
number of satisfactory results. For best results treatment of 
intractable pain should be started as early as possible. Pro¬ 
crastination also tends to lead to loss of personality and addic¬ 
tion to narcotics, which reduces the chance of cure to almost 
zero. Alcohol should be reserved for blocking the tj-igeminal 
and sympathetic nerves and for intraspinal injection. Its use on 
peripheral, nerves seems to be because of inexperience or the 
acquisition of some skill we do not possess. We find many cases 
in which pain has been alleviated with ammonium salts injected 
intraspinally or peripherally when it is of somatic nerve origin, 
but we cannot predict the chance of cure in a given case. Our 
results have improved since vve have increased the concentration 
for peripheral nerves. Proper placing of the needles for any type 
of nerve block is necessary for success. Near hits frequently will 
be sufficient for successful analgesia if large quantities of local 
anesthetic agents are used. Direct hits are demanded for results 
when the use of smaller quantities is necessary, as indicated 
when an anesthetic agent is being used prognostically or for 
therapeutic alcohol blocks. X-ray is a poor substitute for knowl¬ 
edge and training in regional anesthesia. In fact, there are many 
blocks in which the unskilled and unsuspecting occasional re¬ 
gional anesthetist, falsely comforted by the assistance of x-ray, 
might cause disaster. If x-ray is used as a supplementary aid to 
blocks performed by a well-trained regional anesthetist, in¬ 
creased accuracy and better results can be expected. Frequently 
we desire longer-acting local anesthetic agents than procaine 
hydrochloride. It often wears off before maximum warming of 
an extremity occurs when it is used for sympathetic blocking in 
a room with controlled temperature, whether it be used on the 
ganglia or intraspinally. Tetracaine takes effect quickly enough 
to be used as a spinal agent, but it is rather slow as a regional 
agent. Therefore, for major surgery we usually use 1 Gm. of 
piperocaine (metycaine®) hydrochloride or procaine with 60 mg, 
of tetracaine added. Length of action is from three to five hours. 
For surgery lasting longer than three hours it seems logical to 
use tetracaine alone as the local anesthetic agent. Untoward 
reactions from tetracaine rarely occur, but when they do they 
last longer than those from procaine or piperocaine. It is ad¬ 
vocated that every one using these agents in the office or hospital 
keep a short-acting barbiturate and oxygen nearby for possible 
resuscitation. 

Dr. Richard H. Barrett, Hanover, N. H.: I am happy to 
hear Dr. Adams state that the anesthesiologist of today performs 
a great variety of functions in addition to clinical anesthesia. 
1 will go further; the anesthesiologist of today is the general 
practitioner of specialized medicine. The reason we have been 
successful in a lot of this work is that we have taken time to 
listen to these patients’ stories. Many patients have been diag¬ 
nosed as being "neurotic.” Anyone having a prolonged pain has 
good basis for his neurosis. One question asked frequently is, 
'How long will a block last?” The effect of a local anesthetic, 
even tetracaine, lasts not longer than five to, possibly, nine hours, 
and procaine lasts only three or four hours. The beneficial effect 
of block therapy is probably owing to its effect upon the sym¬ 


pathetic rather than on the somatic nervous system. If alcohol 
is used, it must be dehydrated (“absolute”) and sterile (spores 
live in nonsterile alcohol). The use' of roentgenograms in doing 
diagnostic and therapeutic blocks is ideal. There is a question 
of their necessity in connection with therapeutic blocks, per se, 
because of the expense involved in repeated procedures, and, as 
mentioned by Dr. Pender, many blocks can be evaluated ade¬ 
quately upon their therapeutic effect. Internists and surgeons 
should be educated to tell the patient that he may need a series 
of blocks, no just a block, especially after he has received in¬ 
numerable x-ray and diathermy treatments and alcohol block 
is not contemplated. The rational for using x-rays for the proper 
placement of block needles is comparable with its use for the 
proper placement of pins in bone-nailing procedures. The use of 
alcohol in nerve blocks should be a last resort, or a substitute for 
refused surgery, never a first resort. The practice of putting alco¬ 
hol in the sciatic nerve usually is contraindicated. Nine times 
out of ten so-called “sciatica” is a symptom, not a disease, and 
should be treated as such. The sympathetic nervous system is a 
dominant factor in pain; except for direct nerve trauma, is¬ 
chemia, or localized hypoxia, it is probably the basis of most pain. 
Relieve the ischemia, and you relieve the pain. Nerve tissue dis¬ 
likes ischemia. It makes this fact known via somatic or sympa¬ 
thetic nerves. We should attempt to reestablish the normal status 
quo, that is, normally functioning nervous tissue and—pardon 
the expression—avoid the use of anesthetic cosmetics, if we 
consider only the somatic system. Procaine has been beneficial 
through the years in blocking sympathetic nerves, allowing vas¬ 
cular release, counteracting ischemia and associated hypoxia, 
and allowing nervous tissue to function again normally. Only a 
few minutes or hours of anesthesia may be necessary to stop a 
vicious cycle. This can be done by repeated blocks. One prob¬ 
lem sometimes encountered is that of a surgeon wanting to do 
an operation under local anesthesia because of the poor-risk 
patient, believing that even block anesthesia may cause more- 
trauma. I have seen surgeons operate on a “poor-risk” under 
so-called infiltration anesthesia and use almost a bucketful of 
procaine, believing this is causing less trauma or less toxic effect 
to the patient than block anesthesia. It is almost akin to a 
procaine bubble bath. 

Dr. John W. Pender, Rochester, Minn.; Dr. Lundy has sug¬ 
gested that I mention the technique which we have found useful 
in the injection of nerves with dehydrated (“absolute”) alcohol. 
The technique has been termed “spot wetting,” to rhyme with- 
“spot welding” in other types of endeavor. If one intends to 
inject a nerve with, say, 2 cc. of dehydrated alcohol, the tech¬ 
nique is to inject 0.5 cc. at a time, rather than the whole amount, 
waiting for intervals of one to two minutes between injections. 
That is an attempt to confine the area in which the alcohol exerts 
its effect to the smallest diameter. In this way one can block only 
the. nerves that are intended to be blocked, and not have the alco¬ 
hol spread to other nerves where it may produce undesirable 
effects. 


Diarcouc Jsttect ot wlorpbine.—After a few minutes there is an 
undefined feeling of general comfort. The mental faculties arc 
agreeably stimulated, the brain seems more active and without 
any sense of oppression. Fantastic lights and glimmerings appear 
before the eyes. There is a desire to remain undisturbed the 
slightest attempt at movement is a trouble. Questions are only 
answered indefinitely; glimpses of indistinct, agreeable visions 
appear. All these pleasant feelings, however, are of short dura¬ 
tion. The eyelids begin to droop, the individual who, in the previ¬ 
ous enjoyment of comfortable respose, was disinclined to move 
his limbs is now unable to do so. Every impulse which emanates 
from the bram for that purpose passes off without effect. The- 
whole body feels heavy like lead. This is the last thing noticed 
lbe ,ndividuaI sink s >nto a profound Sleep.™ 

t' Z ' v ’ c e f U ? S °" Pharmacoi °£y for Practitioners and 
Students, New Sydenham Society, London, vol. 1, 1895 
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ROUTINE EXAMINATION OF THE OCULAR FUNDI AS AN AID IN 
MANAGEMENT OF TOXEMIAS OF PREGNANCY 

Dan M. Gordon, M.D >, New York 


Since the retinal arterioles tend to mirror and parallel 
the arteriolar changes in other vital organs, routine oph¬ 
thalmoscopy is essential in those pregnancies in which 
elevation of blood pressure or alterations in the renal and 
other studies indicate a possible deviation from the nor¬ 
mal course of pregnancy. 

A massive, and at times confusing, literature has arisen 
concerning the ocular findings in the toxemias of preg¬ 
nancy; confusing because some authors have failed to 
differentiate between those changes in the ocular fundi 
that eventually occur in all patients with persistent hyper¬ 
tension and the ophthalmoscopic findings that occur 
purely by virtue of the existence of a toxic process in the 
course of pregnancy, with or without evidence of pre¬ 
ceding cardiovascular-renal damage. 

From an ophthalmoscopic point of view the patients 
with toxemia may be divided into two main groups; 
those with no evidence of prior vascular damage and 
those with such evidence. More simply stated, the ques¬ 
tion is one as to whether the pregnancy is complicated by 
hypertensive phenomena or whether the hypertension is 
in danger of becoming further complicated by the preg¬ 
nancy. 

The first group may be subdivided into two subgroups; 
(1) women in whom the pregnancy has a toxic effect 
causing eyeground changes that may or may not recur 
with succeeding pregnancies and (2) women in whom a 
predisposition to cardiovascular-renal disease may be 
hypothesized and in whom the pregnancy acts as the 
mechanism that sets off a chain of events leading to 
permanent vascular damage. 

In those women (the second group) who evince signs 
of an already impaired vascular system an apparently 
normal pregnancy may serve to increase the residual 
postpartum hypertension slightly or not at all; whereas 
the intervention of a toxemia may increase the hyper¬ 
tensive state, as determined by postpartum examinations. 

RETINAL CHANGES SEEN DURING TOXEMIA 

The first sign of impending circulatory difficulty, seen 
in the retina of the toxemic patient, is a narrowing of 
some or all the arteries. Normally, the nasal arteries are 
narrower than the temporal, and hence such a narrow¬ 
ing may first be seen on the nasal side of the disk. In the 
healthy eye the caliber of the arteries as compared with 
the accompanying veins is as 2:3. During the stage of 
narrowing this ratio may become 2:4 or even 1:4. In 
determining this ratio it is important to compare the 
artery with its accompanying vein at the same level. This 
is best done by observing the temporal vessels, close to 
the disk, before either the artery or the vein has bifur¬ 
cated. For practical purposes the arteries in the retina 
may be considered as arterioles. . 

From the New York Hospital, Cornell University Medical College. 

1. Wage net, H. P.: Retinitis of Malignant Hyptertension, Tr. Am. 
Ophth. Soc. 21: 348, 1927; Arterioles of the Retina in Toxemias of Preg¬ 
nancy, 3. A. M. A. 101: 1380 (Oct, 28) 1933; Lesions of the Optic Nerve 
and Retina in Pregnancy, ibid. 103: 1910 (Dec. 22) 1934. 


With the continuation of the toxemia a second stage, 
marked by localized spasms in one or more sites in one 
or more arterioles, is seen. These usually occur in the 
temporal arteries and usually fairly close to the disk. The 
affected vessel looks as though it has been pinched in one 
or more places. The spasm may be transient and may 
change sites frequently. The retina at the site of the 
spasm may be grayish or whitish or may look “wet.” It 
is my feeling that prognostically this type of spasm, with 
accompanying local retinal changes, is worse than that 
that has no such changes. Some authors feel that the 
spasms may occur simultaneously with the onset of the 
vessel narrowings. It is true that one occasionally sees the 
spasms without any significantly appreciable narrowing 
of an accompanying vessel. 

In my experience this is as 
significant as spasm plus nar¬ 
rowing. 

If termination of the preg¬ 
nancy takes place during 
the foregoing stages, perma¬ 
nent vascular damage is not 
apt to occur. Wagener 1 
states that “as long as the 
lesions in the arterioles are 
definitely spastic [and not 
organic] if the condition of 
the patient is otherwise satis¬ 
factory it is safe to tempo¬ 
rize.” That statement does 
not completely coincide with 
an experience at the Lying- 
In Hospital (a unit of the 
New York Hospital), since 
my colleagues and I have 
seen at least one patient 
whose ocular fundi showed 
only generalized narrowing of the arterioles (without 
any localized spasms), and who lost her baby six weeks 
before term and two days before delivery. This patients 
second pregnancy was uneventful, except for a blood 
pressure of 140/90. A cesarean section was safely per¬ 
formed about one week before term. It is quite probable 
that she would have had an uneventful delivery had 
she been permitted to go to term. We have seen fetal 
death occur during the stage of spasm without any evi¬ 
dence of progression of the retinal changes to the later 
stage of retinopathy (hemorrhages and/or transudates). 
The following cases are illustrative. 



A B 


Purely schematic drawing of 
spasm, as seen ophlhal/noscopi- 
cally. A indicates a “pinched" 
artery; B, an appearance seen fre¬ 
quently, in which the “spastic 
portion of the artery is practically 
invisible, with same edema at the 
site of the spasm. 


REPORT OF CASES 

Case i __M. L., aged 35, entered the Lying-In Hospital, a unit 
: the New York Hospital, on Oct. 16, 1946 in the 
eek of pregnancy. Her blood pressure was 140/90. Her eye 
•ounds were examined on October 17 and were reported as e* 
ntially norma! fundi with the exception of some widening of 
teria “reflex stripes.” On October 20 some narrowing of «h* 
:ripfteraJ vessels was noted. Her blood pressure was never 



Vol. 146, No. 9 


FUNDUS EXAMINATION IN PREGNANCY—GORDON 


811 


corded as being over 148/110. The only significant finding in her 
general condition was a failure of the blood pressure to respond 
to bed rest and sedation. The fetal heart sounds were lost on 
November 4 and a stillborn infant delivered spontaneously on 
November 8 . Two days later the patient’s ocular fundi appeared 
normal. 

She was readmitted March 16, 1948 about one week before 
term, with a blood pressure of 140/100. At that time her fundi 
exhibited slight widening of the arterial reflex stripes with no 
evidence of narrowing or spasm. Because of her age and prior 
experience it was deemed advisable to perform a cesarean sec¬ 
tion. This was done and a living 3,470 Gm. child delivered. 

Case 2.—M. S. was seen in the Lying-In Hospital in 1946, when 
she had a 4Vx month spontaneous abortion. At that time her 
blood pressure was 150/110. She was seen again in October 1947 
with a history of having had her last menstrual period in July. 
She continued to be seen in the outpatient department, where she 
had a borderline blood pressure until Feb. 28, 1948, when her 
pressure was recorded at 170/110, which, it was felt, warranted 
admission to the hospital. It was thought that her fetus weighed 
in the neighborhood of 1,200 Gm. 

She was seen by several members of the eye department of 
the New York Hospital on March 5, when her arterioles were 
found to be narrowed, with several areas of spasm in the tem¬ 
poral arteries. The arteriovenous ratio was 1: 2, and the arteries 
were thin and transparent in appearance. On March 15 it was 
felt that the generalized narrowing of the arteries had increased. 
The next day we felt that the spasm was decreasing in intensity 
and stated that we felt this to be a poor sign prognostically. On 
March 24 the fetal heart sounds were not heard. However, they 
were heard again on the next day and continued to be heard 
until March 28, when the sounds were lost. On March 30 we 
reported again that the arteries were more dilated with but slight 
residual local areas of spasm and again sounded a note of alarm 
over the prognosis for a live baby. On April 1 M. S. went into 
labor and was delivered of a macerated fetus, which was thought 
to have been dead for several days and which weighed 1,330 
Gm. The patient’s blood pressure had been recorded constantly 
around 140/90 with but one two-day rise to 160/110. 

This patient was the subject of many interesting dis¬ 
cussions during the course of her pregnancy. While most 
of the observers expressed the opinion that interference 
was indicated, all agreed that the fetus was so small as to 
have rendered survival questionable. The determining 
factor here was the apparent lack of size of the fetus. As 
it turned out, interference would have given the fetus 
more opportunity than did “watchful waiting.” 

Occasionally one sees patients in whom the narrowed 
or spastic arteries begin to show evidence of relaxation 
and return to normal caliber. It is our feeling that this is 
a prognostic sign of fetal death or impending fetal death. 
In such cases, if a fetal heart sound can still be obtained, 
immediate interference must be considered. While one 
cannot make hard and fast statements about interference 
under these conditions, it is my opinion that if there is a 
probability of securing a viable child at this stage our ex¬ 
perience would indicate that such interference must be 
given serious consideration. 

If the termination of pregnancy does not take place 
during the stages of narrowing and spasm, a third stage 
of vascular sclerosis ensues. This marks the beginning of 
permanent organic changes in the vascular system. It 
is not always possible to state just when this transition 
to an organic phase ensues or how long the period of 
narrowing and spasm can continue before sclerosis may 
be assumed to be present as a permanent change. It is 
my opinion, based on observations of many patients 
before and after sympathectomy for hypertension, that 
ideas of what constitutes “permanent changes” in blood 


vessels will undergo considerable revision in the years 
to come. 

While this statement is undoubtedly correct, it is of 
little aid to the clinician who has an immediate decision 
to make in the desire to secure a live baby without at the 
same time permitting permanent vascular damage to 
occur to the mother. He would like to have some reliable 
sign to guide him in forming this decision, especially if 
he is dealing with a small fetus and desires to ascertain 
how much longer he can safely wait. It is obvious that 
in the present state of knowledge there is available no 
such definite sign to give him. 

In case 1 evidence of minimal arteriosclerosis was 
seen when the patient was admitted for her second preg¬ 
nancy, although her vascular condition had never gone 
beyond the stage of generalized narrowing when seen 
during her first admission. Whether she had had preex¬ 
isting minimal vascular damage prior to her first preg¬ 
nancy is not known. 

With continued pregnancy and narrowing and spasm 
the retina begins to show signs of ischemia with edema. 
This is first seen as grayish or fluffy areas streaming away 
from the disk along the course of the major vessels. This 
is followed by hemorrhages and transudates, forming the 
complete picture of the toxemic retinopathy of preg¬ 
nancy. A complete or incomplete star-shaped figure may 
be seen in the macula during this stage. ItTs possible that 
in an already hypertensive patient such a picture may 
occur without the preliminary stages having been seen. 
All writers on the subject agree that this picture signifies 
permanent vascular damage and, of course, indicates a 
need for immediate termination of the pregnancy. The 
object of all treatment is to prevent the patient from 
reaching this advanced stage of retinopathy. Some pa¬ 
tients, if pregnancy is terminated early in this stage, may 
still be delivered of live babies. In this connection the 
following case is interesting. 


Case 3.—L. D., aged 29, was admitted to the Lying-In Hospital 
on May 31, 1946 with a severe preeclampsia beginning in her 
thirty-third week of pregnancy. Her blood pressure during her 
first two to three months of pregnancy was 120/80 with neither 
albuminuria nor other significant physical or urinary findings. 
Two weeks prior to admission she had had a slight amount of 
bright red vaginal bleeding. She had had frontal headaches and 
spots before her eyes for two to three days prior to admission. 
On admission her blood pressure was 185/120.1 examined her 
on June 4. At that time her pupils were undilated. I reported 
edema of the retinas, dilatation of the veins, with full arteries 
and arteriovenous compressions. However, since the examina¬ 
tion was unsatisfactory, dilation of the pupils was ordered, and 
the patient was reexamined on the following day. The examina¬ 
tion disclosed blurring of the nasal disk margins, edema of the 
retinas, areas of spasm in some of the arteries but with no nar¬ 
rowing otherwise, some small deep hemorrhages and soft wooliv 
transudates m the right macular area. 


This patient had large myomas of the uterus that made 
it impossible to hear the fetal heart sounds. As a result 
of the serious ocular findings it was decided to perform 
a cesarean section immediately. This was done and a 
five 1,750 Gm. baby delivered. 


I agree with Gibson 2 that there is a lack of parallelism 
between die degree of toxemia and the occurrence of a 
retinopathy. 


*eH>pcSu.^ 
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Wagger, Schiotz, 3 4 5 Hallum * and Masters 6 have all 
indicated that if a retinopathy (stage of soft transudates, 
hemorrhages and edema) occurs prior to the twenty- 
eighth week of pregnancy there is only a 25 per cent 
chance of a live baby being bom, even if the pregnancy 
is continued to the stage of viability, and an almost 100 
per cent chance of permanent circulatory damage to the 
mother. 

In rare cases a detachment of the retina, either uni¬ 
lateral or bilateral, may occur as a result of the signifi¬ 
cant intraocular edema which may be present. Here 
again most authors are in agreement that such an inci¬ 
dent is an indication for immediate termination of the 
pregnancy. After termination spontaneous reattachment 
of the retinas nearly always occurs. 

I find it impossible to agree with Cheney’s 6 conclusion 
that the arterial narrowing is due to the hypertension 
per se and not to the presence of an acute toxemia or 
nephritis. We have seen too many patients with hyper¬ 
tension in whom such narrowing was not observed and 
whose pregnancies were not complicated by the eye- 
ground findings observed in the toxemias and who have 
thus gone through to term uneventfully. Where prior hy¬ 
pertension has been present and has resulted in changes 
in the ocular fundi one can usually note such evidences 
(widening of the arterial light reflexes, compression of 
the veins or deflection of the veins at the arteriovenous 
crossings and others) unless a severe narrowing of all 
the vessels has taken place as a result of the toxemia, 
making it difficult to study individual vessel detail. I am 
in agreement with Hallum when he states that during 
the stage of narrowing the arterial light reflex loses its 
brightness. During this stage it is difficult to estimate the 
prior width of the arterial light reflex. 

Mussey 7 feels that there is a definite increase in the 
amount and severity of the eyeground changes which is 
proportional to the height and duration of the hyperten¬ 
sion. In my experience this change has not always been 
directly proportional to the height of the blood pressure. 
I have found severe spasm with a systolic blood pressure 
in the region of 140 to 160 and the diastolic in the 
neighborhood of 90. Alteration in the diastolic pressure 
is seemingly more important than in the more labile 
systolic. In at least one case I have observed an increase 
in a spasm that occurred in but one site in but one ves¬ 
sel while the blood pressure was dropping. In this case 
the drop in pressure was followed by a sudden severe 
rise; a cesarean section was immediately performed and 
a live baby secured. On the other hand, I have observed 
many patients with severer hypertension who exhibited 
practically no notable changes in the eyegrounds, and 
those patients have safely gone through their pregnancies. 


3. Schiotz, I.: Detachment of the Retina During Pregnancy, Norsk 
mag. i. laegevidensk. SO: 321, 1919. 

4. Hallum, A. J.: Eye Changes in Hypertensive Toxemias of Pregnancy, 
J. A. M. A. XOS: 1649 (May 9) 1936. 

5. Masters, R. J.: Routine Ophthalmoscopic Examinations as an Aid 

in the Management of Maternity Cases, Tr. Am. Ophth. Soc. 31:417, 
1933. . t 

6. Cheney, C. O,: Indications for Therapeutic Abortion, J. A. M. A. 
103: 1914 (Dec. 22> 1934. 

7. Mussey, R. D., and Keith, N. M.: Significance of Nephritis of 
Pregnancy, J. A, M. A. 01:2044 (Dec. 29) 1928. 

8. Schultz, }. F., and O'Brien, O. S.: Retinal Changes in the Hyper¬ 
tensive Toxemias of Pregnancy, Am. J. Ophth. 31:767, 1936. 

9. Tillman, A. J. B.: Two Fatal Cases of Hyperemesis Gravidarum with 
Retinal Hemorrhages, Am. J. Obst. & Gynec. 27 : 240, 1934. 
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OTHER OCULAR COMPLICATIONS OF PREGNANCY 

Although the object of this paper is the discussion 0 { 
the ocular findings in the toxemias, it might be well to 
mention briefly the other ocular complications occa¬ 
sionally found during pregnancy. 

Many such complications have been reported, espe¬ 
cially embolic or thrombotic occlusions of the branches 
of the central artery of the retina, vitreous hemorrhages, 
acute inflammations of the choroid and retina, inflamma¬ 
tions of the cornea, uveitis, extraocuiar and intraocular 
muscle palsies, intraocular and retrobulbar neuritis, reti¬ 
nal detachments and amaurosis. 8 9 Night blindness, which 
has responded to therapy, has been reported in mal¬ 
nourished pregnant women. I have recently seen occlu¬ 
sion of the cilioretinal artery to the macula in one preg¬ 
nant woman and a chickenpox vesicle on the cornea in 
another. When optic neuritis is seen, it is usually termi¬ 
nal. One of Schiotz’ two patients with retrobulbar neu¬ 
ritis died, as did two of the three patients seen by 
Tillman. 0 Stander 10 felt that hemorrhage in the retina 
occurring during pernicious vomiting of pregnancy was 
an absolute indication for termination. I have seen ok 
case, as has Stander, of a retinal hemorrhage occurring 
in a woman with severe vomiting without any other evi¬ 
dence of toxicity. Her vomiting ceased, the hemorrhage 
disappeared, and her pregnancy continued uneventfully. 
Such a case must be differentiated from one of pernicious 
vomiting. 


COMMENT 

All the carefully done eyeground studies in the tox¬ 
emias of pregnancy indicate that such competent studies, 
repeated as often as necessary, serve as a great aid in the 
management of these cases. Occasionally the decision as 
to interference must be made after but one or two ob¬ 
servations. Usually a longer period of observation is 
necessary and possible. Since the obstetrician usually 
sees his patients early in their pregnancy or even prior 
to conception, a study of the ocular fundi at the first 
visit will often give him information that may later aid 
him in determining whether the hypertensive changes are 
complicating the pregnancy or being complicated by it. 
It is not the province of this paper to teach ophthalmos¬ 
copy; but it is important to point out that when possible 
the examinations should be done after the pupils have 
been dilated. This can easily be-done with either 2.5 per 
cent neo-synephrine hydrochloride or 3 per cent pare- 
drine hydrobromide ophthalmic solution without incon¬ 
veniencing the patient. It is important to carefuiiy follow 
out all the four major branches of the vessels. Fresh 
batteries and buibs should be used, since importan 
pathological conditions can easily be overlooked with a 

poor light. . , . 

Since various patients react differently during the 
toxemias, with a few carrying live babies through m spite 
of fairly severe eye changes while others lose their babie 
during the stage of narrowing, it would seem advisawe 
to consider interruption of the pregnancy as soon » 
pertinent eyeground changes are seen and venfied y 
competent observer if the fetus is viable. WatchfuUva^ 
ine in these cases'too often may mean watching a 
waiting while the fetus dies, and the mothermay be 
taneously acquiring permanent vascular damage. 
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ously, each case must be considered individually, and 
no hard and fast rules can be made. However, it is my 
feeling that in those cases in which the fetus is viable 
and the eyeground signs clearly show evidence of tox¬ 
emia little is to be gained by waiting, and the price of 
too prolonged waiting may be unusually high. Fetal 


death, when it does occur, is so sudden as to render 
twelfth hour interference impossible. When it would seem 
that another week or two is necessary to secure a fair 
chance of fetal viability, the decision obviously is de¬ 
pendent on all the various factors concerned in the indi¬ 
vidual case. 


HYPOGLYCEMIC REACTIONS TO INSULIN 


Samuel Benjamin, M.D., Washington, D. C. 


Hypoglycemia may be brought about by several con¬ 
ditions, among which are various glandular conditions. 
There is hyperinsulinism as a result of islet cell tumor 
of the pancreas, the hypoglycemia due to Simmonds’ 
disease of the pituitary, and hypoglycemia due to myx¬ 
edematous condition of the thyroid. In addition, we have 
the hypoglycemia due to liver dysfunction, and the func¬ 
tional hypoglycemia which is considered to be on an 
emotional basis. 

However we shall not consider these hypoglycemias 
here. We shall concern ourselves only with the so-called 
hypoglycemic reactions produced by the giving of ex¬ 
ogenous insulin in the treatment of diabetes mellitus. 

In all the previous mentioned hypoglycemias we start 
with a normal or below-normal fasting blood sugar. The 
glucose tolerance curve is either flat or below normal 
with one exception—the glucose tolerance curve of liver 
dysfunction. In that condition the curve bears a resem¬ 
blance to a diabetic curve in certain features, but the 
fasting blood sugar is usually normal. 

If we start with a normal or slightly elevated blood 
sugar we can see that a sudden drop need not be very 
severe to result in a low blood sugar level. The assump¬ 
tion is that the reaction itself is due to the lowness of the 
blood sugar level. 

Now if one considers the blood sugar levels in a dia¬ 
betic under insulin treatment, the conditions are not 
quite the same. The postprandial blood sugar levels are 
usually high and frequently there is nocturnal elevation, 
although under these conditions the fasting blood sugars 
may be normal. Under these conditions diabetics can 
and do have sudden marked drops in blood sugar levels 
without necessarily reaching hypoglycemic levels. In 
the presence of these circumstances there are insulin 
reactions. 

It is interesting to note that in an article published by 
Wauchope, entitled “Hypoglycemia, a Critical Review,” 1 
he reports a case from Payne and Poulton of a diabetic 
46 years of age in whom a fall from a 0.320 to a 0.280 
mg. blood sugar level regularly produced symptoms. He 
also reports a case from Harrison in which the patient 
exhibited no symptoms despite a fall of blood sugar level 
from 0.328 to 0.053 mg. in five hours. Harrison made 28 
estimations of blood sugar levels on 11 children under 
12 years of age. Despite the fact that the levels were 
less than 0.050 mg., the lowest being 0.028 mg., there 
were no symptoms of insulin reactions. 

Rice has observed one diabetic with a blood sugar too 
low to be read, walking around. I have observed a simi¬ 
lar patient. Both patients were juvenile diabetics. 


From various observations and reports, it seems that 
insulin reactions are based not on low blood sugar levels 
but rather on rapidity of drop, although in a good many 
cases there may be both. 

It is vital that these facts be universally known in order 
to facilitate prompt and accurate recognition of insulin 
reactions. One must not be misled by the higher blood 
sugar levels. I believe, in view of the above facts, that we 
would be more nearly correct in discarding the termi¬ 
nology of hypoglycemic reaction as applied to the dia¬ 
betic and substituting the terminology of insulin reac¬ 
tion, insulin shock, and insulin coma. 

If we delete the term hypoglycemia, we are not so 
likely to be misled in cases in insulin reaction when the 
blood sugar is not at a hypoglycemic level. It is true that 
the chances of high blood sugar in insulin coma are small. 
However in overlooking an insulin reaction with a rela¬ 
tively high blood sugar, one may put the patient into 
insulin coma by the giving of insulin instead of glucose. 

Let us consider the urinary findings in insulin reaction 
as an aid in diagnosis. We have been accustomed to be¬ 
lieve that the urine should be negative for sugar and 
acetone in insulin reactions. When this is so, these find¬ 
ings aid in the diagnosis. However, we should not rely on 
them alone, for it is possible to have insulin reaction not 
only in the presence of glycosuria but also in the presence 
of acetone. This is true particularly in the transitional 
state when a patient is being treated for diabetic aci¬ 
dosis or coma. 

We shall now consider the diagnosis, symptoms and 
treatment of insulin reactions. Most important is the 
early recognition of the reaction. Sudden onset is usually 
characteristic. Symptoms vary greatly. The so-called 
classic symptoms are sweating, hunger, internal tremor 
(subjective), external tremor, weakness, and nervous¬ 
ness. Some of the nonclassic symptoms are diplopia, 
blurred vision, headache, parasthesias, motor aphasia, 
muscular twitchings, anginoid attacks, nausea and vomit¬ 
ing (protamine zinc insulin), and bizarre psychic phe¬ 
nomena. 

Symptoms not only vary greatly in different patients 
but also vary greatly in the same patient. The following 
cases are illustrative. " 

Case !.—Mrs. E. McD., aged 28 years, has been a known 
diabetic for two years. At various times, her insulin reactions 
have caused hysteria and screaming—a feeling that she was los- 


uemerea at the Third Annual Clinical Session of the American Medi- 
cal Association, Washington, D, C., Dec. 7, 1949. 

37!\n7janTl9?3 Hyp ° glycem!a ’ a Critical Review, Quart. J. Med. 
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ing her mind (this was while she was taking regular insulin). 
Since she has been taking protamine zinc insulin, her reactions 
have simulated intoxication with staggering. The patient spilt a 
quart of milk on the floor and spent an entire afternoon mopping 
it up with a potholder. At another time she had no symptoms of 
reaction except to attempt opening a door by using a match in 
the keyhole. On occasion she has no warning but becomes un¬ 
conscious. Her reactions at present occur during sleep'. There 
are no sweaty reactions during the day, but they do occur at 
night. She has no memory of these symptoms at any time after 
the reactions. 

Case 2. —Mrs. D. S., aged 25, has had diabetes for 20 years. 
This patient’s description of her varied reactions is most graphic. 

“On several different occasions I have been sitting in the office 
typing, and, for no reason at all, my teeth would start to chatter, 
and would soon sound like rapid machine-gun fire. After drink¬ 
ing some orange juice, they would stop. However, when this 
happened the first time I had to call the doctor before I would 
take any orange juice. Now, I know better. 

“While watching the feature of a movie, I would suddenly 
find myself seeing twice as many characters on the screen as 
there should be, and on closing one eye, I would see the correct 
number. At times like this I generally sit with one eye closed for 
several minutes, until it becomes tiresome, and I then realize 
that I should, eat some sugar, and do so. Seeing double would 
be the only symptom I would have on such occasions. 

“Under ordinary circumstances I know that I am a very 
stubborn person, but under the influence of insulin I know that 
I can be twice as stubborn. At such times I will refuse to drink 
orange juice, and when someone brings it to me, I just look at it, 
clench my teeth and shake my head. However, after a lot of 
coaxing and a certain amount of firmness, I will finally drink it 
down and then probably ask for more. I don’t know whether I 
distrust the person who is trying to help me, or whether I don’t 
believe it is orange juice, or what—but I. do know that I stub¬ 
bornly refuse to drink it. .. . 

“A frozen, tingling sensation around my nose, mouth and 
tongue happens to me quite frequently. It is a feeling such as 
you get when the dentist gives you novocaine before working on 
a tooth. I have also had my whole hand stay numb for days on 
end, and yet I would not think I had a reaction. This sort of 
sensation always lasts for quite a while after I get over the 
reaction. 

“One of my most recent reactions was, I think, the most 
peculiar. It happened one Saturday afternoon just a short time 
after I had finished lunch. I was sitting in the living room read¬ 
ing, and suddenly started to feel light-headed. I stopped reading 
and continued to sit where I was, but I seemed to get more light¬ 
headed by the second. Not knowing what was wrong, and again 
not thinking of an insulin reaction, I stood up, thinking I would 
go to my room and lie down, but I couldn’t take more than a 
couple of steps, for I just seemed to fall apart. And I fell com¬ 
pletely apart! My legs I was sure were about two feet out in 
front of me, my head was dancing somewhere above me, and 
when I reached out to grab the wall, my arms being off, they 
were of no use whatsoever either, so I yelled for help, and my 
roommate caught me just as I was slipping down the wall. Some¬ 
how or other, she managed to get me to my room and onto the 
bed. She then called the doctor and told him that I said I was 
falling apart. By this time I was crying desperately and repeating 
over and over again that I was falling apart. The doctor ordered 
orange juice, and after two glasses of it, I gradually collected my 
scattered wits and limbs, and upon checking, found that my 
arms, legs and head were all attached and exactly where they 
should be. The best way I can think of to illustrate this feeling 
is by mentioning a skeleton, of which I am sure almost every¬ 
one has seen cartoons, where it dances in a very grotesque 
fashion—usually to the tune of ‘The Dance Macabre’—wherein 
it rattles around and all the bones fall apart, and then it becomes 
completely disjointed and then comes together again. That is 
exactly how I felt, for with my head bouncing around in the 
air, I just couldn’t control my arms and legs.” 

The blood sugar level may be low, normal or high. 
The urine may be negative for sugar or may have glucose 
or even acetone. If we remember all these facts and that 
symptoms are very variable, that the classic symptoms 


J.A.M.A., June 30, 19si 


may be absent, and that sweating which is considered 
one of the most constant symptoms, may be enlirely 
absent, many insulin reactions will not be overlooked 
In addition, we must never forget that insulin reactions 
enter into the psychic realm and may be manifested by a 
psychic disturbance ranging from hysteria to mania. 

If we follow the rule, “In known diabetics under treat¬ 
ment with insulin, any psychological deviation may be 
an insulin reaction,” and institute treatment, we will 
avoid many accidents and tragedies. 


The clinical knowledge of insulin reactions in general 
and the specific knowledge of a patient’s reactions to 
insulin are the best criteria for the diagnosis of insulin 
reactions. If the laboratory findings fit in, accept them; 
otherwise reject them. 

It should be remembered that giving glucose will do 
no great harm in an impending acidosis, but that giving 
insulin to a patient in insulin reaction may mean perma¬ 
nent brain damage and/or death. 

In the treatment of insulin reactions, the promptness 
of treatment determines the degree of recovery. Sugar or 
fruit juice should be administered as soon as the reaction 
is recognized. Do not delay; coma may develop rapidly. 
During the precoma state, the patient may become re¬ 
fractory to taking anything by mouth after a wait of only 
a few minutes. This is part of the insulin reaction. When 
the patient is taking a slow-acting insulin, bread and 
milk should be given after the fruit juice. The carbo¬ 
hydrates of the latter are not so quickly absorbed. Intra¬ 
venous administration of dextrose may be necessary in 
addition to oral ingestion of sugars, as patients often do 
not respond as quickly to orally ingested sugars alone. 
The effects of prolonged hypoglycemia on the brain are 
not always relieved by bringing the blood sugar level 
back to normal or above. In my own experience I recall 
a patient who lost his ability to articulate during an 
insulin reaction. In spite of the fact that his blood sugar 
level was permitted to rise to 0.387 mg., this sign lasted 
for five days. 


SUMMARY 


Hypoglycemia is a misleading term for the abnormal 
reaction of a diabetic to insulin. It is recommended that 
this term be replaced by insulin reaction, insulin shock, 
and insulin coma. The principal criterion for diagnosis 
of these conditions should be clinical observation based 
on a good knowledge of insulin reactions in general and 
a specific knowledge of the reactions of the individual 
patient, plus the laboratory findings only if they fit into 

the picture. _ , 

Glucose given in impending acidosis or coma can do 
little harm compared to the inestimable damage that may 
result from giving insulin in insulin reactions. When in 
doubt, always give glucose. 


Farragut Medical Building. 


Medical Triangle.—The three sides of the medical triangle 
made up of the doctor, the patient and the disease. Su 
ie medical profession is largely dependent upon the re 
Upcp three sides. One of the dangers of modern institutio 
li’dne^sThe ovcr-emphasis of the positive facts concerning 
disease, to the exclusion of the human offerer and1 the * P 
sion of the interaction between the Pursonahties o he do ^ 
the oatient In some kinds of private practice the reve 
be the case.— British Journal of Physical Medicine, Ian 
1951, page 15. 
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CLINICAL NOTES 


ALKAPTONURIA 

Carl L. Mauser, M.D., Oakland, Calif. 


Alkaptonuria is a rare disease of very little clinical 
importance except that it may be confused with other 
conditions, particularly glycosuria of diabetes mellitus. 
The etiological factor is apparently due to an inborn 
error in protein metabolism resulting in the excretion of 
homogentisic acid in the urine. The two amino acids 
which have been incriminated as the source of abnormal 
metabolism are tyrosine and phenylalanine. These two 
amino acids are the source of homogentisic acid. The 
clinical manifestations of alkaptonuria were first de¬ 
scribed by Marcet 1 in 1823. However, the nature of 
the reducing material in the urine was first recognized by 
Marshall. 2 The condition is thought to be hereditary; 
however, this is not always proved. The patient with 
alkaptonuria usually has no clinical manifestations un¬ 
less he has pigmentation of the cartilages, then called 
ochronosis. The condition is felt to be completely benign. 
The urine on standing becomes alkaline and gradually 
turns brown to black with oxidation of the homogentisic 
acids. Homogentisic acid itself reduces alkaline solutions 
such as Benedict’s or Fehling’s and may thus be mistaken 
for glycosuria. It does not, however, reduce an alkaline 
bismuth solution, such as Nylander’s reagent. Homogen¬ 
tisic acid forms a black precipitate when 10% sodium 
hydroxide solution is added to urine containing it. Other 
tests which may be of benefit are that homogentisic acid 
does not ferment yeast, and it does not rotate polarized 
glucose, but with the addition of dilute ferric chloride 
solution a transitory deep blue color is formed until 
oxidation is complete. 

Another simple test for the presence of homogentisic 
acid depends upon the relationship of hydroquinone. A 
drop of urine which has been made alkaline is placed 
on sensitized photographic paper; the paper immediately 
becomes black. This color change does not occur with 
normal urine constituents. 

SYMPTOMATOLOGY 

There is a triad of symptoms which sometimes are 
recognized: (1) pigmentation of the scleras and ears; 
(2) dark color of the urine; (3) arthritis. 

The pigmentation lies in the fibrocartilagenous struc¬ 
tures, the scleras, the center external cartilages, the ten¬ 
dons, and the skin. In a good many cases, the scleras 
take on a diffuse gray color and frequently a semilunar 
or V-shaped patch of pigmentation occurs in both 
scleras. Sometimes this pigmentation acquires the size of 
a bean and is situated midway between the margin of 
the cornea on the outer or inner canthus. This color may 
vary from deep brown to black. 

The pigmentation of the cartilages and fibrous tissues 
is visible only in certain locations, the most char¬ 
acteristic of which is the ear. The skin of the face may 
be involved and often is described as a coffee-colored 
pigmentation. In other cases there is a uniform yellow- 


brown color with intensification over the cheeks. In some 
cases the color of the skin has been described as “pure 
melanosis, just as if a patch of the blackest Negro skin 
had been inserted.” 

Arthritis, usually of a hypertrophic type, is very fre¬ 
quent in alkaptonuria. The bony changes may be indis¬ 
tinguishable from those of osteomalacia, except for the 
absence of pigments in the latter disease. Alkaptonuria, 
or ochronosis, usually runs a chronic course over many 
years and terminates usually with some affection of the 
arterial system. However, prognosis is good for life ex¬ 
pectancy. Treatment is usually one of prophylaxis, such 
as the avoiding of prolonged use of phenol preparations. 
Being either a congenital or a familial disease, alkapto¬ 
nuria can be prevented only by forbidding intermarriage 
in affected families. 


REPORT OF A CASE 

The patient was a white boy aged 8 years, first seen Feb. 14, 
1950, after a physician in a neighboring city had found that 
the child had sugar in his urine. It is of some interest to know 
that three years prior the youngster was treated for diabetes 
mellitus for a period of several months. Why treatment was 
discontinued is not known. Reactions of the urine to Benedict’s 
solution apparently were all black, but no blood sugar deter¬ 
minations were made at that time. On the day prior to my 
seeing the youngster for the first time, he was taken to a physi¬ 
cian because of a cold and a urinalysis revealed a reaction to 
Benedict’s solution. He had no symptoms referable to diabetes. 
There was no polyuria, polydypsia, or polyphagia. He had lost 
no weight and had no thirst; there was no blurring of vision; 
his skin texture was normal, and he healed normally. There was 
no known history of diabetes on either the maternal or the 
paternal side of the family. The child gave a history of frequent 
head and chest colds throughout the year which were usually 
quite prolonged. A review by systems otherwise was essentially 
noncontributory. 

Physical examination .—The patient was a rather dusky-com- 
plexioned, white boy of 8 years who was well nourished. He 
weighed 69.1b. (31.3 kg.). The pupils of the eyes were regular 
and equal and reacted to light. The scleras and conjunctivas 
were slightly injected. The disks of the fundi were sharp; the 
vessels were normal; there were no infiltrations or hemorrhages 
elicited. The mucous membranes of the nose were pale and 
boggy; ventilation was limited bilaterally, and there was a good 
deal of discharge posteriorly. The teeth were in good repair and 
were normal for the child’s age. There were no caries. The pos¬ 
terior pharynx was clear, and the tonsils had been extirpated. 
The tympanitic membranes were normal but slightly retracted. 
There was no adenopathy in the neck. The chest was symmetri¬ 
cal, resonant and well clothed. The lungs were clear to percus¬ 
sion and auscultation. The left border of the heart was in the 
midclavicular line in the fifth left interspace. The pulse rate 
was 88. There were no murmurs or thrills elicited. His reflexes 
were physiological. The abdomen was soft and scaphoid. There 
were no palpable abnormal masses or viscera, and tenderness 
was not elicited. The genitals were normal; the testicles were 
both in the scrotum. The axillas were normal. . 

Laboratory studies revealed the following values; 


•vivw.—uioou sugar (micro method), in i 
-IU/ GO.—Glucose tolerance (micro method): 

Fasting 93 mg./ioo ce.; urine, dark 
30 niia. 170 mg./lOO ce.; urine, dark 
00 min. 153 rag./100 ce.; urine, dark 
Lnr. 128 mg./100 ce.; urine, dark 
I,,? , 110 ce.; urine, dark 

SJ 00< J sugar (micro method), 103 rag. 
**' Blood sugar (micro method), 127 mg.' 
Urine turned black on standing. 
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green 
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green 

green 
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■I 100 cc. 


H f„ Was tested f or homogentisic acid in his urine, with both 

hvd IO vh| er > C ? t r ernC chIo . r ! de test and ‘be 10 per cent sodium 
hydroxide test eliciting positive reactions. 

2 Marshall j- T M A M d '” Chir ' Soc ' Edinbur 8 h 13:37-45, 1822-1823. 

-. Marshall, J.: M. News 50:35, 1887. 
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The youngster was given skin tests with all the important 
foods and inhalants and gave reactions to many inhalants which l 
were indigenous to his environment, which undoubtedly had a 
good deal to do with his frequent colds. 

This case has been reported because of its academic 
interest and its severity. This child did not manifest the 
articular reactions frequently seen in this condition but 
did manifest the urinary and pigment changes in the skin. 
He had been treated for diabetes mellitus and it can be 
seen that it is possible to confuse these two conditions. 
When diabetes mellitus is suspected, certainly a blood 
sugar determination should be done. As the prognosis is 
good for normal span of life, no treatment is indicated. 

400 Twenty-Ninth Street. 


NONTHROMBOCYTOPENIC PURPURA 
CAUSED BY MENTHOLATED CIGARETTES 

Benjamin Highstein, M.D. 

and 

Israel Zeligman, M.D., D. Med. Sci., Baltimore 

Menthol is a very useful and nontoxic drug prescribed 
mainly for its analgesic properties. It is used frequently 
for dermatoses because of its anesthetic and cooling 
effect and in the form of nose drops or sprays," cough 
drops, and medicated cigarettes for rhinitis, pharyngitis, 
laryngitis, and bronchitis. Like other essential oils, it is 
also used occasionally as a carminative. 

Menthol causes relatively few allergic reactions. It is 
a well-recognized cause of the eczematous contact type 
of dermatitis, but in a study of the literature we were un¬ 
able to find any other allergic reactions recorded. 

The present report is that of a case of nonthrom¬ 
bocytopenic purpura caused by menthol present in 
medicated cigarettes. “ ‘Kool’ cigarettes 1 are cigarettes 
containing U.S.P. grade menthol added to a blend of 
domestic Bright and Burley tobaccos and imported 
Turkish tobaccos.” They are used by smokers because 
of the cooling effect of menthol on the mucous mem¬ 
branes of the mouth and pharynx. 

REPORT OF A CASE 

A..S., a white housewife and charwoman, aged 36, was first 
seen June 6, 1949, because of a generalized rash. The family 
history was essentially noncontributory except that her mother, 
aged 65 years, had Menieres disease. She, herself, had always 
been well, except for chronic frontal sinusitis of 15 years’ dura¬ 
tion. She had never previously had dermatoses or allergic 
manifestations. 

The eruption had begun rather insidiously in November, 1948, 
with only a few scattered lesions on her arms and legs. By 
March, 1949, the asymptomatic rash had spread rapidly and 
profusely. She was a well-nourished, rather plethoric white 
woman in no obvious discomfort. Except for the eruption, the 
physical examination was completely noncontributory. 

The eruption was symmetrically distributed over the hands, 
forearms, arms axillary folds, thighs, and legs. Hundreds of 
purpuric macules varying in size from 1 to 5 mm. were present. 
Telangiectatic macular lesions were also present on the palms, 
palmar surfaces of the fingers, the nose, cheeks, and upper 
chest. No mucous membrane lesions were noted. The clinical 


From the Department of Dermatology and Syphilology, University of 
Maryland School of-Medicine. 

1. Brown & Williamson Tobacco Corporation, J600 W. Hill Street, 
Louisville 1, Ky. 
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impression was purpura. Biopsy of a lesion on the forearm was 
consistent with purpura; there was hemorrhage into the cutis 
with edema and some diffuse as well as perivascular cellular 
infiltration consisting mainly of lymphocytes with a few mono 
nuclear cells. 


The erythrocyte count was 5 million per cubic millimeter 
with a hemoglobin value of 14.5 gm. per 100 cc. (equal to 
100%). "Jhe leucocyte count was 14,000 per cubic millimeter 
with a differential count of mature polymorphonuclear leuco¬ 
cytes, 68%; small lymphocytes, 20%; large lymphocytes, 9%- 
and eosinophiles, 3%. Platelets numbered 180,000 per cubic 
millimeter and the bleeding time 5 min. 15 sec. The coagula¬ 
tion time was increased to 12 min. and the erythrocyte fragility 
test was abnormal with hemolysis at 0.46 to 0.4% saline solu¬ 
tion (normal 0.44 to 0.34% saline solution). 

Our clinical impression was that of a nonthrombocytopenic 
purpura. Every effort was made to investigate a possible drug 
etiology. She denied all recent medication, but admitted to 
rather large doses of acetylsalicylic acid years ago for sinusitis. 
Late in February, 1949, long after the eruption had appeared, 
she had taken a proprietary medication containing quinine, 
acetylsalicylic acid, ephedrine sulfate, magnesium hydroxide, 
caffeine citrate, and sodium, salicylate for only two days. 

The patient was treated with vitamin K, rutin, and ascorbic 
acid without improvement for two weeks. On July 1, 1949, 
she mentioned that she had been smoking one to two packs of 
kool® cigarettes since September, 1948, two months prior to 
the appearance of her eruption. Kool® cigarettes were then 
interdicted, and at the same time she resumed the smoking oi 
nonmedicated cigarettes. The eruption had improved approxi¬ 
mately 75% when seen Aug. 2, 1949 and had completely disap¬ 
peared when examined Aug. 22, 1949. A hemogram at this 
time was normal with normal blood coagulation time and 
erythrocyte-fragility test. 

On Sept. 1, 1949, with her skin normal, she was begun on a 
test dose of menthol, 1 grain (60 mg.) three times daily, for a 
period of 14 days. Upon examination Sept. 15, 1949, the pur¬ 
puric eruption had recurred on the upper and lower extremities, 
about a third as profusely as when originally seen. At this time 
the coagulation time had again increased to 9 min. with the 
remainder of the hemogram normal. The drug was discontinued, 
and by Oct. 15, 1949, the purpura had disappeared and the blood 
coagulation time had returned to normal. 

The patient thereupon was instructed to resume smoking the 
mentholated cigarettes, and by Dec. 23, 1949, some purpuric 
lesions had reappeared on the upper and lower extremities and 
on the face. Discontinuing the medicated cigarettes and sub¬ 
stituting nonmentholated cigarettes again resulted in complete 
disappearance of the eruption when seen Jan. 18, 1950. Since 
then she has had a mild recurrence on her face and extremities 
when she smoked a pack of kool® cigarettes daily for several 
weeks. , 

When last seen, Oct. 1, 1950, the patient had not smoked 
kool® cigarettes for the past three months and showed no evi¬ 
dence of purpura. 

SUMMARY 


A case of nonthrombocytopenic purpura caused by 
ntholated cigarettes is reported. The rash first ap- 
ired about two months after our patient began 
aking one to two packs of mentholated cigarettes 
ly. The eruption disappeared when she discontinue 
oking the medicated cigarettes, and it was experi- 
ntally reproduced when she ingested 1 grain (60 mg.) 
menthol three times daily, and also on several ocea¬ 
ns when she resumed smoking the mentholate 
3 rettes. The only consistent hematologic abnormal! y 
ich paralleled the purpuric eruption was an increase 
he blood coagulation time. 






case reported. 

. 121 S. Highland Avenue, 24. 
- 1109 N. Calvert Street, 2. 
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COUNCIL ON PHYSICAL MEDICINE 
AND REHABILITATION 


report of the council 

Th e Council on Physical Medicine and Rehabilitation has 
authorized publication of the following report. 

The Council wishes to express its appreciation for the valu¬ 
able cooperation of the Advisory Committee on Audiometers 
and Hearing Aids for its expert services. The Committee mem¬ 
bers are Drs. Gordon Berry, Richard K. Cook, Hallowell Davis, 
Kenneth M. Day, Edmund P. Fowler, Isaac H. Jones, Dean M. 
Lierle, M. H. Lurie, Douglas Macfarlan and C. Stewart Nash. 

Howard A. Carter, Secretary. 

audiometry at higher frequencies 

The Advisory Committee on Audiometers and Hearing Aids 
wishes to call the attention of all those engaged in audiometry 
to certain facts concerning sounds above 6,000 cycles per sec¬ 
ond. The facts seem to be generally unknown or overlooked and 
may cause unfortunate errors of screening, prognosis and diag¬ 
nosis. The facts are: 

(a) There is no accepted normal threshold of hearing for any 
frequency above 8,000 cycles per second (cps.). 1 

(b) The currently accepted normal threshold of hearing for 
8,000 cps. is under criticism and will undoubtedly be revised 
if sufficient reliable data to support the current criticisms are 
accumulated. 

(c) In view of the uncertainty about the correct normal value 
for 8,000 cps. any extrapolation of the normal threshold curve 
to higher frequencies can be considered as only a very rough 
approximation. 

(d) The scatter (standard deviation) of thresholds at 8,000 
cps. and at 4,000 cps. is considerably greater than at lower 
frequencies. 

(e) Physical measurements of the pressure output of an audi¬ 
ometer earphone begin to be difficult and uncertain at 6,000 
cps. and are very unreliable at 12,000 cps. (American Standard 
Method for the Coupler Calibration of Earphones, Z24.9-1949.) 
This is due to purely physical 2 relationships between the wave¬ 
lengths of the high frequency sounds and the necessary dimen¬ 
sions of the “coupler” in which the acoustic pressure is 
measured. 

(f) At frequencies above about 8,000 cps. current audiometer 
earphones are relatively inefficient and are also subject to large 
variations from one receiver to another, even among those of 
the same model. 

( g ) Resonances within the ear canal are very important at 
high frequencies and these resonances vary with the size and 
shape of the canal and also with minor changes in the place¬ 
ment of receivers over the ears. 3 For example, in a recent test 
in a referee laboratory a systematic difference of several decibels 
was introduced by a slight variation in the thickness of the rub¬ 
ber cushion over the face of the receiver. 

For these various reasons the Advisory Committee on Audi¬ 
ometers and Hearing Aids has added a new stipulation to its 
minimum requirements for pure tone audiometers for diag¬ 
nostic purposes, and also for screening audiometers, regard¬ 
ing any test frequencies above 8,000 cps. as follows: If any 
such frequencies are provided as test frequencies it must be 
clearly indicated on the audiometer that any measurements made 
at such frequencies are only rough approximations. In the 
opinion of the Committee such high frequencies in an audi¬ 
ometer are only of qualitative value and it is misleading to record 
in decibels any hearing losses above 8,000 cps. This situation 
is not likely to be improved by advances in the art or science 
of acoustics since it depends in large part on biological vari¬ 
ability in the anatomy of the ear canal as well as on certain 
inescapable physical relationships that involve the wavelength 
of sound. The Advisory Committee further recommends caution 
in the interpretation of hearing losses determined at 8,000 cps. 

Implicit in these propositions is a fundamental criticism 
of any screening test that employs frequencies above 6,000 cps. 


The Advisory Committee on Audiometers and Hearing Aids will 
not recommend acceptance by the Council on Physical Medicine 
and Rehabilitation of any apparatus designed to employ fre¬ 
quencies above 6,000 cps. The Advisory Committee therefore 
suggests that users of audiometric tests reexamine their tech- 
'nics.and instruments with care and determine whether or not 
these can be restandardized using the frequency 6,000 cps. in 
place of the higher ones. 


The Council on Physical Medicine and Rehabilitation has 
authorized publication of the following reports. 

Howard A. Carter, Secretary. 


SILICONE BOUNCING PUTTY ACCEPTED 

Manufacturer: General Electric Company, Waterford, N. Y. 

Distributor: S. R. Gittens, 1620 Callowhill Street, Phila¬ 
delphia 30. 

Silicone Bouncing Putty is recommended by the manufacturer 
for therapeutic exercise of the fingers. It is marketed in cans 
each containing 2 ounces (57 Gm.) of the substance. It is a mem¬ 
ber of the silicone family, a class of organic compounds in which 
certain carbon atoms are replaced by silicon atoms. It is gen¬ 
erally-assumed that in the oily, greasy, rubbery and putty-like 
members of this class there are molecular chains consisting of 
alternate silicon and oxygen atoms thus: -O-Si-O-Si-O-. The 
silicon atoms, being quadrivalent like carbon, furnish attach¬ 
ments for side-chains containing carbon and other elements. 

■ Its physical properties are unusually independent of tempera¬ 
ture and unusually dependent on time. Given time, the Bounc¬ 
ing Putty flows like a liquid, and its viscosity at the boiling point 
of water is little different from its viscosity at subzero tempera¬ 
tures. But if struck suddenly, or if dropped on the floor, it 
bounces with an extraordinary resilience. It is not decomposed 
by the process of autoclaving ordinarily used in sterilizing surgi¬ 
cal materials. 

. The substance is marketed simply with the claim that it is 
useful in some kinds of therapeutic exercise for the hands. The 
Council on Physical Medicine and Rehabilitation obtained evi¬ 
dence that this claim was justified, and voted to include Silicone 
Bouncing Putty in its list of accepted devices. 


THERA-PLAST ACCEPTED 

Manufacturer: Thera-Plast Co., 154 Nassau Street, New 
York 38. 

Thera-Plast is a silicone (compound of carbon, oxygen and 
silicon) proposed for use in therapeutic exercises for the hands. 
While some compounds of the silicone group are oily or rub¬ 
bery, Thera-Plast is a semi-solid which at first sight resembles 
putty. It differs from putty in two respects, however. On the 
one hand it is distinctly liquid, and slowly spreads out on a flat 
surface or takes the shape of its container; on the other, it is 
extremely resilient to sudden shocks and, if it is not shattered, 
will bounce like rubber. It is practically unaffected, either physi¬ 
cally or chemically, by water at freezing and boiling tempera¬ 
tures. It is supplied in tins containing 57 Gm. (2 ounces) of the 
silicone. 

As a material for therapeutic exercise it differs from putty in 
that it will yield even to the weakest pressure if given time. It 
also differs from rubber objects of various forms in that it does 
not retain any given shape for more than a few seconds. 

From sources acceptable to the Council evidence was ob¬ 
tained that this substance was useful in some types of therapeutic 
exercise. The Council on Physical Medicine and Rehabilitation 
voted to include Thera-Plast in its list of accepted devices. 
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J. A. M. A. 140: 1095 (July 30) 1949. 
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Method for the Coupler Calibration of Earphones 224.9—1949 (Abridged) 
J. Acous. Soc. America 22: 602, 1950. 
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THE ATLANTIC CITY MEETING 

Elsewhere in The Journal are an abstract of the Pro¬ 
ceedings of the House of Delegates and a review of some 
of the other activities at the recent annual session of the 
American Medical Association. This meeting, which was 
held in Atlantic City, was attended by approximately 
12,000 physicians, who, with their families, helped swell 
the total registered attendance to more than 32,000. The 
scientific programs and descriptions of the technical ex¬ 
hibits were listed in an earlier issue of The Journal 
(April 14, 1951). Many of the papers that were pre¬ 
sented at the Section meetings will appear in coming 
issues of The Journal, but some months necessarily will 
elapse before all the communications that are accepted 
for publication in The Journal can appear in print. 
Some of the papers that do not appear in The Journal 
will be published in the specialty journals. 

It is impossible to present in a summary all that oc¬ 
curred at the meeting. It also is impossible to direct 
attention to the many fine contributions made by those 
who presented papers or exhibits. Lack of space alone is 
a sufficient limiting factor. However, for physicians who 
did not attend this 100th annual meeting of the Amer¬ 
ican Medical Association, a brief survey of some of the 
occurrences that were somewhat extensively commented 
on by those in attendance has been prepared and appears 
in the Organization Section of this issue. In the past it 
has been customary to offer an editorial immediately 
after the meeting, but in an attempt to provide more ex¬ 
tensive coverage this newer approach is offered. It may 
fail to reach its objective, but the Editor would be 
interested in the reactions of the readers so that plans 
for future meetings may be made. 


A QUOTA BASIS FOR THE APPOINTMENT 
OF INTERNS 

In this issue of The Journal, the Council on Medical 
Education and Hospitals announces the establishment of 
quotas for the appointment of interns to become effective 
July 1, 1952. The announcement points out that, as a 
result of an increasing demand by hospitals for the serv¬ 
ices of interns over the past 10 years, the number of 
internships offered by approved hospitals now exceeds 
the number of available applicants by at least 3,000. This 
disparity has given rise to many undesirable conse¬ 
quences, some of which seriously threaten the integrity of 
the whole program of intern training. The exertion of un¬ 
due influence on prospective applicants, overstaffing with 
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interns in some hospitals and emphasis on noneduca- 
tional aspects of the internship in other hospitals, are 
cited as some of the undesirable results of the present 
situation which make necessary the establishment of 
internship quotas, even though limitations of this type 
are distasteful. 

To correct these conditions which have arisen in the 
present unwholesome competition for interns, the Coun¬ 
cil has established a quota system to be computed on the 
basis of a percentage of the number of internships of¬ 
fered in 1950 or the total number offered in 1940, which¬ 
ever is the greater. This dual basis has been adopted 
so as to avoid penalizing those hospitals that have 
not increased their requirements for interns during 
the period concerned. The reduction in the number 
of internships to be offered in hospitals requesting 
the Council’s approval will bring the number of posi¬ 
tions into approximate balance with the number of 
applicants available to fill them. There will, however, 
still be a sufficient excess of internships offered to permit 
freedom of choice by the applicant and to stimulate hos¬ 
pitals to reasonable competition for applicants from the 
standpoint of their educational programs. 

The first list of hospitals approved on this basis will 
appear in the 1951 Internship and Residency Number, 
scheduled for publication Sept. 29, 1951. It is anticipated 
that hospitals approved by the Council will recognize the 
necessity for the establishment of this quota system and 
that a readjustment of hospital service can be made with¬ 
out impairment of the quality of patient care. 


PRODUCTION OF PHYSICIANS: POLICY OF 
THE AMERICAN MEDICAL ASSOCIATION 


There has been sufficiently widespread misunder- 
tanding of the American Medical Association’s atti- 
rdes and activities with respect to the production of 
hysicians to make desirable the preparation of a state- 
rent summarizing the Association’s policy on this sub¬ 
let. At the recent meeting in Atlantic City, the Council 
n Medical Education and Hospitals in a special report 
a the House of Delegates set forth a clear positive state- 
rent summarizing the Association’s position on this 
nportant subject. This report was unanimously ap- 
roved by the House of Delegates as a reaffirmation of 
fficial policy. 

The full text of the report is published on page 865 ot 
ris issue of The Journal. Stating that the American 
ledical Association has no desire to limit the production 
f properly trained physicians to serve the American 
eople, the report points out that all medical schools in 
peration in the United States at present are fully ap- 
roved by the American Medical Association and the 
umber of schools approved is determined entirety by 
re ability of schools to meet acceptable education 
andards. The report further emphasizes that the nunr- 
er of students admitted to individual schools is deter 
lined by the proper authorities in each school 
ccordance with the school’s educational P hllo J°P b /™* 
s own judgment of its educational resources. Tie Amm¬ 
an Medical Association may advise a school o red' 
s enrolment only when there has been an enrolment 
-ease considerably in excess of increases m facilitie . 
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The report summarizes the increase in the number of 
students in approved medical schools since the Council 
published its first list of approved medical schools in 
1910. It points out that, within the last 10 years alone, 
the number of medical students has increased by almost 
5,000, which is the equivalent of creating at least 15 new 
medical schools of average size. Cognizance is also taken 
of the important activities of state medical societies in 
providing effective leadership in the establishment of new 
medical schools and the expansion of existing schools. 
Attention is also called to the fact that the American 
Medical Association has facilitated the entrance into 
practice in this country of physicians educated abroad, a 
policy which in itself should make it clear that the Asso¬ 
ciation does not attempt for selfish reasons to limit the 
number of physicians practicing in the United States. The 
statement concludes with the pledge that the Association 
will in the future continue its efforts to maintain high 
standards of medical education and to support expand¬ 
ing programs of medical education in the interest of the 
American people. 

While discussions of the present adequacy of the sup¬ 
ply of physicians will undoubtedly continue, the publi¬ 
cation of this statement should serve the useful purpose 
of helping to keep the debate focused on the subject and 
not permitting it to become an unjustifiable attack on the 
medical profession.' 


PLASMA L. E. TEST IN LUPUS 
ERYTHEMATOSUS 

Disseminated lupus erythematosus is a prolonged 
febrile disease which may superficially resemble rheu¬ 
matic fever and rheumatoid arthritis. The diagnosis may 
be extremely difficult in the absence of cutaneous mani¬ 
festations. Hargraves, Richmond, and Morton 1 observed 
in bone marrow preparations two types of cells which 
have not been previously described. One cell, which they 
designated as a “tart” cell, appears to be a histiocyte or a 
monocytoid reticuloendothelial cell that contains a second 
characteristic nucleus within the Hof of the primary nu¬ 
cleus. This cell was found in practically all bone marrows. 
It was present in increased numbers in bone marrow 
preparations from patients with lymphoblastoma, pul¬ 
monary infection, or metastatic carcinoma. The second 
cell described was referred to as an “L. E.” cell and was 
found in the bone marrow only in patients with acute 
disseminated lupus erythematosus. The L. E. cell is a 
mature neutrophilic polymorphonuclear leukocyte, which 
differs from the tart cell by the difference in the structure 
of the engulfed material. In the L. E. cell the engulfed 
mass, characterized by lack of chromatin structure, is 
almost homogeneous and has a smoky appearance. In 
the tart cell the chromatin structure of the engulfed 
material resembles the nucleus of a lymphocyte. The 
L. E, cell is apparently the result of a lytic-phagocytic 
action. This interesting phenomenon was observed only 
in the bone marrow in certain cases of acute dissemi¬ 
nated lupus erythematosus. These findings were corrobo¬ 
rated by Haserick and Sundberg,- who demonstrated the 
L. E. cell in four out of five cases of acute disseminated 
lupus erythematosus but were unable to find it in any 
other condition in which leukopenia was prominent. They 


believed that the observation of L. E. cells will aid in the 
diagnosis of disseminated lupus erythematosus in cases 
in which skin manifestations are lacking. 

Hargraves 3 could not demonstrate L. E. cells in .direct 
smears of bone marrow. By the addition of anticoagu¬ 
lants to the peripheral blood ancf centrifugation of the 
material, L. E. cells could be demonstrated in smears 
from the buffy coat layer. In cases in which bone marrow 
had been positive, L. E. cells were found in small num¬ 
bers in the peripheral blood. Sundberg and Lick, 4 on 
concentrating the material, have likewise found L. E. 
cells in the peripheral blood. 

Hargraves conceived the idea that the factor respon¬ 
sible for nucleolysis, agglutination, and phagocytosis as 
observed in the L. E. cell might well be in the plasma of 
patients with acute disseminated lupus erythematosus 
and that it would be possible to reproduce L. E. cells 
with the use of bone marrow from patients who did not 
have the disease. Using plasma obtained from venous 
blood of patients with acute disseminated lupus erythem¬ 
atosus, he placed into it bone marrow material obtained 
from patients with various other diseases. The mixture 
was incubated at body temperature for a short time, and 
concentrated preparations were made from it. Typical 
L. E. cells, as well as the phenomenon of nucleolysis 
and agglutination, were observed. Haserick 5 has made 
the same observation; he concluded that the plasma of 
patients with acute disseminated lupus erythematosus 
contains a factor that induces the formation of rosettes of 
leukocytes and characteristic inclusion-containing cells 
(L. E.) when mixed with normal bone marrow prepara¬ 
tions. The particular factor was contained in the gamma 
globulin fraction of plasma in acute disseminated lupus 
erythematosus. The L. E. factor disappeared from the 
blood during remissions of the disease and reappeared 
during relapses. 

Lee and his associates 0 found the L. E. cell in periph¬ 
eral blood and bone marrow in all of 17 proved cases 
of acute disseminated lupus erythematosus. The cells 
were usually present in greater numbers in the marrow. 
They were npt able to demonstrate the L. E. cell in 
diffuse vascular disease, rheumatoid arthritis, dermato- 
myositis, scleroderma, rheumatic heart disease and sub¬ 
acute bacterial endocarditis. 

Haserick 7 reports in a recent communication on 23 
patients with systemic lupus erythematosus with L. E. 
cells in the plasma. The test was found also to be positive 
in less fulminating cases, in many of which the clinical 
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2. Haserick, J. R., and Sundberg, R. D.: The Bone Marrow as a 
Uiagnostic Aid in Acute Disseminated Lupus Erythematosus: Report on 
the Hargrayes’ “L. E.” Cell, J. Invest. Dermat. 11:209 (Sept.) 1948. 

3. Hargraves, M. M.: Production in Vitro of the L. E. Cell 
Phenomenon: Use of Normal Bone Marrow Elements and Blood Plasma 
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Meet., Mayo Clin. 24: 234 (April 27) 1949. 
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history was not typical for acute disseminated lupus 
erythematosus. Among such cases there were unusual 
combinations of rheumatoid arthritis and epilepsy. These 
variations from the typical concept of acute disseminated 
lupus erythematosus suggested that (1) the plasma L. E. 
test can be positive* in diseases other than acute dis¬ 
seminated lupus erythematosus, i. e., false positive L. E. 
tests can occur, or (2) acute disseminated lupus erythem¬ 
atosus is actually a frequent, protean disease with an 
atypical phase that may be detected with certainty with 
the plasma L. E. test. From the clinical and laboratory 
data found in the 23 patients, it was evident that a posi¬ 
tive plasma L. E. test is associated with systemic lupus 
erythematosus although the presenting signs and symp¬ 
toms may be suggestive of any of a group of diseases 
that Klemperer and his co-workers designated *as col¬ 
lagen diseases. Haserick concludes that a patient with 
“atypical rheumatoid arthritis” or “rheumatic fever” and 
positive serologic reactions for syphilis may in reality 
have lupus erythematosus and false positive reactions for 
syphilis. Similarly, an epileptic person with one or more 
of the signs of so-called collagen disease may have a 
positive L. E. test to account for the convulsive seizures. 

The plasma L. E. test is a valuable diagnostic test in 
systemic lupus erythematosus. The test may correlate 
many seemingly unrelated conditions under the diagnosis 
of systemic lupus erythematosus. The reaction continues 
positive longer than the reaction to any other laboratory 
test during remissions of lupus erythematosus. 

SURGICAL TREATMENT OF 
FOCAL EPILEPSY 

Most patients with chronic epilepsy can be more or 
less successfully treated with anticonvulsant drugs, psy¬ 
chotherapy and occupational rehabilitation. Anticon¬ 
vulsant medication, according to Walker, 1 will eliminate 
the attacks in more than 50% of the cases and markedly 
decrease seizures in another 25%. It is in the resistant 
25% that surgical treatment may be considered. This 
type of treatment is applicable to cases of focal epilepsy. 
Diagnosis of focal epilepsy is arrived at by a careful 
study of the clinical history of the patient, in particular 
of the character of the seizures, of electroencephalo¬ 
grams, roentgenograms of the skull, pneumoencephalo¬ 
grams and cerebral angiograms. The character of the 
seizures is so important for the diagnosis that at times 
it is advisable to bring on an attack by intravenous injec¬ 
tion of pentylenetetrazole. The provoked seizures have 
all the characteristics of a spontaneous one. Electro¬ 
encephalogram has become an indispensable test in the 
diagnosis of epilepsy. Convulsive activity is accompanied 
by rapid fluctuations of electrical potential, giving the 
encephalogram the appearance of a series of spikes. Pa¬ 
tients with chronic epilepsy due to cortical damage have, 
as a rule, localized electroencephalographic alterations 
in the form of a slow wave focus with or without spiking. 


j. Walker, A. E.: Treatment of Epilepsy by Cortical Excision, J. 
Pediat. 38 : 285 (March) 1951. 

2. Penfield, W., and Erickson, T. C.: Epilepsy and Cerebral Localiza¬ 
tion. Springfield, Ill., Charles C Tbomas, 1941. 

3. Penfield, W„ and Steelman, H.: Treatment of Focal Epilepsy by 
Cortical Excision, Ann. Surg. 136:740 (Nov.) 1947. 

1. 1950 Facts About Nursing: A Statistical Summary, New York, 
American Nurses' Association, 1950. 
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Cerebral seizures may be caused by a variety of focal 
lesions, such as meningocerebral scar, local cortical atro- 
phy, local microgyria, expanding lesions, such as brain 
tumor or cerebral abscess, cysts and other abnormalities 
.According to Penfield all of these lesions have a com¬ 
mon feature, namely, the presence of a zone or area 
of ganglion cells in which the circulation has been inter- 
fered with to such an extent that the life of the cells is 
threatened. It is at some point in these peripheral and 
partially destroyed zones that the actual focus in which 
the epileptic discharge originates is to he found. Partial 
anoxemia produces in ganglion cells an abnormal state 
in which spontaneous neuronal activity is increased. This 
increase constitutes the epileptogenic factor. Cutting of 
an adhesion, opening of a cyst or removal of a tumor 
does not constitute adequate surgical therapy. The epi¬ 
leptogenic focus in the marginal partly involved gyri most 
also be removed. In 1941 Penfield and Erickson 2 pub¬ 
lished an analysis of all the patients who underwent corti¬ 
cal excision during a 10 year period, 1929 to 1939. One 
hundred and fifteen of these patients were followed one 
to 11 years; 43% were free from seizures or had® 
or two attacks; 26% considered themselves 50% im¬ 
proved; 9% were slightly helped, and 22% were nol 
improved. In a later report Penfield and Steelman 3 pre¬ 
sented an analysis of 76 patients operated on during the 
six year period 1939-1944, with one fatality, which was 
caused by an infected extradural hematoma and menin¬ 
gitis. Of the 75 patients followed, cortical excision was 
performed in 59 and craniotomy without excision in 16. 
Of the 59 patients who underwent cortical excision, 15 
were completely free of seizures, 18 were aimost com¬ 
pletely free, eight were 50% improved, seven were only 
slightly improved and 11 felt that they had derived no 
benefit from the operation. 

Removal of cortical tissue is justifiable in any area of 
the cortex except the arm and leg area of the precentral 
gyrus and in the essential speech area of the dominant 
hemisphere. The surgical treatment of focal epilepsy was 
made possible by the advances in the field of neuro¬ 
physiology and the more accurate knowledge of cortical 
localization. 


THE NURSE SHORTAGE 

The present critical shortage of professional nurses js 
a matter of grave concern, in view of the indispensable 
role of the nurse in medical care. The shortage has arisen 
in part from increased demand for nursing service due to 
such factors as increased occupancy of available hospi a 
beds, shorter working hours for nurses, expansion o 
public health work, and the increasing complexity 
medical knowledge and techniques. Equally or more im¬ 
portant factors, however, are the failure of approxim y 
one-third of the students entering nursing scln oolsj to 
ish their course of training, and the fact that many r g 
tered nurses are not working at the profession.‘ ^ 
the total number of professional reg'stered nurs 
United States and territories was 506,050 but only 
of these were actually engaged m nurs.ng Accordmg 
a recent release from the American Nursing Assomatio , 
an additional 65,000 registered nurses are 
render minima! nursing care to-civilians, 
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tional 3,000 nurses are required by the armed services. 
It is thus not surprising that nursing has been placed on 
the list of critical occupations by the United States De¬ 
partment of Labor. 

In recent years, several studies have been undertaken 
to find ways to overcome the current shortage of nurses 
and to provide for additional needs that future develop¬ 
ments in medicine will engender. The American Medical 
Association has taken an active role in these endeavors. 
In 1947 the Committee on Nursing was appointed to 
study nursing problems in the United States, 2 and in 
1948 the American Medical Association joined with the 
American Hospital Association, the American Nurses 
Association and the National League of Nursing Edu¬ 
cation to form the Joint Commission for the Improve¬ 
ment of the Care of the Patient. 3 

Proposals for remedying the current shortage of nurses 
have in general centered around a more efficient use of 
nursing personnel, improved personnel practice, and the 
wider use of practical nurses and auxiliary workers. The 
institutional nurse, in particular, is all too often over¬ 
burdened with clerical and housekeeping duties, which 
keep her from exercising the skills and knowledge gained 
during her period of training. In addition, many activities 
engaged in by the professional nurse could be adequately 
relegated to properly trained and supervised practical 
nurses and auxiliary workers, such as ward clerks, order¬ 
lies, and ward maids. Concerted efforts are being made 
not only to increase the training facilities for practical 
nurses but also to insure their integration into the nursing 
team. Already there are 318 or more schools of practical 
nursing in this country, with a total enrolment of 5,971, 4 
a number which, however, falls far short of the demand. 
Emphasis, too, is being placed on the value of additional 
training for graduate nurses to enable them to undertake 
confidently the growing demands for nursing service in 
such fields as industry, school and college health clinics, 
home care, geriatrics, rehabilitation, and public health. 
Finally, it is becoming more and more evident that the 
adoption for the nursing profession of salaries, working 
hours, sick leave, vacations, and retirement provisions 
comparable to those of other occupations for women 
with equivalent education and training would do much to 
keep present nurses in the profession, to encourage re¬ 
tired nurses to return to active duty, and to stimulate the 
recruitment of new nurses. 


SURGICAL THERAPY OF 
MITRAL INSUFFICIENCY 

Dramatic advances have been made in recent years in 
the field of cardiac surgery. Great ingenuity has been 
shown in the devising of surgical technics for the correc¬ 
tion of congenital and acquired anomalies of the heart. 
One particularly ingenious technic devised by Murray 1 
for the surgical correction of mitral insufficiency has re¬ 
cently been modified by Bailey 2 with considerable suc¬ 
cess. 

In 1938 Murray obtained significant improvement in 
surgically induced mitral regurgitation in dogs, and later 3 
in man, by creating within the ventricle a new valve, of 


the sling or hammock type, which occluded the mitral 
orifice during ventricular systole and prevented the reflux 
of blood into the auricle. He constructed this valve by 
inserting a segment of peripheral vein reinforced with 
tendon entirely through the left ventricle, so that it 
formed a sling just below the mitral orifice. This graft 
was sutured to the outer surface of the ventricular wall at 
each end but was allowed to swing freely within the ven¬ 
tricle. During ventricular systole it was forced by the 
regurgitating current of blood against the patent mitral 
orifice, thus occluding it. During ventricular diastole the 
valve dropped away from the opening, permitting the 
flow of blood from the auricle into the ventricle. Such a 
valve survived for seven years without degeneration or 
loss of flexibility in one of Murray’s dogs. Subsequently 
this procedure was employed in 10 patients with ad¬ 
vanced mitral stenosis to correct the regurgitation that 
sometimes follows commissurotomy. Fairly satisfactory 
results were obtained in eight of these patients during an 
unspecified period of observation. 

More recently Bailey and co-workers, in attempting to 
repeat Murray’s experiments in animals with a some¬ 
what modified technic, found that in all instances the 
free valve graft soon lost its resilience and became a 
shrunken fibrotic band, with consequent loss of efficiency 
as a valve. A similar experience was encountered when 
free grafts of pericardium were substituted for the vein 
grafts. These investigators concluded that free grafts of 
any tissue, deprived of their original blood and nerve sup¬ 
ply, would prove unsatisfactory for long term correction 
of mitral insufficiency. 

Their solution to this problem was the creation of a 
pedicled tube graft of pericardium, one end of which was 
left in situ while the other was freed and passed through 
the left ventricle to form the desired sling valve. Observa¬ 
tions on animals over a period of months indicated that 
these pedicled grafts with intact blood supply functioned 
adequately and did not show a tendency to contract or 
become indurated. The method was therefore applied to 
seven patients with advanced mitral regurgitation. In 
two of these patients, who had both mitral stenosis and 
insufficiency, commissurotomy was performed at the 
same time to relieve the stenosis. The operation resulted 
in complete control of the regurgitation in three patients 
and in reduction of the regurgitation by at least 75% in 
three additional patients. In one patient the regurgitation 
was not controlled, probably because of improper place¬ 
ment of the valve. These early results are extremely 
encouraging. The future progress of these patients will 
be watched with great interest. 
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THE PRESIDENT’S PAGE 

A MONTHLY MESSAGE 


As I stood before the House of Delegates in Atlantic City 
and repeated the oath of office of the President of the American 
Medical Association, I experienced one of the proudest moments 
of my life. The honor you have bestowed on me is accompanied 
by tremendous responsibility—a responsibility so great that no 
one can possibly carry it alone. Therefore, in my first message 
to you, I ask that you share this responsibility with me. 

In thinking about the scope of our Association’s activities 
over the past 104 years, it has become increasingly clear to me 
that our significant progress has been possible only through the 
combined efforts of individual physicians working together in 
their county, state, and national medical organizations. We can 
be justly proud of the progress we have made in advancing 
medicine, but we could accomplish far more if every physician 
in the United States were an active, interested member of his 
county medical society. 

The American Medical Association has over 140,000 mem¬ 
bers, but numbers alone will not make us strong. The strength 
and success of the American Medical Association depends di¬ 
rectly on the strength and success of its state and county medical 
societies. They in turn maintain their stature in direct propor¬ 
tion to the interest exhibited by the individual 


Medical Association policies to exercise their membership 
privileges to the fullest in the hope of effecting a change in the 
policies they oppose, rather than taking the sterile course of 
resigning. 

Why is it so important to have strong medical organizations? 
Because, as in other areas of society, groups can accomplish 
much more than individuals. Most of you are familiar with the 
excellent group accomplishments of county medical societies. 
They have successfully set up night and emergency telephone¬ 
answering systems, established group malpractice plans, fur¬ 
nished health information to newspapers and radio stations, 
operated grievance committees to hear and settle patient com¬ 
plaints, organized community health councils, spearheaded 
hospital drives, and many, many other community service proj¬ 
ects in addition to their scientific programs. These activities 
would be virtually impossible for any individual to conduct. 

In the same way, the American Medical Association, on tk 
national level, performs public service functions and profes¬ 
sional service functions that would be difficult for any indi¬ 
vidual or local group to carry out. It is easy for most physicians 
to understand the importance of county society and state society 
membership, but the American Medical 


members on their roster. - 

Membership in a county medical society „ r . 

is a privilege that must be paid for with more 
than money. Dues are necessary, of course, f 

but even more important is attendance at I 

meetings, a willingness to participate in com- f 

mittee work, and, above all, a vision of the 
goals to be attained and a desire to work to- 
gether with fellow physicians in reaching W: 

these goals. V- ,f' 

The Principles of Medical Ethics sums up* V >, 

our membership obligations thus: “For the V 

advancement of his profession, a physician \. 

should affiliate with medical societies and v 

contribute his time, energy and means so |, 

that these societies may represent the ideals A 

of the profession.” 

There are some who say that they do not 
have time to give to their county medical 
society because their practices are too de- \ % 

manding. In most instances this is only an - 

excuse, the same story that too many phy¬ 
sicians employ to avoid civic responsibilities of various kinds. 
I would remind such a physician that he is not as independent 
as he thinks; that many cultural, social, and political forces work 
constantly to-change for better or for worse the conditions of 
his practice. Organized medicine is his bulwark against un¬ 
favorable forces, and it deserves his interest and support. 

Another complaint that I have heard repeatedly is “The 
Society is run by a clique; why should I attend meetings?” 
While this may be true in isolated cases, the majority of 
societies welcome interested and willing workers. The same 
criticism is voiced of our state medical societies and of the 
American Medical Association. I know of no organizations in 
America that are run on a more democratic basis than those of 
physicians. Perhaps it does seem that the same persons are 
active and influential in many medical organizations. If such be 
the case, you can be sure that they have developed their in¬ 
terest and leadership at the cost of attending meetings and 
actively participating in the business of the society. 

Recently there have been a few physicians who have resigned 
from the American Medical Association because they did not 
agree with some of its policies. I wonder if these same persons 
consider giving up their American citizenship when they dis¬ 
agree with the administration in power? This is admittedly a 
strong comparison, but it seems infinitely more logical to me 
for those of our members who disagree with some American 


V A 


- Association seems far removed from the in- 

dividual M.D. Actually, its many activities 
• Nv touch the lives of you and your patients 

A almost daily. 

- . 3 A year ago, after my selection as Presi- 

: : ' jj dent-EIect, I paid a five-day visit to the head- 

T'a quarters office of the American Medical 

\t?:) ' Association in Chicago for the express pur- 

‘ '■] Pose of learning all I could about the work- 

-.y ings of the Association. They were among 

f*j'A[ the most enlightening and valuable days that 

I have ever spent. Even though I had been 
' - active in medical organization affairs for 

✓V *' many years and had served in the A. M. A. 

House of Delegates and on the Campaign 
Coordinating Committee, I was amazed at 
the scope of the Association’s activities. Some 
council or bureau of the Association is con¬ 
cerned with every aspect of medicine and 
health. I was impressed, too, with the spirit 

- of service which pervades the doctors and 

laymen who make up the headquarters stall. 
When I completed my visit, I left with a feeling of deep pride 
that I was a member of this great organization. I left also with 
an optimistic heart, feeling that much could be accomplished 
in the future. Because most physicians do not, or cannot, take 
the time to spend five days at the Association headquarters, 
plan to devote a number of my President’s Pages to describing 
some of the activities I observed on this visit. Briefly, I shall dis¬ 
cuss the scientific activities of the Association, including the 
Division of Therapy and Research, the scientific publications ana 
the two annual scientific meetings. I also plan to tell you wna 
I have learned of the American Medical Association s activili 
in the socioeconomic fields of medicine health insurance, in 
gent care, the problems of the aged and chronically ill, rural 
health, industrial health, and so forth. If you will come with me 
on this monthly word-visit to our Association headquarters, i 
believe you too will leave with a new pride m our profession an 
what it is attempting to do through its national ussociaUon. _ 
So far, in discussing the advantages of strong medical 
ganizations, I have dwelt largely on the, r day-to-day scenufi 
and public service contributions. There is another role th 
medical organizations play which is perhaps even more .m 
portant-their role as the voice of the profession m public 

affairs and matters of ethics. ,. has 

You are all well aware of the fight which our profession h 
been forced to wage for the last few years in order to prese 
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the freedom of medical practice in this country. There is no 
doubt that this battle would have been far more difficult, it not 
impossible, to win if we had not been organized on a county, 
state and national basis. The price of liberty is vigilance, and 
we must remain on guard. But our efforts have been successful 
to the extent that we have won a breathing space wherein we 
may turn our attention to weak spots within our own ranks. 

The general public thinks of the medical profession in terms 
of the services that are rendered by each physician. When 
one of our colleagues violates the Principles of Ethics, he 
jeopardizes not only his own position but that of the entire 
profession. The vast majority of physicians are ethical and take 
great pride in the quality of their service. But you and I know 
that there are a few who capitalize on medicine’s high pro¬ 
fessional reputation for their own selfish ends. 

It is one of the primary responsibilities of medical associa¬ 
tions to uphold the high ethical standards of the profession. 


This is one of the main reasons why such organizations must be 
strong and vigorous. No medical association can ever expect to 
capture the respect of the people unless it makes a real effort 
to purge from its ranks those who choose to ignore the prin¬ 
ciples of ethics which govern its members. 

For this purpose, if for no other, I urge you most sincerely 
to take an active part in your county medical society. A strong, 
courageous society can be a spiritual leader. It is only through 
medical organizations that unworthy physicians can be success¬ 
fully disciplined. Only a medical association can deal with those 
who overcharge, who refuse service, who put income and per¬ 
sonal comfort above their duty to their patients. 

Self-discipline is a difficult challenge, but if we are to protect 
the medical profession from those who would destroy it, we 
must meet this challenge successfully. 

John W. Cline, M.D., San Francisco. 
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THE ATLANTIC CITY SESSION 

On June 15, the 100th annual session of the American 
Medical Association came to a successful conclusion in Atlantic 
City. Acknowledged as this country’s largest and most compre¬ 
hensive medical meeting, the session drew more than 12,000 
physicians to the city’s huge convention hall and to the confer¬ 
ence rooms of five of the largest hotels. Included in this registra¬ 
tion were visitors from 46 foreign countries. As usual the scope 
of the session was tremendous. In a program arranged by the 
American Medical Association’s Council on Scientific Assembly, 
358 papers on many aspects of medicine were presented. At the 
same time 297 scientific exhibits occupying the entire lower level 
of the block-long convention hall and 350 technical exhibits 
covering an equivalent area on the main floor of the hall com¬ 
peted for the attention of those attending the convention. Added 
to this wealth of material were 37 medical motion pictures 
shown daily in two separate projection rooms and 17 color tele¬ 
vision demonstrations of surgical and medical procedures trans¬ 
mitted on a closed circuit from the Atlantic City Hospital. 


The Gold Medal in Group II—exhibits that do not exemplify 
purely experimental studies but are judged on the basis of 
excellence of presentation—was awarded to Walter W. 
Williams, Springfield Hospital, Springfield, Mass., and Irving F. 
Stein and Melvin R. Cohen, Michael Reese Hospital, Chicago, 
for the exhibit on fertility and sterility—diagnosis and prog¬ 
nostic procedure. Silver Medal winners in that division were 
C. Stuart Welch and William Dameshek, Pratt Diagnostic 
Clinic, New England Center Hospital, Boston, for the exhibit 
on surgery of the spleen. The Group II Bronze Medal went to 
Robert R. Linton, Chester M: Jones, John J. Cranley Jr., James 
L. Buchanan, Daniel S. Ellis, and Arthur French, Brookline, 
Mass., for the exhibit on the surgical treatment of bleeding 
esophageal varices (portal hypertension). 

Also popular were the daily clinical demonstrations on the 
management of fractures, the daily demonstrations of fresh 
pathological specimens and the symposiums on obesity, nutri¬ 
tion, and health. Honorable mention was given to the special 
exhibits on diabetes and on noise in industry. 


SCIENTIFIC EXHIBITS 


Unstinted praise of those attending this year’s meeting went 
to the scientific exhibit. Here, grouped together according to 
the various medical specialties, were row after row of well- 
executed exhibits demonstrating vividly recent medical advances 
in each field or summarizing available knowledge on subjects 
of current interest. The enthusiasm of the exhibitors and the 
searching questions of the visitors made this one of the most 
valuable postgraduate educational features of the entire annual 
session. There were so many excellent displays that it was 
difficult for the committee on awards to select the most out¬ 
standing. 


The Exhibits Committee on Awards made three Gold Medal 
two Silver Medal, and two Bronze Medal presentations for thi 
highest honors in Group I of the Scientific Exhibit—exhibit 
of individual investigations which are judged on the basis o 
originality and excellence of presentation. Recipients of ont 
Gold Medal ate Robert P. Glover, Charles P. Bailey, am 
Thomas J. E. O’Neill, Hahnemann Medical College, Hahne 
mann Hospital, and Episcopal Hospital, Philadelphia, for th< 
exhibit on mtracardiac surgery for acquired and congenita 
heart disease. The other Group I Gold Medal went to Willis J 
1 otts, William L. Riker and Robert DeBord, Children’: 

cmorial Hospital, Chicago, for the exhibit on surgery fo: 
congenital heart disease. Group I silver Medal winners ar< 
David Cayer and W. E. Cornatzer, Bowman Gray School o 
c icine, Vinston-Salem, N. C., for the exhibit on the role o; 
lipotropic agents in liver disease—a study of phospholipid 
syn icsis wit the use of radiophosphorus. In the same group 

Nelson '“h N S C h ? l ° Williara P ' B ° eer > Walter V - Mattecd 
Nelson H. Schimmel, and Harrison F. Flippin, Philadelphi; 

hs^nfll eme SP “ a ’ Ph,la< ? el P hia - for the exhibit on benemid- 
ntibiotics Paraaminosalicylic acid, penicillin, and otfiei 


TECHNICAL EXHIBITS 


The technical exposition was the largest in the history of 
American Medical Association sessions. Over 2,000 representa¬ 
tives of 350 commercial firms demonstrated new drugs, diag¬ 
nostic and therapeutic instruments, medical books, dietary 
products, and various appliances for the handicapped. Questions 
about the use of new therapeutic agents were answered, and 
samples and informative literature were distributed. Much in¬ 
terest was shown in such new instruments and equipment as the 
Norment hysteroscope, which permits direct visualization and 
biopsy of the interior of the uterus; the Berman electronic 
metal locator and the Kirby-Thurston electro-acoustic locator 
for detecting foreign bodies or gallstones; portable electro¬ 
cardiographs; endoscopic cameras; self-adhering plastic dis¬ 
posable “Scotch” surgical drapes, and many compact laboratory 
diagnostic kits. Each year the elaborate “window dressing” of 
many of the commercial exhibits lends to this part of the 
session a holiday air that is sometimes misinterpreted by lay 
visitors and representatives of the press. Seeing this exhibit first 
because of its central location, they sometimes carry away the 
impression that this “county fair” atmosphere is the keynote of 
the entire session. Fortunately those who take the trouble to 
listen to the earnest exchange of ideas between the users and 
the producers of these medical goods or to attend the scientific 
exhibits and section meetings are soon unburdened of this 
completely erroneous impression. The majority of physicians 
leave the technical exhibit with new knowledge of technical 
advances, and the commercial representatives with new ideas 
for the improvement of their products, both to the ultimate 
beneht of the patient. 


A capacity audience was present continuously in the medic; 
television exhibit. Here the crowd of visitors was taken by th 
television camera directly to the operating table or bedside 
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where experts demonstrated in full color a variety of surgical 
and medical procedures. Televised operations included ap¬ 
pendectomy, thyroidectomy, pneumonectomy and sympathec¬ 
tomy. Angiography, sympathetic nerve block, and techniques 
of neurologic and dermatologic diagnosis were also demon¬ 
strated. The program was an unqualified success, and with one 
exception it proceeded without interruption. The interruption 
occurred when a normal male infant refused to be born on 
schedule, at 11:35 A. M. on Thursday. A good-natured crowd 
of 1,500 waited for two hours and 15 minutes for this debut. 

The daily showings of the 37 scientific moving pictures like¬ 
wise proved popular. Films on such topics as coarctation of the 
aorta, carcinoma of the rectum, corticotrophin (ACTH) in 
human disease, and treatment of poliomyelitis provided further 
postgraduate instruction for visiting physicians. 

SECTION MEETINGS 

The general scientific meetings held during the first two days 
in the grand ballroom of the convention hall were well at¬ 
tended. Outstanding speakers presented resumes of current 
knowledge in a variety of fields of general interest including 
medical aspects of atomic energy, blood substitutes in the treat¬ 
ment of shock, cardiovascular surgery, the newer drugs in the 
treatment of the anemias and tuberculosis, and the ever present 
problems of obesity, arthritis, acute gallbladder disease, thyroid 
disease, and personal maladjustment. In one of these meetings, 
Dr. Charles Huggins of Chicago reported on the favorable effects 
of bilateral adrenalectomy in far-advanced carcinoma of the 
prostate. 

During the next three days, the 20 special sections of the 
scientific assembly held their meetings in the convention hall 
and in nearby hotels. The more than 350 papers presented 
reported the results of original investigative work in each of the 
medical specialties or brought the profession up to date on 
problems of particular interest. The newly created Session on 
Military Medicine was declared by Dr. Richard L. Meiling, 
chairman of the Armed Forces Medical Policy Council, to be 
an important instrument in the increasingly necessary liaison 
between physicians in civilian and military medicine. The urgent 
need for making available to each type of medicine the rapid 
advances being made in the other was stressed. As Captain 
E. R. Herring of the United States' Navy so aptly stated, the 
war may at any time be deposited on the doorstep of the civilian 
doctor. After giving a dramatic account of combat medical 
experience in Korea, Captain Herring made an impassioned 
plea for the thorough training of all civilian doctors and medical 
students in the care of mass casualties before it is too late. 
Subsequent papers on the program continued this theme with 
discussions of the prevention and management of radiation 
injuries and reports on the results obtained with the open air 
exposure method of treating burns. Both Dr. Meiling and Major 
Gen. Harry G. Armstrong, Surgeon General of the United 
States Air Force, stressed the great importance of air evacuation 
of the wounded, and this was discussed in further detail by 
other speakers. It was pointed out that no American soldier is 
now more than 36 hours away from a hospital in continental 
United States, an important factor in the morale and recovery 
of the wounded. The rapidity of air transport also makes it un¬ 
necessary to overstaff overseas medical units during relatively 
quiescent periods since emergency medical personnel can be 
flown directly to the area of greatest need within 24 to 36 hours. 

In the Section on Surgery success was reported with another 
method for the local treatment of burns. Drs. R. M. Curtis, 
J. H. Brewer, and I. W. Rose Jr., of Baltimore, found that a 
partially hydrolyzed casein gel covered with zinc-acetate- 
impregnated gauze formed a semipermeable membrane over 
the burned area that immobilized damaged tissue, prevented 
superficial protein lo'ss, relieved pain, and minimized shock and 
infection. In the same section the results of the surgical treat¬ 
ment of mitral stenosis by commissurotomy were described by 
Drs. T. J. E. O’Neill, R. P. Glover, and C. P. Bailey, of Phil¬ 
adelphia. The operation, performed on more than 130 patients, 
yielded subjective and objective improvement in nearly all who 
survived. Excessive mitral regurgitation occurred in only a few 
cases. 

Several investigators in the Section of Anesthesia reported 
good results with the use of the newer plasma substitutes, such 
as dextran, polyvinyl pyrrolidine (P. V. P.), and gelatin, in the 
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restoration of blood volume in shock. These materials whkh 
are useful as substitutes for plasma but not for whole blood 
are now being stock-piled for use in civilian emergencies 

Extensive experience with corticotrophin (ACTH) was sum- 
marized in several sections in papers dealing with its use in post¬ 
operative complications, in ulcerative colitis, in rheumatoid 
arthritis and in various allergic, dermatologic, neurologic, and 
ocular conditions. Among the interesting sidelights in these 
presentations was the observation by Dr. Joseph Kirsner of 
Chicago that an occasional patient with ulcerative colitis who did 
not respond to intramuscularly administered corticotrophin 
showed a remission when given the drug intravenously. Dr. Rob¬ 
ert Kierland of Rochester, Minn., reported the dramatic resolu¬ 
tion of syphilitic interstitial keratitis following the application 
of 1% or 2% cortisone in aqueous solution to the affected eye. 

In an outstanding symposium on arteriosclerosis and hyper¬ 
tension presented before a joint meeting of the Section on 
Internal Medicine and the Section on Experimental Medicine 
and Therapeutics, Dr. Ancel Keys of Minneapolis summarized 
the evidence on the relationship between cholesterol and 
atherosclerosis. He concluded that in clinically normal persons 
serum cholesterol is independent of dietary variations within 
the range of 200 to 800 mg. of cholesterol daiiy. If enormous 
amounts of cholesterol are ingested, hypercholesteremia is 
slowly produced, while cholesterol-free diets produce a decrease 
in serum cholesterol only if they are also free of fat. Animal 
and vegetable fats are equivalent in this respect. Diets, loss in 
fat, with 500 mg. cholesterol daily, also produce marked de¬ 
clines in serum cholesterol. Serum levels of total cholesterol 
and of abnormal protein-cholesterol macromolecules (“G") 
parallel each other and seem to predispose to the development 
of atherosclerosis. Total cholesterol values provide an index as 
satisfactory as or better than “G” values in predicting athero¬ 
sclerosis. 

In the same symposium, Dr. Irving Page of Cleveland dis¬ 
cussed the current treatment of hypertension, emphasizing the 
multiple causation of this condition and suggesting a correct 
diagnosis as the first step in treatment. In essential hypertension 
he advised the establishment of a firm doctor-patient relation¬ 
ship and the institution of general physical and mental hygienic 
measures, supplemented by sedation. While not placing too 
great reliance on hypotensive drugs, he reported some success 
with one of them, L-hydrazinophthalozine (C-5968). In his 
experience, only 20 % of the hypertensive population respond 
to a low salt diet and only rigidly selected patients respond to 
sympathectomy. Adrenalectomy was regarded as a last resort, 
while intravenous pyrogen therapy was found to be helpful in 
malignant hypertension provided renal failure was not severe. 
In addition to the papers mentioned, a number of other excellent 
studies on the subject of hypertension and atherosclerosis were 


presented in this and other sections. . 

The physiologic, pathologic, psychiatric, and 
aspects of aging were considered in several sections, and t e 
growing role of physical medicine in the rehabilitation o 
amputees, neuro-psychiatric patients and the chronically ill HJi 
stressed in the Section on Physical Medicine and Rehabilitation 
The successful use of fat emulsion in intravenous ahmen a- 
tion was reported by Drs. B. Van Italiie and J. Stare, of Boston, 
in the Section on Experimental Medicine and Therapeutics. 

15 % homogenized fat emulsion providing 1,600 calories pe 
was found useful as a caloric supplement in preoperanvei 
convalescent patients unable to take adequate calories by m 
Since the fat is used for energy, it spares endogenous; P « 
and reverses the negative nitrogen and potassium balanc 
to inadequate caloric intake. . ...a 

The usefulness of intravenously administered sacc 
oxide of iron in the treatment of anemia was conmtosa 
n r Rrkrne of Philadelphia in 100 obstetric and gyneco & 


Separate studies on the epidemiology of 
titis Dr R. Capps of Chicago and Drs. J. Sto 

l. Drake, J. Farquhar, and M. C. Blanchard of Ph.iajlph 
Columbus Ga., found that the virus of this disease 
uce epidemics of infantile diarrhea without jaund'c - Tb 
-ity of the disease as well as the occurrence of jaunm 
1 t vary directly with the age of the patient. In 
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epidemic described by Capps, careful washing of the hands on 
the part of the student nurses prevented their contracting 
the disease from the affected infants. The epidemiologic value 
of the specific skin test employing inactivated virus was demon¬ 
strated in both studies as was the prophylactic value of gamma 
globulin. 

In the Section on Radiology, Drs. I. Steinberg and T. Dotter, 
of New York, 'demonstrated the diagnostic and prognostic value 
of angiocardiography in 100 cases of lung cancer. Evidence of 
vascular abnormality as a result of the tumor was seen in 87 
of the cases, and its location often aided in the determination 
of the operability of the lesion. It is predicted that the use of 
angiocardiography in patients suspected of carcinoma of the 
lung will become routine. 


OTHER AWARDS 

In addition to the scientific meetings and exhibits, the session 
included the presentation of a number of awards for notable 
contributions in various branches of medicine. The Distin¬ 
guished Service Medal of the House of Delegates went to Dr. 
Allen O. Whipple of New York for his outstanding contribu¬ 
tions in the field of operative surgery. The Ioseph Goldberger 
Award in clinical nutrition, consisting of a gold medal and a 
$1,000 cash prize, was presented to Dr. Fuller Albright of 
Boston. Drs. Philip Levine and Alexander S. Wiener, two of 
the nation’s most distinguished hematologists, received the 
$5,000 Passano Foundation Award for 1951, while Drs. Philip 
S. Hench and Edward C. Kendall were recipients of the $10,000 
Dr. C. C. Criss Award for outstanding contributions in the fields 
of health and safety. 

PRESS AND RADIO 

That the activities of the annual session were of interest not 
only to physicians is indicated by the fact that 78 science 
writers, representing 58 newspapers, wire services, magazines, 
and publishing houses, were present to cover the scientific 
presentations and the actions of the A. M. A. House of 
Delegates. In addition, numerous radio broadcasts originated 
at Convention Hall and 20 special medical programs were re¬ 
corded for subsequent broadcast to English-speaking countries 
by the Voice of America. 


HOUSE OF DELEGATES AND BOARD OF TRUSTEES 
For the first time in its history the House of Delegates seated 
two medical students. These student delegates were Warren R. 
Mullen of lackson, Mich., and Harry W. Sandberg, Moline, Ill., 
who are president and vice president, respectively, of the 
Student American Medical Association, the objectives of which, 
so far, have been actively supported by societies organized in 
*10 medical schools. 

Dave Beck of Seattle, executive vice president of the Inter¬ 
national Brotherhood of Teamsters, addressed the House of 
Delegates and other officers of the American Medical Associa¬ 
tion at a dinner meeting given by the Medical Society of New 
Jersey. Mr. Beck’s paper, “Government Medicine—Danger 
Ahead,” appears elsewhere in this issue of The Journal. The 
broadcast was carried by about 100 stations of the American 
Broadcasting Company and originated from station WMID in 
Atlantic City. There was no doubt in anyone’s mind concerning 
the forcefulness of Mr. Beck’s message as he expressed support 
of the physicians’ campaign against compulsory health insurance 
and opposition to government-regulated medical care. 

Ihe announcement of the Board of Trustees that it plans to 
appoint a committee of prominent laymen representing indus¬ 
try, labor, education, agriculture, the bar, and the clergy, from 
which to seek advice in matters of medical care and from which 
it can obtain the viewpoint of the general public, was received 
with enthusiastic response. Several weeks may elapse before the 
members of the new committee can be announced, but the 
membership will be free of persons who are engaged in politics 
ut who are so outstanding that their opinions will receive un¬ 
questioned respect. 


Included in the officers elected were Louis H. Bauer c 
Hempstead, N. Y., as President-Elect; Oscar B. Hunter c 
Washington, D. C„ Vice President; David B. Allman, Atlanti 
1 . r ’ B auer ’s term on the Board of Trustees; Wal 

cr B. Martin of Norfolk, Va., to succeed himself as a mem 
ber of the Board of Trustees; and George F. Lull, Chicago 
Ioo £ e > Chicago; F. F. Borzell, Philadelphia, and James B 
eu ing, Bayside, N. Y., to succeed themselves as, respectively 


Secretary, Treasurer, Speaker, and Vice Speaker of the House 
of Delegates. Samuel P. Newman of Denver was elected to 
succeed himself as a member of the Council on Scientific 
Assembly, and F. D. Murphy, Kansas City, to succeed William 
S. Middleton as a member of the Council on Medical Education 
and Hospitals. The following members were elected to a Per¬ 
manent Committee on Constitution and By-Laws: Louis A. 
Buie, Rochester, Minn., term to expire June, 1956; Britton E. 
Pickett, June, 1955; Floyd S. Winslow, June, 1954; Stanley H. 
Osborn, June, 1953, and James S. Stevenson, June, 1952. Henry 
B. Mulholland and J. D. McCarthy were elected to succeed 
themselves as members of the Council on Medical Service. 

The 1951 Clinical Session will be held in Los Angeles, 
December 4-7. The A. M. A. meetings which will be held be¬ 
tween now and the end of 1954 are scheduled as follows: 
December 4-7, 1951, Los Angeles; June 9-13, 1952, Chicago; 
Dec. 1-5, 1952, Denver; June 1-5, 1953, New York City; Dec. 
1-4, 1953, Saint Louis; June, 1954, San Francisco; December, 
1954, Miami. 

The Council on Medical Service of the American Medical 
Association has maintained a physician placement service 
through which communities have been assisted in obtaining the 
services of a physician. The Board of Trustees at the Atlantic 
City meeting urged expanding the Association's activities in 
this field and the further development of physician placement 
services in state medical societies. The Board will give support 
to this program by financing it to the degree demonstrated to be 
necessary. 

Several resolutions were introduced concerning membership 
in the American Medical Association and the abandonment of 
Fellowship. The Reference Committee on Amendments to the 
Constitution and By-Laws approved in principle the resolutions 
concerning membership but believed that abandonment of Fel¬ 
lowship deserved further study. The Committee recommended 
that this subject be referred to the standing committee of the 
House on Constitution and By-Laws with instructions to pre¬ 
pare such changes in the Constitution and By-Laws, in con¬ 
sultation with the Board of Trustees, as may be necessary to 
carry out the recommendations. These changes are to be re¬ 
ported to the House of Delegates at the next meeting. 

The House also considered another change in the Constitu¬ 
tion which must lay over until the next session. At this time a 
change in the By-Laws will be necessary to permit the five im¬ 
mediate past presidents of the American Medical Association to 
become members of the House of Delegates for five years with 
the right to vote. The composition of the Board of Trustees also 
was changed to include the president and president-elect as 
members. Thus, in addition to the nine elected members, the 
Board of Trustees includes the President and President-Elect. 

Further consideration was given to the payment of dues for 
members in the American Medical Association. The 1952 dues 
of the Association were set at $25, this to include subscription 
to The Journal. Annual dues are prescribed for the ensuing 
calendar year in an amount recommended by the Board of 
Trustees and approved by the House of Delegates. Every active 
member pays his annual dues to his constituent association for 
transmittal to the secretary of the American Medical Associa¬ 
tion. The Board of Trustees may excuse a member from pay¬ 
ment of dues for the following reasons, provided he is wholly 
or partially excused from paying local and state dues: 1. Mem¬ 
bers on whom the payment of dues would work a financial hard¬ 
ship. This fact must be certified to by the Secretary of the 
member’s component society. 2. Members retired from active 
practice. 3. Interns and residents during the first five years fol¬ 
lowing graduation, except that the time spent in the military 
service may be excluded in calculating the five-year limit. 4. A 
member temporarily in the Armed Forces. Dues will be remitted 
and pro-rated January 1 or July 1 following the date of the mem¬ 
ber’s entrance into military service. 

Members over 70 years of age may be excused, on request, 
from the payment of American Medical Association dues, re¬ 
gardless of local dues exemptions. 

The firm of Whitaker & Baxter has been retained on a part 
time basis for 1952. ^ 

A lengthy and informative report submitted by the Commit¬ 
tee on Blood Banks carried four recommendations' of much 
interest to physicians: (1) that physicians and their families be 
urged to participate as donors for defense and civilian defense 
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purposes, (2) that there continue to be developed state blood 
committees performing the functions above outlined, (3) that 
Congress be reminded of the urgent need for appropriations for 
reasonable federal stores of plasma and equipment for civilian 
defense, and (4) that physicians using blood recognize their re¬ 
sponsibility in replacement from families and friends of 
patients. 

The House adopted a resolution in which the American 
Medical Association requests Congress to make a thorough 
investigation of the school system in the United States with 
particular reference to the teachers and authors of textbooks 
advocating the overthrow of the American system of free enter¬ 
prise by the infiltration of un-American policies of collectivism. 
A copy of this resolution was ordered sent to the President, 
Vice President and members of the United States Senate and 
House of Representatives. 

The House also adopted a resolution which voiced protest 
against the use of tax funds provided from the federal govern¬ 
ment for postgraduate courses in medicine. This resolution 
introduced by the Arkansas delegation urged the adoption of 
efforts to eliminate from future budgets the expense of conduct¬ 
ing courses in postgraduate work for the medical profession, 
the Arkansas delegation asserting that it is the desire of the 
medical profession of Arkansas to pay personally such fees for 
postgraduate instruction as is received in the future. 

The House adopted a recommendation for the creation of a 
national joint commission on accreditation of hospitals by the 
American College of Physicians, American College of Surgeons, 
American Hospital Association, and the American Medical 
Association. The American College of Surgeons for 25 or more 
years has administered a hospital standardization program. Be¬ 
cause of the expense of the project, plans were proposed where¬ 
by several bodies would participate. A report and recommenda¬ 
tions for the various interested groups has been proposed by 
committees from each organization. The joint findings will be 
acted on by the four associations before they can be accepted 
as the guiding principles for a national joint commission on 
accreditation of hospitals. 

At the request of the Council on National Emergency 
Medical Service, the Board of Trustees agreed to undertake a 
study immediately for the purpose of making recommendations 
and meeting the medical problems which may arise with the 
legislation pertaining to the universal military training act in 
order to best serve the medical and health needs of the armed 
forces and of the civilian population of this nation. Complex 
and far-reaching medical implications are present in this Act. 

An invitation was accepted by the Board of Trustees to meet 
with the officers of the American Hospital Association for dis¬ 
cussion of hospital-physician relations. 

The Board also has authorized the appointment of a Com¬ 
mittee on Nervous and Mental Diseases since the American 
Medical Association does not have a committee on mental 
health. 

The Board approved the appointment of an Advisory Com¬ 
mittee to the Council on Medical Education and Hospitals, to 
be composed of leaders in the field of education, practice and 
hospital administration, to study the problem of discrepancies 
between the number of internships offered and the number of 
available candidates. The Board has appropriated sufficient 
funds to permit the committee to function. 

OTHER ACTIVITIES 

Senator Robert M. Nixon of California, speaking at the 
Annual Conference of Presidents and Other Officers of State 
Medical Associations, said that physicians should become more 
interested in all types of political issues. At the same time, he 
commended the medical profession for its leadership in urging 
voluntary financial aid to medical schools. Dr. Julian Price of 
South Carolina was succeeded by Dr. W. Andrew Bunten of 
Cheyenne, Wyo., as president of this conference. Dr. J. Stanley 
Kenney of New York City is president-elect. 

One of the highlights of the meetings of the Woman’s 
Auxiliary to the American Medical Association was the presen¬ 
tation of a check for $10,000 to Dr. Elmer L. Henderson for 
the American Medical Education Foundation. The president of 
this more than 50,000 membership organization is Mrs. Harold 
F. Wahlquist of St. Paul, and the president-elect is Mrs. Ralph 
Eusden of Long Beach, Calif. 


J.A.M.A., June 30, 195 | 

Another announcement of a large contribution to the Ameri¬ 
can Medical Education Foundation was from the Board of 
Chancellors of the American College of Radiology, which vme,i 
to give $2,000 to this fund. led 

In the 35th annual tournament of the American Medical 
Golfing Association, V. W. Guidice, Ridgewood, N. J. a J 
Harold Sargin, Cleveland, took the honors. More than '’60 
physicians turned out for this event. ■ • - 

Medical artists again exhibited their handiwork at an 
American Medical Association meeting. The exhibit included 
painting, sculpturing, photography, needlework, ceramics 
jewelry, and other forms of artistic effort. There were more than 
700 entries in 18 different media. The American Medical Art 
Association, which has 4,000 members in the United States 
Canada, and Hawaii, now has as its sponsors the J. Henry Helser 
& Co., investment managers on the Pacific coast. This company 
provided approximately 200 trophies for exhibit awards. All 
entries will be displayed at Macy’s department store in New 
York City from June 25 to July 5. 

BROAD MEDICAL INTERESTS 

Evidence of the interest of the profession in the affairs of 
the Association was seen in the large number of visitors attend¬ 
ing the meetings of the House of Delegates and at the room- 
filled Reference Committee meetings. Many delegates and other 
members of the Association complained that it was impossible 
for them to attend all the meetings that interested them. This 
complaint was in the nature of a compliment, however, because 
it showed the broad field of interest of the House and of the 
various councils and committees that were meeting. From 8 
o’clock in the morning until late in the evening, various groups 
were constantly in session. Except for executive sessions, the 
doors were open to those who wished to enter into any of the 
discussions and to those who merely wanted to listen. Whether 
one attended the scientific demonstrations, listened to the lec¬ 
tures, or participated in the meetings of the House of Delegates 
and of the councils and committees, such as the Judicial Coun¬ 
cil, Council on Medical Service, Council on National Emergency 
Medical Service, Council on Medical Education and Hospitals, 
and Advisory Committee of the State Journal Advertising 
Bureau, he could see on all sides evidence of great activity in 
the medical profession. Thus the reports the delegates are carry¬ 
ing back to their state societies will not in any way be regarded 
as reflecting limitation in scope of medical interests. Instead 
they will show how physicians today are more determined than 
ever to meet their responsibilities as citizens and practitioners. 


GOVERNMENT MEDICINE—DANGER AHEAD.' 
DAVE BECK 

Executive Vice President, international Brotherhood of Teamsters (AFL). 

One of the most critical problems of our time is adequate 
medical care for all of our people. The real crux—the heart of 
the matter is: how can we bring adequate medical care within 
the economic grasp of our citizens? 

That this is the problem few will disagree. 

But the road to final solution is not through socializing at 

medical profession. . .• 

Our job as American citizens is to meet this challenge ot meoi- 
:al care. We cannot meet it with explosive propaganda aimea 
at destroying the system of free enterprise in the profession o 

medicine. „ f „„ m i 

The answer to the problem of medical care will not be fou 
in any political panacea or through the development of a sup 
oureaucracy. The answer to the problem will be neither simp 
nor easy, but it will be found within the framework of our p e 
int economic system and our present constitutional safegu 

GOVERNMENT MEDICINE CANNOT BE TOLERATED 
The answer as proposed by advocates of Government-con- 
rolled medicine is contrary to our economic structure ang 
aeyond our traditional guarantees. Any system which P P 

Read at a dinner meeling given by the 
n honor of the officers of the fje" on of the Araeri- 

if the House of Delegates dunng 1 *“ “inanity N. 3. 

an Medical Association, June 11. 1951, Atlantic city, 
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such modifications in our way of living and doing things would 
lead to a dangerous socialistic trend and cannot be tolerated. 
Such a system would destroy our liberty. 

Patrick Henry 175 years ago said that “eternal vigilance is 
the price of liberty.” It is incumbent upon you members of the 
American Medical Association to be eternally vigilant against 
panaceas and bureaucracies which would socialize your profes¬ 
sion and destroy initiative and freedom not only among your 
associates today but for generations to come. 

The doctor in America has won his present high place in the 
hearts and spirits of our people through his study, toil, sacrifice 
and service. The long story of medical progress is written in 
thrilling chapters of service to humanity—by unknown research 
workers in the laboratories, by general practitioners in city and 
country, by the specialists and surgeons who devote their skills 
to the art of healing. 

You have earned the respect of your fellow countrymen over 
and over through the work you have done on Main Street, in 
our great cities, on the battlefield, in our hospitals and in the 
classrooms. 


MEDICAL PROGRESS—THE PRODUCT OF INDIVIDUAL INITIATIVE 

The medical profession has grown to its present high estate 
under our system of democratic freedoms. The opportunity to 
meet the challenges of disease and death has been taken by the 
doctors using the weapons of science, truth and skill—all wielded 
within the framework of a free society. That freedom must be 
preserved. For in that freedom medicine has grown and will 
continue to grow if there is no interference with individual 
initiative. The progress of American medicine must not be 
blocked by the impediments of an uncertain and clumsy bureauc¬ 
racy. 

I have seen the experience of State Medicine in other countries. 
I have traveled abroad extensively in recent years and have had 
the opportunity to see at first hand the failure of Socialized 
Medicine. It is my opinion that if the peoples of any country 
want Socialism or Communism, that is their business and their 
decision. We don’t want either in America! 

The answer lies in Voluntary medical programs—prepaid 
medical plans. The only question is: how best can we perfect 
these programs? 

We have made progress—and great progress. There has been 
an ever-increasing consciousness on the part of the American 
people of the tremendous value and necessity for maximum 
protection against unforeseen medical costs which arise out of 
illness or accident both for the wage earner and for his entire 
family. That a new National health structure is in evolution few 
will deny. 


LABOR UNIONS IN FOREFRONT OF VOLUNTARY HEALTH 
INSURANCE DEVELOPMENT 

There are now more than 72 million people insured under 
one or another of the prepaid medical plans. Today one of the 
outstanding jobs in this field is being performed by the labor 
unions. 

Millions of people are covered by welfare plans as a result of 
labor negotiations during the last two years. An excellent example 
of this will be found in the Western Conference of Teamsters 
which includes the 11 Western States. Since July, 1950, we have 
provided medical coverage for upwards of 180,000 members and 
their families. The sole purpose of our plan is to protect our 
members by seeing that funds are available to pay for medical 
care when the occasion arises. Free choice of doctors is the para¬ 
mount feature of our plan. 

I would never, under any circumstances, be a party to an 
arrangement of any kind whatsoever, which would deny to any 
man the right to choose the doctor he wishes to treat him in 
ms hour of need and suffering. Nor would I refuse any man the 
right to name the medical practitioner in whose hands and skill 
ie has the confidence to place the health, perhaps the lives, of 
his loved ones. 

FREE CHOICE OF DOCTORS, HOSPITALS IS ESSENTIAL 
1 believe that a tremendous responsibility rests upon all of us 
o see that we continue and expand and improve our Voluntary 
medical care program. No one can deny that the Voluntary plans 


are doing a magnificent job, but there is still much to do. I do not 
emphasize commercial health and accident coverage, or the Blue 
Shield or Blue Cross Plans, but any sound plan which is on a 
Voluntary basis, allowing free choice of doctors and hospitaliza¬ 
tion. 1 have noted, too, that the AMA has not recommended one 
over another, but believes in healthy competition between them. 
It is on the development of these plans that we must have the 
maximum cooperation from the medical profession. 

This system of Voluntary health care is making a great record 
in this country. Let us continue the Voluntary way of doing 
things in America—it is our best protection against any com¬ 
pulsory way. It is compulsion and interference with our indi¬ 
vidual freedom and initiative which lead to State control—dic¬ 
tatorship, Fascism, Communism. We want none of these in 
America. We will not permit any of these to take root in the 
profession of medicine. 

I say to the American Medical Association: you have every 
right in the world to protect the interest of your members and to 
fight for the preservation of your profession. As you well know, 
I believe in unions. And you doctors have a pretty good union. 
I believe in organization—it leads to mutual exchange of ideas, 
knowledge and information and mutual protection. I believe in 
it for the laboring man and I believe in it for the doctor. I say 
to the doctor: join and support your organizations—locally and 
Nationally—and continue the fight for high medical standards, 
for your own self-preservation and against this monstrous evil 
of socialization. More credit and glory to you! 


ONLY UNREGIMENTED MEDICINE CAN SERVE PUBLIC EFFECTIVELY 

I am convinced, and American experience proves it beyond a 
doubt, that the medical profession can advance to its highest 
point of attainment in the service to the public only if it remains 
free and untrammelled. I am positive that the doctor, in the face 
of public need and in pursuit of the high ideals of his profession, 
will make use of his individual freedom, and of his individual 
ability and initiative, to advance as far as intelligence and skill 
will permit. He cannot attain those heights of professional 
achievement under a socialized or regimented system of medi¬ 
cine. 

The crux of the issue, I repeat is: how can we bring adequate 
medical care within the economic grasp of every citizen in the 
•land? The other phases of the medical problem can be more 
readily solved—wider distribution of doctors, more clinics, more 
hospitals, more medical research, more preventive medicine— 
all of these are important and programs for their solution are 
progressing rapidly. 

This problem of bringing medical care to all of the citizens of 
this country is one of the most pressing, and at the same time, 
most troublesome problems we have ever faced. It is difficult to 
solve because it involves two fundamental concepts which some 
say cannot be reconciled: first, free enterprise, the right of the 
doctor to practice his profession as a free man in a free society, 
and—second, the right of the people of the Nation to have 
available to them and within their economic reach, all of the 
medical care and attention which are necessary to keep them in 
the highest state of health known to medical science. 


LUNtLIcr BETWEEN FREE ENTERPRISE AND 
ADEQUATE HEALTH CARE 

I deny that there is any insoluble conflict between these two 
concepts. We must reconcile them to solve our problem. We 
must find some plan whereby free enterprise is preserved and 
wherein the health of the Nation is safeguarded and strength¬ 
ened. Socialized or Federalized medicine is not the answer. The 
Voluntary way is the American way. 

I believe in the maximum of liberty for all Americans, and in 
their right to rise to high levels of accomplishment, through their 
own skill, initiative and intelligence. I say that we have built this 
great Nation through individual initiative and intelligence. We 
have made mistakes in the past—we will make them in the 
tuture but let us never make the mistake of socializing the 
medical profession. We have been born as a great people and 
we will continue to thrive as a great people only under a system 

ft! ^ nter P rise — f jee for the business man, free for labor, free 

for the doctors and free for all of our people. 
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MEDICAL LEGISLATION 


STATE 

California 

Bills Introduced.—H. R. 195, proposes that the Assembly Interim Com¬ 
mittee on Finance and Insurance be directed to study and analyse all 
facts relating to the furnishing of prepaid medical, surgical, hospital and 
other related services, especially by unlicensed, unregulated and non¬ 
professional persons and organizations. A. 2673, to amend the Business 
and Professions Code, proposes to permit the use of the injunctive process 
to restrain violation of such code. A. 2924, to amend the chiropractic 
act, proposes, among other things, to define unprofessional conduct as 
the procuring, aiding, or abetting in the procuring of criminal abortions; 
the paying for steering patients into one’s office; obtaining a fee on the 
assurance that a manifestly incurable disease will be made entirely well; 
the wilful betrayal of professional secrets of a patient to the detriment of 
such patient; chiropractic advertising which is untrue or misleading; 
conviction of any offense involving moral turpitude; wilful neglect of a 
patient in a critical condition. S. 731, to amend the health and safety 
code, proposes to require hospitals to keep a record of the administration 
of hypnotic drugs, including the amount given, the type, the date, and the 
name and address of the person to whom administered. 

Bill Enacted.—A. 3412, was approved June 1, 1951. It amends the 
Revenue and Taxation Code by specifically providing that the producers 
of X-ray films for the purpose of diagnosis are the consumers of materials 
and supplies used in the production thereof. 

Connecticut 

Bill Enacted.—S. 48, has become Public Act No. 78 of the Acts of 1951. 
It provides for the creation of a board of examiners of hypertrichologists 
and defines hypertrichology as the removal of superfluous hair by electrical 
or other methods approved by the board of examiners. 

Delaware 

Bill Enacted.—S. 248, was approved June 5, 1951. It amends the Work¬ 
men’s Compensation Act by providing that if an employer shall, upon 
application made to him, refuse to furnish reasonable surgical, medical, 
and hospital services, medicines, and supplies, the employee may procure 
the same and shall receive from the employer the reasonable cost thereof. 

Florida 

Bills Enacted.—H. 3, became law without approval June 11, 1951. It 
provides regulations for the employment of county medical examiners and 
sets forth the duties of such medical examiners and the circumstances 
under which autopsies may be permitted. H. 8, became law without ap¬ 
proval June 11, 1951. It provides regulations for the issuing of licenses to 
practice physical therapy by the State Board of Medical Examiners. 
Physical therapy is defined as the treatment of disability injury and disease 
by non-medical means comprising the use of massage, therapeutic exer¬ 
cises, and the physical, chemical, and other properties of heat, light, water, 
and electricity (except roentgen rays, radium, and electrosurgery). H. 193, 
became law without approval, June 11, 1951. It provides amendments to 
the Chiropractic Act relating to grounds for revocation of a license. 
Among other grounds set forth in the new law which would justify the 
revocation of a chiropractic license is that the licentiate permits persons 
not licensed to practice chiropractic in the state to set up in his office 
what is commonly called and termed “Traveling Clinics” and permits 
these unlicensed persons to practice chiropractic under color of the 
licentiate’s certificate or to counsel or advise persons concerning the cure 
or treatment of any disease or body ailment. H. 194, became law without 
approval, June 11, 1951. It provides that no person shall operate a 
chiropractic hospital without first obtaining a license from the Florida 
State Board of Chiropractic Examiners, permitting him so to do. H. 799, 
was approved June 9, 1951. It directs the tuberculosis board to provide 
adequate facilities for the compulsory isolation and treatment of persons 
afflicted with tuberculosis. H. 1047, became law without approval, June 11, 
1951. It provides that in any hospital or hospitals supported in whole or 
part by taxes collected in Bay County, Florida, and operated in that 
county, all citizens and tax payers of the county shall have the right to be 
admitted to such hospital or hospitals, and in the management of such 
hospital or hospitals no discrimination shall be made against any physi¬ 
cian or surgeon, provided such physician or surgeon has been admitted 
to the general practice of medicine or surgery under the laws of the state, 
and all such physicians or surgeons shall have equal privileges in treating 
patients in said hospital or hospitals. The law further provides that the 
Board of Trustees shall organize a staff of physicians and surgeons com¬ 
posed of every practicing physician and surgeon in the county, and such 
physicians and surgeons shall hold their position on said staff as long as 
they comply with the rules and regulations laid down by the Board of 
Trustees. H. 1332, became law without approval, June 11, 1951. It 
authorizes certain judges and county solicitors throughout the state to 
secure the services of a physician in connection with the investigation of 
crime or under circumstances where such services are deemed necessary 
for the investigation of crime, and it fixes the fee to be paid to such 
physician for the services which may be rendered. H. 1385, became 
law without approval, June 11, 1951. It authorizes the Board of County 
Commissioners of Saint Lucie County to enter into contracts which would 
provide for its employees and the members of their family medical, sur¬ 
gical, hospital and similar costs resulting from illness or injury to such 
persons. H. 1550, became law without approval, June 11, 1951. It author¬ 
izes the board of county commissioners of certain size counties through- 
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out the state to provide and secure insurance for its employees m,i ,k 
members of their family which would provide funds to defrav 
surgical, hospital and similar costs resulting from the illness of or 2 
to, such persons. H. 1578, became law without approval, June" 11 iqs? 
It authorizes the Board of County Commissioners of Broward Countv i* 
appoint and employ a County Medical Examiner who shall be a licen^ri 
practicing physician or surgeon in the state. The law sets forth the noum 
and duties of such County Medical Examiner relating to autopsies 
investigation of death. S. 385, was approved June 7, 1951 It provides 
regulations whereby persons found to have active tuberculosis may under 
certain circumstances, be committed to a state hospital for treatment 
S. 672, became law without approval, June 11, 1951. It provides that anv 
condition or impairment of health of municipal firemen caused bv 
tuberculosis, hypertension or heart disease, shall be presumed to have been 
suffered in line of duty unless the contrary is shown by competent evi¬ 
dence, provided that such firemen shall have successfully passed a physical 
examination on entering into such service which failed to reveal any 
evidence of such condition. S. 876, became law without approval, June 11 , 
1951. It authorizes the City Council of Miami to establish a health plan 
for officers and employees of the city and their families. S. 946, became 
law without approval, June 11, 1951. It authorizes the Board of County 
Commissioners of Alachua County, to provide a plan for group insurance, 
dismemberment, accidental death, hospitalization, surgery and medical 
expense insurance for employees and members of their family. S. 1053, 
became law without approval, June 11, 1951. It provides circumstances 
whereby hospitals may obtain a lien for all reasonable charges for hos¬ 
pital care, treatment and maintenance of ill or injured persons upon any 
and all causes of action accruing to such persons or their legal repre¬ 
sentatives. 


Illinois 

Bill Introduced.—S. 718, proposes to authorize the use of tire injunctiie 
process to prohibit the unlicensed practice of any profession or occupa¬ 
tion in the state which requires a license from a state board. 

Massachusetts 

Bills Introduced.—H. 2554, proposes to require the committee on edu¬ 
cation to sit during the recess of the legislature to make studies relative 
to the establishment of a medical school by the University of Massachu¬ 
setts. H. 2568, proposes to authorize the board of registration in medicine 
to examine applicants for licenses to practice physical therapy and to 
grant licenses therefor. Physical therapy is defined as the treatment of any 
bodily or mental condition of any person by the use of the physical, 
chemical and other properties of heat, light, water, electricity, massage, 
and active and passive exercise. The use of roentgen rays and radium for 
diagnostic and therapeutic purposes and the use of electricity for surgical 
purposes, including cauterization, would not be authorized. 

Michigan 

Bills Enacted.—H. 214, has become Public Act No. 175 of the Acts of 
1951. It amends the narcotic law by fixing penalties for the sale of nar¬ 
cotics to minors. H. 368 has become Public Act No. 166 of the Acts of 
1951. It provides an appropriation for the construction of a southwestern 
Michigan tuberculosis sanatorium somewhere in or near the city of Kala¬ 
mazoo. 


Pennsylvania 

Bills Introduced.—H. 1259, proposes the enactment of a uniform narcotic 
drug act. H. 1314, proposes an appropriation for the purpose of reimburs¬ 
ing hospitals for the cost of training student nurses in approved schools of 
nursing. H. 1376, proposes to increase the size of the Advisory Health 
Board from seven (7) to ten (10) and to provide that five (5) of the 
members of such board should be doctors of medicine. H. 1413, proposes 
to make it a felony to furnish or give narcotic drugs to a minor. H. 14Jj, 
proposes amendments to the pharmacy act among which is a new defini¬ 
tion of the term “prescription” which would mean an order for drugs or 
medicines or combinations or mixtures thereof written or sipied by a 
duly licensed physician, dentist or veterinarian or other medical practi¬ 
tioner licensed to write prescriptions intended for the treatment or 
prevention of disease in man or animals. * 

Bills Enacted.—H. 368 was approved May 22, 1951. It is a law 
for the licensing of and regulating of professional nurses. H. 60 , wa 
approved May 24, 1951.. It provides that in any proceeding to estam ‘ s 
paternity the court on motion of amendment shall order the mother, 
child and the defendant to submit to one or more blood-grouping t 
by a duly qualified physician to determine whether or not * he defen 
can be excluded as being die father of the child and the 
tests may be received in evidence in cases where definite exclusion o 
defendant is established. 


°11! 11 * Exacted.—H. 1039 was adopted January 17, 1951. It P r “ v ‘ d “ ^ 
te creation of a committee to investigate and make a sluty anti r f 
f tile South Carolina unemployment compensation law with par 
t the bourn c-aro 1 Carolina and other jurisdictions. 


Id It* Introduced.—H. 386, proposes the appointment of a com¬ 

ission to investigate the conditions existing at the Vermont state 
Bills Enacted.—H. 229 was approved April 13 1951 It J al ] 

.endents of schools lo cause a qualified person Ifi VC «ven, and 
ipils under his supervision in grades one '‘ n * 0 ; d ^ 3 d e ’by teachers, 
ne. The prior law permitted such exam— oI 

“cl/hohc 5 rehaMHtatioi^commissmii io Assist in the ^ 
alcoholic beverage consumption by th n e .“‘^™“ t n j f rch ‘bUitalion of 
r medical and other scientific carcandireatmntand « naD Uona j 
rohoUcs. H. 270, was approved April 10, 1951. it is an 
iease law. 
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PROCEEDINGS OF THE ATLANTIC CITY SESSION 


ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN 
MEDICAL ASSOCIATION AT THE ANNUAL SESSION IN 
ATLANTIC CITY, N. J., JUNE 11-15, 1951 


The actions of the House of Delegates at the Atlantic City 
Session are herewith abstracted so that the readers may have this 
information in digest form. The official proceedings will be made 
available, as in the past, in a booklet, which will be sent to all 
members of the House of Delegates and officers of the American 
Medical Association by the Secretary. This booklet will not be 
available for several weeks. —Ed. 

Invocation 

Rev. Harvey Bennett, Pastor of First Presbyterian Church of 
Atlantic City, delivered the following invocation: 

Alnlighty and Eternal God, Infinite Architect of the Universe, 
by whose power the worlds were formed, by whose laws the 
planets run their courses, by whose inspiration scholars have 
searched for truth, prophets preached and poets penned their 
poems of life, to whom all hearts are open, all desires known, 
and from whom no secrets are hid, whose excellency is more 
than we can know, yet Thou art all that we adore. From the 
confused voices of our life we turn to Thy silent presence. From 
Thy. darkened skies we venture forth into Thy pure and infinite 
light. In Thy light, may we see light. Through Thine infinite 
wisdom may we have that wisdom which shall discern truth 
from falsehood, right from wrong, justice from injustice. 

O God, our heavenly Father, we commend to Thy divine 
providence this noble company of physicians, delegates to the 
American Medical Association, as they have assembled them¬ 
selves in our city by the sea for their hundredth annual session. 
We are conscious that Thou hast blessed their consecrated 
efforts in the past as they have diligently and earnestly labored to 
alleviate pain and suffering by the touch of their skillful hands, 
administered in love to the afflicted bodies of mankind. As they 
follow in the footsteps of the Divine Physician of Life, and as 
they diligently search, may they find new methods of aiding those 
who suffer. Give to them a new sense of their responsibility and 
added strength for the tasks that lie before them. 

And 0 God, we ask these blessings upon Thy servants who go 
about night and day alleviating suffering, in the name of Jesus 
Christ who while on the earth went about healing the broken 
bodies of men, giving hope to the hopeless, and life to the lifeless. 
Amen. 


Adoption of Proceedings of Cleveland Clinical Session 
Dr. George F. Lull, Secretary, presented the Proceedings of 
the Cleveland Clinical Session as printed and distributed to the 
members of the House of Delegates, which on motion of Dr. 
Val H. Fuchs, Louisiana, seconded by Dr. Charles H. Phifer, 
Illinois, and carried, were adopted as published. 


Roll Call 

The Secretary, Dr. George F. Lull, called the roll and 
announced that more than a quorum had responded. 


Address of Speaker 

The Vice Speaker, Dr. James R. Reuling, took the chair 
u u c Dr. F. F. Borzcll, Speaker, presented the following address, 
nhich was referred to the Reference Committee on Reports of 
icers, with the exception of the portion dealing with the 
creation of a new reference committee which was referred to 

e Reference Committee on Amendments to the Constitution 
and By-laws. 


Members of the House of Delegates: 

We are opening the One Hundredth Annual Session of tl 
House of Delegates of the American Medical Association. M 
first task is to pay tribute to the passing of Dr. Roy Fouls wl 
has gone to his reward since we last convened. Dr. Fouls was 


member of this House for many years, the last few of which he 
served as your Speaker. We mourn his loss as a man, as a states¬ 
man, as a staunch supporter of and fighter for those high prin¬ 
ciples on which our profession is based. He rightfully belongs in 
that great gallery of medical men whose services to organized 
medicine have laid firm foundations on which we can build with 
assurance that the structure will withstand the bitter winds of 
adversity and the strife of a troubled world. We can, with sin¬ 
cerity, say that he fought a good fight and he kept the faith. 

I must also inject another note of sadness by the announce¬ 
ment of the death of one who has served this House and the 
American Medical Association for many years. Miss Jewel 
Whelan passed away just a few weeks ago. She was to retire after 
this Session after many years of faithful and devoted service to 
the American Medical Association. 

A centennial anniversary should be an occasion for reminis¬ 
cences and review of the accomplishments of the organization 
but this is neither the time nor the place for such pleasant 
pastimes. 

The passing years have not eased our tasks or reduced our 
responsibilities. On the contrary, because our predecessors have 
built so well, we find ourselves in the forefront of a struggle for 
the preservation of the very fundamentals of those principles 
which make life worth living. There have been times when clouds 
were dark and it looked as though our structure would crumble, 
but I say to you in all sincerity that the American Medical 
Association was never stronger than it is today. 

A review of the activities of this body through the years reveals 
a steadfast adherence to sound principles, high ideals, and an 
unswerving code of ethical conduct of which we need not be 
ashamed. Today the world looks to this House of Delegates as 
the true voice of American medicine. Throughout the years every 
action taken by this House was measured in terms of what would 
be best for those we serve. We have not hesitated to modify our 
positions if we found in so doing we were improving the quality 
of medical service to the people. 

The officers we have elected to direct the affairs of the Asso¬ 
ciation voice only the policies this House adopts. We, in turn, 
are the elected representatives of almost the entire profession 
of America. Any inference that a handful of self-interested 
individuals tells us what to think is so contrary to the history of 
the body as to constitute a libelous slander on the integrity and 
intelligence of the vast majority of the physicians of the country. 

You have each just within the last few weeks received a com¬ 
munication which implied that you are naive children who have 
been led astray. I refer to the letter from the Committee for the 
Nation’s Health under date of May 22: 

“In order that the medical profession will not be justified in 
feeling that President Henderson had spoken accurately because 
no denial has been made in the medical press by the Committee 
for the Nation’s Health, the Committee sends a copy of its letter 
to President Henderson with the hope that the officers of the 
American Medical Association and of the state societies will be 
glad to enlighten the medical profession even if Dr. Henderson 
does not wish to do so.” 


and untiring leadership these many years, but is there not in this 
letter a semblance of invidious'reflection on the integrity and 
intelligence of the House? I apologize for having possibly 
digressed from the established policy that the Speaker should 
not make a speech but in justification I can only say that as your 
Speaker and as a member of this House for sixteen years I most 
emphatically defend the House against any implied reflection on 
its intelligence. 
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There are two events which mark the opening of this One 
Hundredth Session which call for special attention. 

The first is the initial attendance, as special delegates, the first 
representatives of the newborn Student American Medical Asso¬ 
ciation. May I, at this time, introduce to the House: 

Warren R. Mullen, of Jackson, Mich., a student at the Uni¬ 
versity of Michigan Medical College and President of the Stu¬ 
dent American Medical Association. 

Harry W. Sandberg, of Moline, Ill., a student of Illinois 
College of Medicine, Chicago. He is Vice President of the 
Student American Medical Association. 

I had hoped this morning to introduce the new Surgeon Gen¬ 
eral of the Army, Dr. George Armstrong, who expected to act 
as delegate from the United States Army but who because of ill¬ 
ness was compelled to ask the Deputy Surgeon General Paul 
Streit to serve. 

It has been necessary for a few years past to request the House 
for authority to appoint a special Reference Committee on 
Emergency Medical Service. This must be done again at this 
Session. It seems, however, that the emergency has become a 
permanent condition. This House has authorized a new section 
on Military Medicine which is receiving enthusiastic support. 
In order, then to provide a reference committee that can con¬ 
sider the many problems involving military medical affairs and 
to permit the advance publication of the personnel of this com¬ 
mittee with other standing reference committees, the Speaker 
would recommend that the House approve an amendment to 
establish a new reference committee to be known as The Refer¬ 
ence Committee on Medical Military Affairs and Civil Defense. 

REFERENCE COMMITTEES OF HOUSE 
OF DELEGATES 

The reference committees and appointments for this Session 
are as printed in the Handbook including changes, as follows: 

Sections and Section Work: 

Willard A. Wright, Chairman, North Dakota 
Percival Bailey, Section on Nervous and Mental Diseases 
Harvey B. Matthews, Section on Obstetrics and Gynecology 
Norman S. Moore, New York 
Arthur A. Brindley, Ohio 

Rules and Order of Business: 

Walter E. Vest, Chairman, West Virginia 

Dexter H. Witte, Wisconsin 

John M. Porter, Kansas 

William A. Hyland, Michigan 

James P. Wall, Mississippi 

Reports of Board of Trustees and Secretary: 

Edgar V. Allen, Chairman, Section on Experimental Medi¬ 
cine and Therapeutics 
Val H. Fuchs, Louisiana 
Jacob W. Bird, Maryland 
Charles G. Hayden, Massachusetts 
Robert E. Schlueter, Missouri 

Medical Education and Hospitals: 

William Bates, Chairman, Pennsylvania 
James S. Stevenson, Oklahoma 
Joseph F. Londrigan, New Jersey 
Henry S. Ruth, Section on Anesthesiology 
Harlan A. English, Illinois 

Legislation and Public Relations: 

Leo G. Christian, Chairman, Michigan 
Hugh H. Hussey Jr., District of Columbia 
J. Paul Jones, Alabama 
Denver M. Vickers, New York 
William W. Skipp, Ohio 

Hygiene and Public Health: 

Louis M. Orr II, Chairman, Florida 
W. Palmer Dearing, United States Public Health Service 
Stanley H. Osborn, Section on Preventive and Industrial 
Medicine and Public Health 
Charles F. Strosnider, North Carolina 
Herbert H. Bauckus, New. York 
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Amendments to Constitution and By-Laws: 

Robertson Ward, Chairman, California 
Jesse D. Hamer, Arizona 
Everett P. Coleman, Illinois 
George Braunlicb, Iowa 
J. B. Lukins, Kentucky 

Reports of Officers: 

Britton' E. Pickett Sr., Chairman, Texas 
George M. Fister, Utah 
John M. Emmett, Virginia 
Harold F. R. Brown, New York 
William F. Costello, New Jersey 

Credentials: 

H. Russell Brown, Chairman, South Dakota 
Karl S. J. Hohlen, Nebraska 
Charles L. Farrell, Rhode Island 
Charles T. Stone Sr., Section on Internal Medicine 
Everett C. Fox, Section on Dermatology and Syphilology 
Industrial Health: 

Earle M, Chapman, Chairman, Massachusetts 
Ralph A. Johnson, Michigan 
Bertie O. Edwards, North Carolina 
Carlton E. Wertz, New York 
James Z. Appel, Pennsylvania 

Executive Session: 

Homer G. Hamer, Chairman, Indiana 
Howard K. Petry, Pennsylvania 
Donald Cass, California 
Willis I. Lewis, Illinois 
Charles J. Kickham, Massachusetts 

Insurance and Medical Service: 

William R. Brooksher, Chairman, Arkansas 
Maurice J. Dattelbaum, New York 
John W. Green, California 
William. H. Halley, Colorado 
Benjamin H. Minchew, Georgia 

Miscellaneous Business: 

Andrew A. Eggston, Chairman, New York 
Thomas J. Danaher, Connecticut 
Alfred S. Hartwell, Hawaii 
Hoyt B. Woolley, Idaho 
Clifford C. Sherburne, Ohio 

Tellers: 

George S. Klump, Chairman, Pennsylvania 
Eugene F. Hoffman, California 
Robert H. Hayes, Illinois 
Deering G. Smith, New Hampshire 
Carl H. Geilenthien, New Mexico 


Sergeants at Arms: 

Hollis E. Johnson, Chief, Section on Diseases of the Chest 

John K. Glen, Texas 

Charles M. Hamilton, Tennessee 


The Speaker respectfully requests the authorization of a 
Special Reference Committee on Emergency Medical Service 


A _I J 




bilitation 

L. Howard Schriver, Ohio 
Elmer Hess, Pennsylvania 
Raymond L. Zecb, Washington 
Paul Streit, U. S. Army 
Clarence J. Brown, U. S. Navy 
Dan C. Ogle, U. S. Air Force 
George Lyon, Veterans Administration 


in memoriam 

■ Sneaker read the list of names of former members ° 

ouse of Delegates and Officers of ,he ^the members of 
i away during the past year, after which the mmoe 
□use rose in respect to the departed members and 
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report of Reference Committee on 
Reports of Officers 

Dr. B. E. Pickett Sr., Chairman, presented the following report 
which was adopted section by section and as a whole. 

The Sneaker’s tribute to the memory of Dr. Roy. Fouts, a 
former Speaker of this body, well expresses the sent.ments of 

this House of Delegates. , , . f 

Your reference committee commends the forceful remarks of 
the Speaker, especially in his discussion of ‘he steadfastness h.gh 
ideals and ethical conduct of the American Medical Association 
through the years. It is the sense of this committee that we 
cannot better express that which we would convey to you than 
by quoting a paragraph from the Speakers remarks: 

“A review of the activities of this body through the years 
reveals a steadfast adherence to sound principles, high ideals, 
and an unswerving code of ethical conduct of which we need 
not be ashamed. Today the world looks to this House of Dele¬ 
gates as the true voice of American medicine. Throughout the 
years every action taken by this House \yas measured in terms 
of what would be best for those we serve. We have not hesitated 
to modify our positions if we found in so doing we were im¬ 
proving the quality of medical service to the people. 


The Speaker’s treatment of the situation involving a letter 
from the Committee for the Nation’s Health properly interprets 
the position of the American Medical Association on this ques¬ 
tion, and your committee agrees in its entirety with the support 
of President Henderson in this matter. 


Report of Reference Committee on Amendments 
TO CONSTnUTION AND BY-LAWS 
The Reference Committee on Amendments to Constitution 
and By-Laws presented the following report which was adopted 
and the By-Laws so amended: 

The Speaker, in his address to the House at the opening meet¬ 
ing, suggested the establishment of a Reference Committee on 
Military Affairs. This was to eliminate the necessity for the 
appointment of a special reference committee at each session 
of the House to handle these subjects. This had been anticipated 
by the Interim Committee on Constitution and By-Laws, and 
in Dr. McCarthy’s report he had moved for a change in the 
By-Laws, as follows: Add paragraph (14) “Medical Military 
Affairs, to which will be referred all matters relating to military 
affairs and civilian defense.” Division 3, Chapter X, Section 
5 (D). 


Resolution on Death of Dr. Roy W. Fouts 
Dr, James P. Wall, Mississippi, presented the following reso¬ 
lutions, which were adopted on motion of Dr. Wall, seconded 
by several delegates and carried by a standing vote: 

Life, with its ever changing cycle, brings experiences of varied 
kinds—some fraught with gladness, others laden with sadness. 
Man has a time to come and a time to go, yet his tenure is com¬ 
mensurate not with years spent, but rather in deeds wrought. In 
the course of human events the passing from God’s footstool 
is to be expected, and though mindful of the immutability of 
such a law, mere mortals are never prepared for the inevitability 
of this denouement. It is true that posthumous glory soon sinks 
into forgetfulness, it is equally true that a good man lives long • 
after he has dropped into the tongueless silence of a dreamless 
sleep. 

An estimate of one’s character is very apt to be biased by per¬ 
sonal relation and association, and a true evaluation is merged 
into the maze of circumstance and lost in the exigencies of 
time. Nevertheless, there has come to this House of Delegates 
e grim realization that it suffered a great sorrow when death 
cameras it must come to all, to Dr. Roy W. Fouts on March 


•!? r ' , F ? uts was aI1 the te ™ “gentleman” connotes. Get 
„jf. °, U mceb ’ wlthom repining; modest, without prudi 
ever h-, I .h , Peda “ ty and friend| y. without effusion. No 
fir;, 6 ™ nty t0 question his m °‘ives, impugn his 
tegr.t>, asperse his character or doubt his coura ge P Unswa 
by popular clamor he kept the even tenor of his way, po Jes 


of a fine intellect, a wonderful calmness, a rare poise, a kindly 
disposition, an unusual sense of humor, a clear understanding 
of his vocation and a due appreciation of the weightier matters 
of life. 

As a member, Vice Speaker and Speaker of the House of 
Delegates of the American Medical Association, he was at all 
times considerate of the rights of others, fair in his rulings and 
impartial in the conduct of these offices. As Vice President of 
the American Medical Association, being a firm believer in the 
righteousness of its cause, he worked in and out of season to 
promote those standards that have made American medicine 
the standard of the world. 

Though not unmindful that expressions of condolence often 
fall far short of their intended meaning and that many times 
words of sympathy are mere emptiness, this House, knowing 
Dr. Fouts as it did, knows it has suffered a great loss, and it is 
seeming and fitting at this time that it should take cognizance 
of the passing of our confrere; therefore be it 

Resolved, By the House of Delegates of Uie American Medical Associ¬ 
ation in Annual Session in Atlantic City, New Jersey, June 11, 1951, that 
in the slipping away of-Dr. Roy W. Fouts this body has lost a stalwart 
defender of its most precious tenets; organized medicine, a warrior worthy 
of his steel; the community an upright citizen, and the Healing Art, an 
exponent of whom it may truly be said: “He was a workman that needeth 
not be ashamed”; and be it further 

Resolved, That a copy of these resolutions be forwarded to the family 
of our deceased comrade and friend. 


Photograph of House of Delegates 
An official photograph of the House of Delegates was taken. 

Distinguished Service Award to Dr. Allen O. Whipple 
Dr. Louis H. Bauer, Chairman, Board of Trustees presented 
the report of the Committee on Distinguished Service Award of 
the American Medical Association which submitted five names 
to the Board of Trustees, from which the Board selected the fol¬ 
lowing three in alphabetical order: Maj. Gen. Harry G. Arm¬ 
strong, Surgeon General of the U. S. Air Force; Dr. Torald Soll- 
mann, Cleveland; and Dr. Allen O. Whipple, New York City. 
The result of the first ballot for recipient for the Distinguished 
Service Award was as follows: 

Dr. Armstrong, 61; Dr. Sollmann, 50 and Dr. Whipple, 71. 
The Speaker announced that since there was no majority, the 
one receiving the lowest number of ballots would be eliminated 
and the House would proceed to vote on the other two. Ballots 
were again distributed for a vote for either Dr. Armstrong or 
Dr. Whipple. 

Dr. George S. Klump, Chairman of the Tellers, reported that 
Dr. Armstrong had received 80 votes and Dr. Whipple 98, and 
the Speaker declared Dr. Allen O. Whipple, New York, the re¬ 
cipient of the Distinguished Service Award for 1951. (See The 
Journal, June 23, 1951, page 735.) 

Contribution to American Medical Education Fund 
by American College of Radiology 
Dr. Warren W. Furey, Illinois, on behalf of the American 
College of Radiology, presented to the House a check of that 
organization for $2,000.00 in contribution to the American 
Medical Education Fund, which was received by the Speaker 
with thanks to the College. 


Address of Past President James E. Paullin 

Dr. James E. Paullin, Past President, addressed the House as 
follows: 

Mr. Speaker, Members of the House of Delegates: A little 
over a year ago this House passed a resolution extending to 
Mrs. Paullin and me its sympathy and prayers for a speedy 
recovery from an automobile accident which happened to us. 
This resolution was delayed in reaching me and I did not have 
an opportunity to express our deep and abiding pleasure at re¬ 
think 8 h ?^ htS fr ° m SUCh 3 nob!e organization. While my 
thanks and those of my good wife are delayed in reaching you 

nrlvt PreSent : today in Pron in answer to X 

ylm Thankyor Wh0Uy> and 1 “ d6lighted * be ba <* 
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Report of Reference Committee on Rules 
and Order of Business 

Dr. Walter E. Vest, Chairman, presented the following report 
and moved its adoption. The motion was seconded and carried, 
after which the Speaker announced that the chairmen of the 
reference committees would meet with the Vice Speaker immedi¬ 
ately on adjournment of the meeting: 

Mr. Speaker and Gentlemen of the House: Your Committee 
on Rules and Order of Business offers the following preliminary 
report: That we recess at 1:00 p. m. today and reconvene at 
2:30 p. m.; that all committees (and that means all, every com¬ 
mittee-, and we want every member of every committee there) 
meet for hearings promptly at 9:30 a. m. Tuesday, and that the 
House will recess this afternoon until 9:00 a. m. Wednesday. 

Your committee sees now no reason for an executive session. 
If the occasion should arise, we will consider that of course; but 
at present we see no reason for it. 

Address of the President, Dr. Elmer L. Henderson 

Dr. Elmer L. Henderson, President, presented the following 
address, which was referred to the Reference Committee on 
Reports of Officers: 

Mr. Speaker, Members of the House of Delegates: 

For the past two and one-half years we of the medical pro¬ 
fession have devoted a great deal of time and energy to our 
battle against the advocates of socialized medicine. Despite the 
intensity of that battle, the American Medical Association not 
only has continued, but has accelerated, its many positive activi¬ 
ties designed to advance the health of the nation. With the 
socialistic threat now dispelled, at least temporarily, I believe 
that this is a good time to remind both doctors and the public 
of the basic, long-range objectives of this organization. Stated 
briefly, those objectives are to promote the national health 
through scientific activities, to foster and maintain high stand¬ 
ards of medical practice, and to solve health problems in a 
manner most conducive to the public welfare. 

The American Medical Association has a wide range of in¬ 
terests and programs based on those positive objectives. Today, 
therefore, in my last report to you as President of the American 
Medical Association, I should like to touch on a number of 
developments or activities aimed at our long-range goals. 

1. We have taken recent steps to make possible a concerted, 
nationwide effort to demonstrate how private initiative can meet 
the financial problems of American medical schools. On last 
May 16 the American Medical Education Foundation was 
merged with the National Fund for Medical Education, of which 
Mr. Herbert Hoover is honorary chairman. 

The American Medical Education Foundation will continue 
to solicit funds from physicians, medical organizations and 
others in the field of medicine. The National Fund for Medical 
Education will concentrate its money-raising efforts on lay 
groups, business, industry and all other potential private donors 
outside the medical profession. All funds collected will be chan¬ 
nelled to the National Fund for Medical Education, which will 
serve also as the distributing agency. It is anticipated that the 
first distribution of funds to medical schools will be made on or 
about July 1 of this year. 

I urge all American doctors to give maximum support to the 
continuing drive for private aid to medical education. This new 
fund-raising consolidation marks only the beginning of an 
accelerated, large-scale offensive to show that American methods 
can provide the nation’s medical schools with both solvency 
and freedom. 

2. We are cooperating actively with other professional groups 
to meet the problems of hospital standardization. After nine 
months of careful study and planning with the American College 
of Surgeons, the American College of Physicians and the Ameri¬ 
can Hospital Association, a plan has been formulated relative 
to the accreditation of hospitals. This program, it should be 
understood, has no relationship to the intern and residency train¬ 
ing program. The plan is covered in detail in the Board of Trus¬ 
tees’ report. The committee which represented the American 
Medical Association believes that it is an excellent solution of 
the problem. 

3. We are placing particular emphasis on efforts to promote 
the. maximum growth and development of voluntary health in- 

. surance. Our objective is low-cost, comprehensive protection, 
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available on a sound medical and financial basis to every Ameri 
can who needs it or wants it. To this end, our Council on Med ’ 
cal Service and other interested American Medical Association 
departments are cooperating with medical societies, hospitals 
insurance companies, labor unions, business and industrial con¬ 
cerns, farm and fraternal organizations, and all other sound 
agencies in the field. As a result of the efforts by all concerned 
in the direction of both increased enrolments and improved 
coverage, it is estimated that close to 80 million Americans 
will be protected by some form of voluntary health insurance 
at the end of this year. 

4. We are advocating the establishment and effective use ot 
grievance committees to iron out misunderstandings between 
physicians and patients, and we are giving active assistance to 
state and county medical societies to further that objective. Such 
programs now are in operation in at least three-fourths of the 
states and in more than 400 counties. 

5. We are encouraging and aiding the establishment of night 
and emergency call systems, to assure 24-hour medical service 
in local communities. The number of such plans set up by 
county medical societies increased from 60 in 1948 to 329 in 
January of this year, and we expect to stimulate a sharp increase 
in that rate of growth during the next year or two. 

6. We are urging physicians and medical societies to play a 
leading role in the development and operation of community 
health councils, to solve local health problems and improve 
local health facilities. As a result, there now are some 1,200 
community health councils or committees and 30 state health 
councils. 

7. We are working constantly to assure an adequate supply 
of properly trained physicians, and there is no better evidence 
of that work than the fact that the United States has more doc¬ 


tors in proportion to population than any other country except 
Israel. Furthermore, we also are working constantly to improve 
the distribution of physicians, and we are urging every state 
medical association to adopt an active program for placing doc¬ 
tors in communities which need them. In this connection, inci¬ 
dentally, the number of doctors seeking location now exceeds 
the number of communities looking for doctors. 

8. We are encouraging and promoting increased interest in 
general practice and greater emphasis on the training of good 
family doctors in the medical schools and in the scientific 
meetings and activities of the American Medical Association 
and other professional organizations. Recent surveys by the 
Council on Medical Education and Hospitals show that general 
practice is attracting an increasing percentage of medical stu¬ 


dents and young physicians. 

Because of this definite trend, and to help stimulate it further, 
I have a suggestion regarding the annual award given to the 
general practitioner of the year. In the past, as you know, all 
of the recipients of the annual medal have been fine, outstanding 
men beyond middle age. But there also are many excellent young 
doctors in general practice, and their number is increasing. 
Therefore, I recommend that we establish two annual awards 
for outstanding general practitioners, one to a member over 50 
years of age, and the other to a member under 50. 

9. We are continuing and expanding the many scientific 
activities which make the American Medical Association t e 
focal point of American health progress in this era of dramatic, 
fast-moving advance. Playing an important part in this work, 

. both to inform the medical profession and protect the public, 
are the Council on Pharmacy and Chemistry, the Council on 
Physical Medicine and Rehabilitation, the Council on Foods an 
Nutrition, the Bureau of Investigation and a wide variety o 
additional bureaus and committees. ,, ,t 

10. We are keeping doctors up to date on the latest memc 
advances by means of the annual and clinical sessions ot 
American Medical Association, The Journal and other scientinv 
publications of the association, and an extensive hbrary _ 
informational service. At the same time we are keeping the pub 
informed through the lay publications and many other act 
ties of the Bureau of Health Education. Speaking of THE 
Journal of the American Medical Association, you ml be 
interested to hear that its weekly circulation has inema ed f 
137,000 to 168,000 since establishment of the annual dues p > 

ment including a Journal subscription. Austin 

At this point I would like to commend our Ed.tor Dr. A 
Smith, and his staff for the outstanding job they have don 
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the improvement not only of The Journal of the American 
Medical Association but also of the special journals'. 

lj We are continually working with both employers and 
employees to reduce health hazards in industry, and our Council 
on Industrial Health sponsors an annual congress to spur 
progress in that field. 

12 We are doing a great deal of special work through our 
Committee on Rural Health, which also holds an annual confer¬ 
ence devoted to the solution of health and medical care prob¬ 
lems in rural areas. 

13 We are working to bring about a closer relation between 
medical affairs and federal activities by means of our Washing¬ 
ton office, the Committee on Legislation and the Bureau of 
Legal Medicine and Legislation. 

14. We are cooperating with the federal government, the 
armed forces and all other interested agencies—through our 
Council on National Emergency Medical Service—to assure a 
proper supply and distribution of doctors to serve the interests 
of national defense and security. 

15. We are taking an active part in the international activi¬ 
ties of the World Medical Association, which I have the honor 
of heading, and American doctors are a major factor in the 
financial support of that worthy instrument for aiding world 
cooperation. 

Despite the fact that I have touched on 15 different areas of 
activity, I have only scratched the surface of the American Medi¬ 
cal Association’s many and varied projects in the scientific, pro¬ 
fessional, social, and .economic phases of medicine. It is our 
determination that these positive activities will continue to 
expand, in pace with the tremendous progress of this free nation, 
and for the benefit of all the American people. That is why we 
have been fighting for two and one-half years to save American 
medicine from the deadly band of bureaucratic control. And 
in that connection, before I close, I have an announcement to 
make concerning the National Education Campaign. 

Your Campaign Coordinating Committee and Board of Trus¬ 
tees, acting on the recommendation of Clem Whitaker and 
Leone Baxter, the campaign directors, have decided to terminate 
the National Education Campaign at the end of this year. We 
agree that the great campaign success of the past two and one- 
half years, plus the additional progress expected during the 
remainder of 1951, in cementing our now strong position with 
the public, will make it unnecessary to continue an intensive 
program in 1952. 

As we approach the end of the National Education Campaign, 
however, we should broaden the permanent public relations 
program carried on by the regular staff of the American Medi¬ 
cal Association. This should be done, not only to hold the ground 
already gained, and to ward off any new attacks which might be 
made, but also to continue the positive educational work which 
is so necessary for the long-range future of American medicine. 

As of now, we have defeated the efforts to socialize medicine 
through the enactment of compulsory health insurance, and we 
have moved a long way toward the ultimate goal of proving 
that voluntary methods can solve American medical care 
problems. 

The progress in our National Education Campaign and in 
related activities represents a tremendous amount of hard work 
by your American Medical Association officers and staff, by the 
Coordinating Committee and Board of Trustees, by the officers 
and lay staffs of the state and county medical societies and by 
the women’s auxiliaries. Thousands of individual doctors 
throughout the country have given time and effort in almost 
superhuman proportions to help make medicine’s campaign suc¬ 
cessful. 

As Chairman of the Coordinating Committee and the Board 
of Trustees, and then for the past year as President, I have 
appreciated deeply your cooperation, and that of all American 
doctors, in the great mutual tasks which we have had to per¬ 
form. In particular, there are no words to express my personal 
appreciation for the brand of close cooperation in many difficult 
limes exhibited by the hard working and dedicated members of 
your Campaign Coordinating Committee and the Board of 
Trustees. They deserve this Association’s sincere gratitude for 
a difficult job well done. 


As a final personal word, in my last formal address as your 
President, I want to say that it has been a great honor and a 
stimulating experience to have been a leader in the American 
Medical Association during the recent past. And if I may steal 
a bit from the famous address by General MacArthur, I should 
like to say this, as an old soldier in the ranks of medicine: I 
do not intend to die very soon, and I do not intend to fade 
away; if the fight flares up again, I shall be glad to be a private 
in the rear ranks. 


NATIONAL EDUCATION CAMPAIGN 

This is not part of my formal address, but I should like to 
take this opportunity to make one more statement regarding the 
National Education Campaign. I want to say that no one has 
worked as hard, as long, and with such high devotion to the 
cause of American medicine, as have Clem Whitaker and Leone 
Baxter, the active campaign directors. Since January, 1949, they 
have lived and breathed medicine’s fight for freedom 24 hours 
a day, and seven days a week. They have given us not only in¬ 
spired direction, ability, and experience in public relations and 
not only tremendous physical and mental effort but also a heart- 
and-soul dedication to our battle and an unshakable confidence 
in our ability to win. 

It has truly been two and a half years of “blood, sweat and 
tears” for Whitaker and Baxter, but they have never faltered, 
they have never given up—they have brought us through with 
banners flying, and they have paved the way for still more 
significant progress during the remainder of the campaign. As 
Chairman of the Coordinating Committee, I have been in almost 
daily contact with them excepting when I was beyond the 
boundaries of the United States and I personally know of the 
many problems and difficulties with which they have had to 
contend and of their unselfish devotion to our cause. At this 
point I wish to express the deep appreciation of (he medical 
profession and my personal appreciation to Clem Whitaker and 
Leone Baxter for their outstanding work in behalf of freedom 
in medical practice. 

On motion of Dr. Walter E. Vest, West Virginia, seconded 
by several delegates and carried, the members of the House 
arose and applauded the President’s remarks regarding Whitaker 
and Baxter. 


Presentation of President-Elect John W. Cline 
and Vice President R. B. Robins 
The speaker presented to the House the President-Elect, Dr. 
John W. Cline, and the Vice President, Dr. R. B. Robins. 


Report of Board of Trustees 

Dr. Louis H. Bauer, Chairman, presented the following re¬ 
port, which was referred to reference committees as follows: 

To the Reference Committee on Reports of Board of Trustees 
and Secretary: Exemptions from Membership Dues; Twelve 
Point Program; Public Relations Department Expansion; 
Student American Medical Association; Appointment to 
Membership on Council on Scientific Assembly; Resolution on 
Absentee Ballot Adopted at Cleveland Session, and Treasurer’s 
and Auditor’s Report. 

To the Reference Committee on Medical Education and 
Hospitals: Hospital Standardization and Aid to Medical Schools 
for Construction Only. 

To the Reference Committee on Insurance and Medical 
Service: Inter-Association Committee on Health: 

To the Members of the House of Delegates of the American 
Medical Association: 


knowing report or me Board or Trustees is respectful! 
submitted: 

Financial Statement 

The official reports of the Treasurer and of the Association’ 
auditors are appended as a part of this report. 

X , I .? 50 , W ; 1S lhe fir sl year in which members of the America 
Medical Association were called on to pay membership due: 
An d 1950 $2 > 655 ’ 785 -°0 in dues had been collectec 

a T Unt 0f Sl83 ’ 617 ' 50 was collected betwee 
Dec. 31, 19oO and March 31, 1951. 

tofct;l! S .pf CtCd 1950 ’ 52,346,955.58. ->vas allocate 

to the National Education Campaign. This, with the unexpende 
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balance of $676,145.45 reserved at Dec. 31, 1949 and $70,284.50 
of 1949 assessments paid in 1950 covered the cost of the Edu¬ 
cation Campaign. The campaign cost $3,093,385.53, which in¬ 
cluded $500,000.00 used for the establishment of the American 
Medical Education Foundation. The remainder of dues collected 
in the amount of $308,829.42 was transferred to ordinary income 
of the Association. This and other 1950 income are listed below: 
Membership dues for 1950, less $2,346,955.58 allocated to 


Nationat Education Campaign.$ 308,829.42 

Fellowship dues. 70,319.00 

Income from Investments. 169,520.81 

Miscellaneous receipts and other income. 40,312.10 


S 588,981.33 

Periodical subscriptions . 2,315,212.39 

Periodical advertising . 2,599,306.74 


$5,503,500:46 


Periodical publication costs and expenses were: Salaries and 
wages, $1,225,427.99; paper and ink, $674,848.83; illustrations, 
$79,245.45; contract printing, $127,069.7 1; postage and cartage, 
$193,102.11; editorial, excluding wages, $132,446.75; adver¬ 
tising sales and service, excluding wages, $95,946.92; circula¬ 
tion, excluding wages, $364,429.63; other costs including allo¬ 
cation of building and plant maintenance, depreciation, taxes 
and employee welfare, $282,301.47; total, $3,174,818.86. 

The publication of the Eighteenth Edition of the American 
Medical Directory in 1950, covering a long compilation period, 
resulted in a loss of $43,161.86. 

The Quarterly Cumulative Index Medicus was published at a 
loss of $ 71,877.65 after provision for the fulfillment of orders 
of unpublished volumes. Books, pamphlets and authors’ reprints 
were sold at a loss of $57,104.59. 

The net cost of conducting the Annual and Clinical Sessions 
was $72,214.47. 

These items and the operation expense of Councils, Bureaus 
and related activities of the Association in the amount of 
$1,838,381.85, employees past service annuities and retirements 
$135,546.80, cash discounts $36,104.66, depreciation and taxes 
unallocated $32,160.65, legal and sundry $14,328.62, together 
aggregating $5,475,700.01, are a deduction from income. The 
net income in excess of expenses for the year 1950 is $27,800.45. 

There was an increase in periodical publication advertising 
income in 1950 over 1949 of $167,469.11 and an increase in 
subscription income of $34,702.21. 

Additions to investments for building improvements amounted 
to $52,061.98. There was also expended $59,545.67 for ma¬ 
chinery, printing equipment, office furniture and laboratory 
equipment. 

During the year the Association purchased common stocks 
for investment at a cost of $424,071.99. A modest increase in 
value is not reflected in the portfolio total, since cost prices are 
used as the basis for the evaluation of all securities in the annual 
statements. The Association owned securities on Dec. 31, 1950 
valued at cost in the amount of $6,240,251.61. Of this amount 
$1,490,103.13 is held in the American Medical Research Fund 
and $500,000.00 in the recently established Fund of the 
American Medical Education Foundation. The remainder of 
$4,250,148.48 represents investments of the 


General Fund.5 700,148,48 

Depreciation Reserve Fund. 1,375,000.00 

Association Reserve Fund. 350,000.00 

Retirement Reserve Fund. 675,000.00 

Building Reserve Fund. 450,000.00 

Equipment Modernization Reserve Fund. 700,000.00 


Exemptions from Membership Dues 
The Board of Trustees has established the following ex¬ 
emptions from the payment of American Medical Association 
membership dues: 

(1) Members who have retired from the practice of medicine, 
provided they are also excused from the payment of dues, in 
full or in part,' by their component societies and constituent as- 
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sociations. (This will necessitate an amendment to the By-Laws 
Chapter II, Section 3, and has been brought to the attention 
of the Committee on Constitution and By-Laws.) 

(2) Members over 70 years of age, regardless of whether or 
not they are in practice and regardless of local dues exemption 

(3) Members for whom the payment of dues constitutes a 
financial hardship and who are also excused from the payment, 
in full or in part, of component and constituent society dues 
for the same reason. In each case, notification of exemption 
for financial hardship should be made to the American Medical 
Association by the secretary of the county and state medical 
society. 

(4) Interns and residents not more than five years after 
graduation from medical school, except that time spent in mili¬ 
tary service may be excluded in calculating the five year limit. 

(5) Members who enter military service prior to July 1 of 
any year are exempted from one half of the year’s dues and sub¬ 
sequently daring service from full dues. 

Hospital Standardization 

In its report to the House of Delegates at the Cleveland Ses¬ 
sion the Board of Trustees stated that a joint committee of the 
American Medical Association, the American College of Sur¬ 
geons, the American College of Physicians and the American 
Hospital Association had been appointed, after numerous con¬ 
ferences of representatives of the four organizations, to draft! 
basic plan for a cooperative program in the field of hospital 
standardization. This group, which is now called the Joint Com¬ 
mission on Accreditation of Hospitals, has prepared the follow¬ 
ing report, which is referred to the House of Delegates with the 
approval of the Board of Trustees: 


JOINT COMMISSION ON ACCREDITATION OF HOSPITALS 


The American College of Surgeons for more than twenty-five 
years has administered a successful hospital standardization or 
accreditation program, developing standards, inspecting hospitals 
and approving those hospitals which met minimum standards. 
Because of the expanding scope and requirements of this pro¬ 
gram during the intervening years, its financing has become more 
and more demanding. 

In the fall of 1950 the American College of Surgeons invited 
representatives of the American College of Physicians, American 
Hospital Association and American Medical Association to meet 
with representatives of the American College of Surgeons to 
discuss the establishment of a joint hospital accreditation pro¬ 
gram. After frequent meetings over a period of six months, the 
details of a plan for such a joint program were adopted unani¬ 
mously by this conference committee. Representatives of each of 
the four organizations were designated as a subcommittee of four 
to prepare this statement for publication. There follows an out¬ 
line on the basic pattern of the proposal for a joint hospital 
accreditation program as worked out by the large committee and 
recommended to the four organizations. 

The proposal provides for the establishment of a Joint Com¬ 
mission on Accreditation of Hospitals. Members of the Com¬ 
mission will be constituent organizations, each of which wilt K 
represented by appointees of its choice. Basically the Commission 
will be composed of three representatives of the American Col¬ 
lege of Physicians; three representatives of the American College 
of Surgeons; six representatives of the American Hospital Associ¬ 
ation, and six representatives of the American Medical Associa¬ 


te exact composition of the Commission, however, will - 
id on the acceptance of an invitation to participate to be 
ded to the Canadian Medical Association. Since bothColleS 
1 the American Hospital Association number Canadian.mem 
-s in their organization, it was the consensus of the conler 
the interim committee that Canadian interests m thcse fi ds 
uld be represented by their parent organizations, bul -that i 
dical profession in Canada as a whole might desire repres 
a similar to that proposed for tte 
i. If the invitation to participate is accepted by ^e Can 
die a! Association, the apportionment of commissioners a 
constituent organizations will be adjusted to p 
resentation. 
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The Joint Commission on Accreditation of Hospitals'vili for- 
mulate standards, determine the type and scope of inspections, 
allocate hospitals for inspection to the several participating 
orSatS maintain records and award all certificates of 
accreditation It will be the sole and final authority on these 
matters. The Commission will employ a small staff to be directed 
by a physician, preferably one experienced in hospital admimstra- 

t,0 Except in unusual or controversial cases, the staff of the Com¬ 
mission will make no inspections. Inspections will ordinarily be 
made by the field staffs of constituent organizations and may be 
combined with other inspections made by these organizations for 
other purposes, such as approval for intern and resident training. 

All inspections for the purposes of hospital accreditation under 
this program will be made and reported in a uniform manner to 
be determined by the Commission, and such reports of inspec¬ 
tion will be evaluated by the staff of the Commission and acted 
on by the Commission itself. There will be no interference with 
other types of inspections made by the constituent organizations. 

The budget of the Commission will be met by the constituent 
organizations in the same proportion as their representation on 
the Commission. The initial annual budget has been estimated 
at approximately $70,000. Additional expenses will be borne by 
the constituent organizations for financing field staff work and 
other activities incidental to the maintenance of necessary inspec¬ 
tion records required for the conduct of special approval pro¬ 
grams conducted by constituent organizations. 

The Regents of the American College of Physicians and the 
American College of Surgeons have approved the proposal for 
the establishment and financing of the Joint Commission on 
Accreditation of Hospitals. Similar consideration of the proposal 
will be given by the American Hospital Association at its annual 
meeting in September 1951. 


Inter-Association Committee on Health 
The Inter-Association Committee on Health, consisting of 
representatives of the American Dental Association, the Ameri¬ 
can Hospital Association, the American Medical Association, 
the American Nurses’ Association, the American Public Health 
Association and the American Public Welfare Association, has 
approved three statements which are herewith submitted to the 
House of Delegates for its consideration: 


STATEMENT ON MATERNAL AND CHILD HEALTH 


The coming of a baby, its nurturing and protection during 
the early formative years, is the center of any program of health 
and medical care. From this natural, normal functioning of the 
body and the mind stems the prevention of disease and the 
treatment of disease among people of all ages. 

In the past few years of public debate about health and 
medical care programs, in which many groups have presented 
their opinions, a number of points of agreement about the care 
of mothers and children have come to light. Among them are 
the following: 

I. Every mother and child should have equal opportunity for 
the best care known to medical and related sciences for the 
promotion of health, the prevention of disease and the treat¬ 
ment of disease. 


II. Modern diagnostic and treatment facilities should be 
available to every physician who cares for mothers and children 
HI. Many communities, because of geographic location oi 
low income, do not have adequate facilities for the care o' 
mothers and children or for the continuing education of doctor; 
and other professional workers. It will be necessary to create ar 
awareness of this need for adequate facilities and competen 
professional workers among the people in local communities anc 
states. From this awareness will spring a desire among citizen; 
and professional workers alike to weave a regional network o 
services and facilities through which adequate maternal ant 
c ild care can be provided. Within this regional organization 
specialized skills can then be brought to the local communit; 
as needed; resources for diagnosis, treatment and education o' 
patients can be organized within the communities, or patient: 
may be sent to regional centers for these specified skills. Thi; 
regional organization would require the integration of local com 
munity ospitals, clinics, health centers and laboratories, wit! 


regional university hospitals, clinics and teaching centers. All 
of the professional skills of the region—of physicians, dentists, 
nutritionists, nurses, technicians, health officers, educators, etc.— 
would be mobilized for the care of the mothers and children 
who live there. To make this plan operate, an efficient system 
of transportation is highly essential. 

IV. Every effort should be put forth to acquaint parents in 
these communities and states with the facilities which now exist, 
so that they may secure as many of these services as possible 
for themselves. 

V. Federal grants-in-aid should be distributed according to 
the needs of the state, keeping in mind that the states with lower 
average incomes have higher ratios of children to adults and 
require larger proportional grants. When federal grants are used 
for health services for mothers and children in a state, the citi¬ 
zens and professional groups, through local, regional and state 
planning councils, should have studied the need and worked out a 
long range “blueprint” for meeting it. The extent to which such 
a long range "blueprint” can be put into practice at the outset 
will depend on the availability of professional workers with ex¬ 
perience and competence and on the money available at the 
time. These factors should provide the basis in any state or com¬ 
munity for determining what care shall be provided and for 
whom. These factors should also provide the basis for estimates 
by each state and community as to the extent of need for in¬ 
creased funds and additional trained personnel to carry into 
practice the successive steps of the long range “blueprint.” The 
long range aim of every local, regional or state plan should be 
to assure that eventually the full scope of health and medical 
care will be available to all mothers and children, starting with 
the improvement of existing facilities, adding services step by 
step within a code of basic standards to be agreed on by experts 
representing all branches of health and medical care. 

VI. Health services for mothers and children provided under 
public auspices should be centered in one health agency. Good 
care can result only from a continuity of service in health and 
disease, in home, in school, in health center, in hospital. 

VII. There is need for well-supported and continuing activity 
in the federal government of a multifunctional agency drawing 
from the fields of health, education, labor and public welfare 
for the purpose of investigating and reporting on all matters 
relating to children and child life. It should cooperate with public 
and private health and welfare agencies in promoting the well 
being of the nation's children. 


First Steps for Action 


Proposed legislation before Congress is to be considered in 
the light of these points of agreement, plus whatever points might 
be added from time to time. If proposed legislation is introduced 
piecemeal, each bill is to be considered as part of a pattern and 
should fit into other legislation without need for major revision 
later. 

In the present state of agreement, the following first steps 
are ready for support and action: 

1. To establish in every full-time local health unit an or¬ 
ganized program of maternal and child health staffed by com¬ 
petent professional workers. 


2. To increase governmental appropriations where necessary 
for existing types of maternal, child health and crippled children 
services in the states. The purpose of these appropriations should 
be to upgrade existing maternal and child health and crippled 
children services with emphasis on encouraging various types 
of research and demonstration for bringing the best care to an 
increasing number of mothers and children. 


j. lo extend research in child life by making available ade¬ 
quate funds to the Children's Bureau to strengthen and broaden 
Us work as a center of information related to child life, and 
to assist in financing specific study in the field by universities, 
schools, child research centers, agencies and individuals. 

Out of the $625,000,000 spent for research by the federal 
government in 1947, probably less than $1,000,000 was spent 
for research m child life. There is great need for more knowl¬ 
edge about how normal children grow and develop in body and 
min an t e relation of the emotions to this process. The im¬ 
pact of conditions in the family, such as relations between par- 
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ents and children; of attitudes of the physician and nurse as they 
provide medical and health care toward their child patients; 
the effect of customs and attitudes on the mind and health of 
the child as he grows—these and many other factors of similar 
nature are not fully understood and their relation to health is 
unmeasured. The causes and care of a number of diseases of 
children are still in need of much research in which the com¬ 
bined efforts of voluntary agencies, universities, other research 
centers and the local, state and federal governments are urgently 
needed to bring about a speedy solution. 

Research is also needed in the various forms of organization 
for providing health and medical care in communities, states 
and the nation. The effectiveness of health education on the 
health habits of mothers and children is still largely untested. 

4. To make possible the continued education of private prac¬ 
ticing physicians, public health workers, nurses, dentists and 
other professional workers. 

Mothers and children can receive adequate health and medi¬ 
cal care only as more competent and experienced professional 
workers are available in private practice, in hospitals and clinics, 
schools and laboratories and in the various government services. 
Additional governmental and other financial support is needed 
for: fellowships and scholarships granted to professional work¬ 
ers; development of training courses and institutes for the con¬ 
tinuous education of professional workers on the job using 
regional specialists wherever possible. 

STATEMENT OF PRINCIPLES FOR THE IMPROVEMENT AND 
BETTER DISTRIBUTION OF NURSING SERVICES 

The achievement of the following objectives is essential for 
the improvement in quantity, quality and distribution of nursing 
personnel in this country. 

I. Expansion, improvement and financial support of nursing 
education in order (a) to attract greater numbers of qualified 
candidates, and (b) to prepare those nurses presently practicing 
as well as student nurses to meet rapidly changing medical and 
social demands. 

II. Licensure of all who practice as graduate, trained, regis¬ 
tered, practical or “licensed practical nurses” in order that safe 
nursing care will be assured to the public. (No attempt will be 
made to require licensure of various auxiliary workers, such 
as nursing aides.) 

III. Promotion of such economic and other conditions of 
employment as will attract and retain an adequate number of 
competent nursing personnel. 

IV. Research in nursing service practice is fundamental in 
determining the functions of various categories of nurses so 
that nursing resources can be utilized more effectively. 

V. Intensive recruitment both national and local of students 
for schools of nursing. 

VI. Development of sound training programs for auxiliary 
personnel. 

STATEMENT ON LOCAL HEALTH UNITS FOR THE NATION 

The principle of national health protection through tax-sup¬ 
ported public health services within the jurisdiction of units 
of local civil government is approved. 

The basic functions of such units or combination thereof, are 
at least the following six: Vital Statistics; Communicable Disease 
Control; Environmental Sanitation; Public Health Laboratory 
Service; Maternity, Infant and Child Hygiene, including chil¬ 
dren of school age; Public Health Education. 

Additional functions are now included in some communities 
and a well rounded program will add still others. Among these 
are the prevention of chronic disease, dental health, mental 
health, occupational health, accident prevention, provision of 
hospital and medical care for selected groups for which there 
is acknowledged community responsibility. 

Action Steps 

I. Each professional organization interested in the field of 
health can with advantage concentrate its first efforts towards the 
formulation within each state of a well considered overall plan 
for the location, organization, staffing and tax support of local 
health units. It is estimated that 1,200 units will be sufficient for 
the nation. 
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II. The second and quite as pressing obligation is to promotr- 

public understanding of the best methods for improving the 
health of the people to the end that popular support of such 
achievement will become effective through the voluntary organi¬ 
zations, the members of the health profession and the officers 
and personnel of local government. .. 

III. A third opportunity is the setting of high merit standards 
for public servants from among the professions and technologies 
involved with a view to encouraging the recruitment of com¬ 
petent personnel and the payment of salaries that will attract 
men and women of high quality. 

IV. It is important for the success of many efforts toward 
the improvement of public health that the weight of all inter¬ 
ested organizations be placed behind the movement to secure 
complete coverage of the nation with modern public health 
service. 

Twelve Point Program 

The special committee of the Board of Trustees to study the 
Twelve Point Program, which was appointed in compliance 
with a recommendation of the Reference Committee on Legis¬ 
lation and Public Relations at the San Francisco Session in 1950, 
has had several meetings and has given the program a great 
deal of serious consideration. A report is being prepared for sub¬ 
mission to the House of Delegates. 


Public Relations Department Expansion 
As was reported to the House of Delegates at the Cleveland 
Session in December 1950, a committee consisting of Dr. Gunnat 
Gundersen, Chairman, Dr. Edwin S. Hamilton and Dr. B. R. 
Kirklin has been studying the public relations facilities and pro¬ 
gram of the Association. The committee has made recommenda¬ 
tions to the Board of Trustees, which have been carried out, so 
far, as follows; 


Mr. Lawrence Rember, heretofore Director of the Depart¬ 
ment, is now Field Director and spends a great deal of his time 
on the road bringing the Association’s message to the “grass 
roots” in all parts of the country, advising local and state medical 
societies as to ways and means for expanding and improving 
their activities in public relations and gaining information of 
value to the headquarters offices. 

Mr. Leo Brown, who came to the American Medical Associa¬ 
tion in December 1950 from his position as Public Relations 
Director for the Medical Society of the State of Pennsylvania to 
serve as Executive Secretary of the Student American Medical 
Association, has been placed in charge of the Public Relations 
Department as Director. 

A forward step in the over-all set-up is the appointment about 
a month ago of an Advisory Committee to the Director of the 
Public Relations Department, composed of executive secretaries 
or public relations directors of constituent state medical associa¬ 
tions. The members of this advisory committee are: 


Mr. Charles S. Nelson, Executive Secretary, Ohio State Medical 
Association. 

Mr. Ray E. Smith, Executive Secretary, Indiana State Medical 
Association. 

Mr. Hugh W. Brenneman, Public Relations Counsel, Michigan State 
Medical Society. . 

Mr. Harvey T. Sethman, Executive Secretary, Colorado State Media 

Mr/john Hunton, Executive Secretary, California Medical Association. 
Mr. Richard H. Graham, Executive Secretary, Oklahoma State Medic 

Association. . , _ , ., . 

Mr. Charles H. Croivnhart, Secretary, State Medical Society of W» 

°m”’ Frederick W. Micbach, Director, Public Relations Bureau, Medical 
lociety of the State of New York. 

The Advisory Committee will hold its first meeting during 

he Annual Session in Atlantic City. comnre- 

Another forward step looking to a more efficient and comp 
umsWe department is the appointment of an Intradepar men a 
S RelaS Committee for the purpose of coordmatmg all 
mblic relations activities of the headquarters staff. 

Ieport OF Reference Committee on Reports of Board of 
Trustees and Secretary 

Dr E V. Allen, Chairman, presented the following repor, 
ritich was adopted section by section and as a whole. 
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,, has reviewed those portions of the Report 

CTTrZtlt: referred to it, and has taken the 

followngaction: Membership Dues; Y our committee 

approvesThe action of the Board of Trustees tn regard to this 

m 2 te public Relations Department Expansion: Your committee 
approves the action of the Board of Trustees tn regard to this 

““^Student American Medical Association: Your committee 
am>roves the acceptance of this portion of the report. Your 
committee notes with approval the attendance in this House 
TdSJs of Mr. Warren Mullen of the University of 
Michigan and Mr. Harry Sandberg of the University of Illtnois 
Your committee also commends the activities of the Student 
American Medical Association, and expresses the hope that it 
will continue to grow in scope of activity and in number of 

^d'Xpointment to Membership on Council on Scientific 
Assembly: Your committee approves the action of the Board 
of Trustees in regard to this matter. 

5. Resolution on Absentee Ballot Adopted at Cleveland 
Session: Your committee approves acceptance of this portion 
of the report. 

6. Treasurer’s Report and Auditor’s Report: Your committee 
approves the acceptance of this portion of the report. 


Report of Reference Committee on Medical Education 
and Hospitals 

Dr. William Bates, Chairman, presented the following report, 
which was duly adopted after discussion and as amended by 
the following statement of Dr. E. Vincent Askey, California, 
concerning the portion on Hospital Standardization: 

At all times the Board of Trustees or the representatives of 
the American Medical Association be instructed, in any agree¬ 
ment they make to be bound and to follow the principles as 
elucidated by this House of Delegates. 

Aid to Medical Schools for Construction Only: Your Refer¬ 
ence Committee on Medical Education and Hospitals wishes to 
report on that portion of the Report of the Board of Trustees 
referring to “Aid to Medical Schools for Construction Only.” 

The committee took the liberty of rephrasing this statement 
of policy for the sake of clarity and suggests the following 
statement: 

The policy of the American Medical Association shall be the 
endorsement of the principle of a one-time federal grant-in-aid 
on a matching basis, based on the Hill-Burton Act formula and 
administrative machinery, for construction, equipment and 
renovation of the physical plants of medical schools. No part 
of the funds shall be used in any manner for operational ex¬ 
penses or salaries. 

Hospital Standardization: Your Reference Committee on 
Medical Education and Hospitals wishes to report on that por¬ 
tion of the Report of the Board of Trustees referring to Hospital 
Standardization; the resolution presented by Dr. C. A. Nafe for 
the Indiana delegates, entitled "Appointments to the Commis¬ 
sion on Accreditation of Hospitals”; the resolution from the 
Nebraska State Medical Association recommending that "Con¬ 
trol of Professional Standards in Hospitals be Vested in the 
American Medical Association”; the resolution presented by 
Dr. George Earl for the Minnesota delegates on "Hospital 
Standardization Program” recommending that the American 
Medical Association singly or in combination with the Ameri¬ 
can College of Surgeons continue to maintain the Hospital 
Standardization program in its traditional form, and the resolu¬ 
tion presented by Dr. Ralph A. Johnson for the Michigan 
delegation, entitled “Hospital Standardization” recommending 
that the American Medical Association extend inspection service 
lo include ihe inspection of all portions of hospital care and 
looking to the standardization of hospitals inviting the coopera¬ 
tion of any other national organizations which have an interest 
in this problem. In addition, your committee had the Supple¬ 
mentary Report of the Board of Trustees signifying that that 
body has received an invitation from the American Hospital 
Association lor a conference between officials of that Associa- 
lion with the Board of Trustees of the American Medical 


Association for a preliminary discussion of hospital-physician 
relationships. They have voted that arrangements be made to 
hold this meeting in the near future. 

During an extended hearing, your committee listened to 
many views ranging from support of the Board of Trustees 
report, to limiting the organizations on the accrediting body to 
3, 2 and even one; suggestions that the accrediting agency repre¬ 
sent any one medical organization just as long as two or more 
general practitioners were included in its personnel; or that the 
one organization be the American Medical Association, and 
that only professional medical organizations be represented on 
the Commission. 

It was a difficult problem and your committee thinks every¬ 
one is cognizant of the work of and are grateful to our Board 
of Trustees for the emergency handling of a delicate problem 
in an efficient manner. 

In spite of the various views expressed, many showing fear 
or suspicion of one or another group, both within and without 
the profession, and after listening to the details of background 
and methods of arriving at the Board’s present report, your 
committee sympathizes with those groups who would like to 
bring this problem more nearly or even completely under con¬ 
trol of our own organization. 

Your committee wishes to make it clear that it has learned 
that the other proposed cooperating organizations each will 
contribute a proportionate financial support, in spite of the 
willingness of our Board to assume the whole financial burden. 
Therefore, we realize that financial aspects cannot accomplish 
a complete solution. 

It appears to us that failure on our part to share in some 
proportion the over-all great responsibility of the proposed 
agency at this time may bring discredit, possible suspicion and 
perhaps other complicating difficulties to our organization. 

Your committee believes that the negotiating committee of 
the Board of Trustees has performed a splendid service in gain¬ 
ing an increase in voting power for Doctors of Medicine on 
the Commission gradually from the original ratio of three out 
of twenty-four, to twelve of eighteen, and for the American 
Medical Association to six of eighteen. A large number of 
members in their discussion before your reference committee 
expressed a desire for an even greater proportion in the voting 
power of the American Medical Association on the Commis¬ 
sion. Your committee has learned nothing that either the negoti¬ 
ating committee or the Board of Trustees themselves did not 
wish the same. Indeed, we believe there is a possibility that 
they did desire it, as shown by the increasing augmentation in 
this respect from the original proposal to the present one. 
Therefore, we believe that this House of Delegates should fur¬ 
ther support the Board of Trustees by recommending that they 
rearrange slightly the voting power in the Commission to: 
Three representatives of the American College of Surgeons; 
three representatives of the American College of Physicians; 
four representatives of the American Hospital Association, and 
eight representatives of the American Medical Association. 

By such an arrangement, an evolutionary process, together 
with our belief in the astuteness and continued diligence of the 
Board of Trustees, your committee believes we can assure those 
with opposing resolutions and testimony that the best interests 
of all divisions of the medical profession will be amply pro¬ 
tected. 


Your committee wishes to call to the attention of the Board 
of Trustees the desirability of expressions repeatedly made in 
discussions before them, that general practitioners be repre¬ 
sented on the voting body for the American Medical Association 
and that an advisory committee be formed consisting of repre¬ 
sentatives from all scientific sections of the American Medical 
Association. To implement these, your committee recommends 
that the House of Delegates request that the Board of Trustees 
should institute these suggestions, and that they make it permis¬ 
sible for members of the advisory committee to observe the 
e i erations of the Accreditation Commission, a provision 
which would allow present consultants from all medical fields 
when problems concerning them arise. 

This committee wishes to call to the attention of the Board 
of Trustees the desirability of statements which were also so 
requent y expressed, that inspections, discussions and accredi¬ 
tation of hospitals by the Commission from the point of view 
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of the medical professional aspects of hospital care be carried 
out only by the medical representatives on the Commission, and 
that they convey this philosophy to those representatives after 
the Commission has been formed to be implemented when and 
as soon as it could be possible to do so. 

It is anticipated that the Board of Trustees and later, the 
American Medical Association representatives on the Commis¬ 
sion, will inform the House of Delegates, through the report of 
the Board of Trustees during meetings of the House of Dele¬ 
gates, of the progress toward implementation of these evolution¬ 
ary recommendations. 

Report of Reference Committee on Insurance and 
Medical Service 

Dr. William R. Brooksher, Chairman, presented the following 
report which was adopted: 

That portion of the report of the Board of Trustees en¬ 
titled “Inter-Association Committee on Health” was considered 
by your committee. Your committee does not now recommend 
adoption of the statements but does recommend a continuation 
of the activities of this committee in cooperation with the other 
organizations comprising the Inter-Association Committee on 
Health. 

SUPPLEMENTARY REPORT OF BOARD OF TRUSTEES 

Dr. Louis H. Bauer, Chairman, presented the following sup¬ 
plementary report of the Board of Trustees: 

1. Contributions to Medical Schools: The Board of Trustees 
wishes to reiterate that any physician who desires to earmark 
his contribution to the American Medical Education Founda¬ 
tion for a specific medical school may do so and that the medical 
school will be so informed when the funds are turned over to it. 

2. Meeting with American Hospital Association: An invita¬ 
tion has been received from the American Hospital Association 
for a conference between the officials of that Association with 
the Board of Trustees of the American Medical Association for 
a preliminary discussion of hospital-physician relationships. The 
Board of Trustees voted that arrangements be made to hold this 
meeting in the near future. 

3. Committee on Nervous and Mental Diseases: Cognizance 
was taken of the fact that the American Medical Association 
has no committee on mental health. The Board of Trustees, 
therefore, authorized the appointment of a Committee on 
Nervous and Mental Diseases. 

4. Advisory Committee on Internships: The Board of Trus¬ 
tees, believing that it should undertake at this time an intensive 
study of the problem of the discrepancy between the number of 
internships offered and the number or available candidates and 
the question of the possible alteration or abolishment of the 
internship, approved the appointment of an advisory committee 
to the Council on Medical Education and Hospitals, to be 
composed of leaders in the field of education, practice and 
hospital administration, and has appropriated sufficient funds 
to permit the committee to function. 

5. Resolutions on National Broadcasting Company: 

Whereas, The National Broadcasting Company is celebrating in 1951 
the twenty-fifth anniversary of its service to the American people; and 

Whereas, The National Broadcasting Company has rendered outstanding 
educational services to the American people through its broadcasting of 
public events, music, literature, forums and other educational features; 
and 

Whereas, Health education has been among the principal interests of 
the National Broadcasting Company manifested through its cooperation 
with the American Medical Association from 1933 until the current year 
1951 through seventeen annual series of pioneer broadcasts demonstrating 
the application of the dramatic technique by radio to the advancement of 
health education and by other broadcasts; and 

Whereas, These broadcasts have constituted an outstanding service to 
the American people and have represented a high degree of cooperation 
with the medical profession in the pursuit of common objectives; therefore 
be it 

Resolved, That the American Medical Association, by action of its 
House of Delegates assembled at Atlantic City, June 11, 1951, does 
hereby offer to the National Broadcasting Company its congratulations on 
the completion of a quarter century of outstanding public service; and be 
it further 

Resolved, That the American Medical Association extends to the 
National Broadcasting Company its sincere expression of appreciation 
for cordial cooperation and effective teamwork in health education by 
radio. 


J.A.M.A., June 30, 1951 

6. Resolution on Income Tax Exemption: This resolution 
introduced by Dr. J. Wallace Hurff of New Jersey, amended 
by the Reference Committee on Legislation and Public Reh. 
tions and adopted by the House of Delegates in June 1950 was 
referred to the Committee on Legislation. 

The Committee gave consideration to it and reported that 
the present holding, with respect to the deductibility of the 
expenses under consideration is based on a ruling of the Office 
of the Commissioner of Internal Revenue, which is as follows- 
“Expenses incurred by doctors in taking postgraduate courses 
are deemed to be in the nature of personal expenses and nnt 
deductible.” 

Efforts have been made since 1925 to have this ruling re¬ 
versed but have not been successful. The Committee on Legis¬ 
lation recommended that if and when it is considered timely 
and desirable to prosecute this matter further there are available 
at least three methods of approach. First, an effort could be 
renewed to induce the Office of the Commissioner of Internal 
Revenue to reverse the 1921 ruling. Secondly, further efforts 
could be made to bring the issue before the United States Tax 
Court, with the assumption by the Association of all expenses 
incident to the appeal, and finally, if the two approaches sug¬ 
gested are without results, an attempt could be made to induce 
the Congress to amend the Internal Revenue Code specifically 
to authorize the deductibility of expenses incurred in pursuing 
postgraduate study. 

The Board of Trustees approved the report of the Commits 
on Legislation and directed that another effort be made toil- 
duce the Office of the Commissioner of Internal Revenue la 
reverse the 1921 ruling and, if that fails, to endeavor to bring 
the issue before the United States Tax Court. 

7. Report of Committee on the Twelve Point Program: On 
June 28, 1950, in San Francisco, the Reference Committee on 
Legislation and Public Relations of the House of Delegates in 
its report expressed the opinion that Jhe Twelve Point Program 
should be augmented and clarified. The Committee recom¬ 
mended that “The House of Delegates request the Board of 
Trustees to appoint a committee to study carefully the Twelve 
Point Program, with the idea of making changes which may be 
indicated.” The Committee further recommended that “this be 
a continuing committee which will advise the Association from 
time to time concerning appropriate changes in policy which 
may be deemed advisable, by changing circumstances.” This 
report was adopted by the House of Delegates. In accordance 
with this directive, this Committee was appointed by the Board 
of Trustees and has been engaged in a diligent study of the 
Twelve Point Program and related questions of policy. Advice 
has been sought and received from many individuals and 
groups, including a number of departmental heads of the 
American Medical Association headquarters. Reports have been 
rendered the Board at its quarterly meetings in December, 
February and April. Full agreement has not been reached by 
the Board in reference to a number of questions of policy 
recommended in these reports and it is felt that such debata e 
matters should have further consideration before a final repo 
is rendered to the House of Delegates by the Board of Trustee*- 

It is further felt that the purposes of the committee shou 
be further defined. The implications of the directive from 
House of Delegates are that the Committee should not o y 
augment and clarify the Twelve Point Program but sMiuo 
recommend policies or changes in policies as would serv 
carry out the purposes expressed therein. We behevelha W 
intent should be clearly affirmed or denied by the Hou 

D wfare'satisfied that the Twelve Point Program, as originally 
formulated and as further elucidated, constituted a satis 
statement of our objectives. Certain of these objectives 
been accomplished in whole or in part. Others are now n 
troversy. Our fundamental policy is expressed in our Cons 
tion and our Principles of Medical Ethics Article 2 of our 

Constitution states that “the objects of our b et terment of 
promote the science and art of medicine and the betterm 
public health.” Any elaboration of this simple and compre 

sive statement would seem useless. . reouiring ac- 

There are, however, certain practical q^stions requ J ^ 
tion. Numerous bills are introduced into ^chsession 
Congress, affecting medicine m its several branches 
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medical welfare of the public at large. In testifying before 
the Committees of the Congress, it is not sufficient to quote our 
Twelve Point Program or Article 2 of our Constitution. 

It seems necessary, therefore, to formulate certain practical 
D0 ucies that will guide us in striving to accomplish our own 
objectives as expressed in our Twelve Point Program, and in 
supporting or opposing proposed legislation bearing on medi- 

C "we feel that such a statement should define the components 
of good medicine and enumerate the safeguards and restrictions 
that should be included in any bill before the Congress that 
may affect the medical welfare of the American people. We 
therefore recommend to the Board of Trustees that it request 
the House of Delegates to define the purposes of this committee, 
and that this committee or its successor be authorized to formu¬ 
late such a statement of policy to be presented to the Board 
of Trustees for its consideration and recommendation to the 
House of Delegates. 

8. Proposed Amendment to By-Laws: The Board of Trustees 
recommends the following amendment to Chapter X, Section 4, 
fourth paragraph under "(B) Membership” to read: 

"The Council on Medical Service shall include nine Member 
or Service Fellows, each of whom shall serve for a term of three 
years so arranged that at each annual session the terms of three 
members expire. In addition, the immediate Past President of 
the Association shall serve as a member of the Council. At each 
annual session the Board of Trustees shall present to the House 
of Delegates three nominations for each vacancy in the Council, 
and the House of Delegates shall elect from such list. In 1951 
three members shall be elected for three years, one for two 
years and one for one year. The chairman shall he selected by 
the Council from its elected members.” 

9. Informative Report on Advisory Committee of Outstand¬ 
ing Laymen: The Board of Trustees is very anxious to see the 
Association improve its relations with the general public. We 
feel that perhaps we do not come quite close enough to the 
general public and we also feel that the Association, we as a 
profession, should anticipate the needs of the public. Therefore, 
the Board voted this morning that it would appoint an advisory 
committee of outstanding laymen who will meet with the Board 
from time to time and give it advice on the reaction of the 
public to various propositions, and perhaps bring matters to our 
attention which we otherwise might not hear about soon 
enough. 

May I say that, in making up this committee, we have not 
settled on any definite number. There will be no politicians on 
the committee, but those who are selected will be men of such 
outstanding prominence that their very names will inspire public 
respect. We feel this in itself is going to help improve the public 
relations of the Association. We have in mind picking people 
from industry, both large and small, from the bar, from educa¬ 
tion and from the clergy, and possibly others. We have not yet 
determined the details of it hut we feel it is a very forward 
step in improving the relationship between the American Medi¬ 
cal Association and the general public. 


Retirement of Hattie A. Niehoff 
Before I sit down, I would like to say just one word which 
is not part of my official report. We have here on the platform 
this morning an individual who has served the American Medi¬ 
cal Association for thirty-seven years and she has been the 
chief clerk of this House of Delegates for I don’t know how 
many of those thirty-seven years, certainly long before I be- 
came officially connected with the American Medical Associa- 
tion. She is retiring in September so this is the last function at 
which you will see her officially, but I hope she will return 
unofficially and watch us trying to struggle along without her. 
... ', ffiatthe House should give a standing testimonial to 

i iss Hattie Niehoff for thirty-seven years of faithful, devoted, 
loyal service. 


\ S3y ,’ c * os ‘ n S> l *' at f wish every member of the Ame’ 
can Medical Association was as inspired with loyalty to o 
Association as she has been. 

, 1? lL rc ^ cnei ' 10 'he Reference Committee on Repoi 

of ° , ™i ,CCS ant * Secretary the supplementary repoi 

of the Board of Trustees on Contributions to Medical Schoo 
Resolutions on National Broadcasting Company and report 


Committee on Twelve Point Program; to the Reference Com¬ 
mittee on Medical Education and Hospitals the reports on 
meeting with American Hospital Association and Advisory 
Committee on Internships; to the Reference Committee on 
Miscellaneous Business the report on Committee on Nervous 
and Mental Diseases; to the Reference Committee on Legisla¬ 
tion and Public Relations the Resolution on Income Tax Ex¬ 
emption; to the Reference Committee on Amendments to the 
Constitution and By-Laws the Proposed Amendment to Chapter 
X, Section 4 "(B) Membership.” 

Report of Reference Committee on Reports 
of Board of Trustees and Secretary 

Dr. Edgar V. Allen, Chairman, presented the following re¬ 
port, which was duly adopted section by section and as a whole: 

1. Contributions to Medical Schools: Your committee agrees 
with the Board of Trustees that emphasis should be placed on 
the fact that physicians who desire to earmark their contribution 
to the American Medical Education Foundation for a special 
medical school may do so, and that the medical school should 
be so informed when the funds are allocated to it, and recom¬ 
mends that this privilege be publicized in The Journal of the 
American Medical Association and brought to the attention of 
the constituent state medical associations. Your committee notes 
with approval that the American Medical Association, through 
its Board of Trustees, absorbs the cost of allocation of such 
funds. 

2. Resolutions on National Broadcasting Company. Your 
committee concurs with the Board of Trustees that a congratu¬ 
latory resolution be sent to the National Broadcasting Company 
in commemoration of its 25th anniversary. 

3. Report of Committee on Twelve Point Program: Your 
committee has reviewed the report of the Board of Trustees on 
the Twelve Point Program as well as the supplementary report 
of the Board of Trustees on this same subject. It is the recom¬ 
mendation of your committee that the special committee which 
was constituted by the Board of Trustees to review and augment 
the Twelve Point Program as authorized by the House of Dele¬ 
gates at the 1950 Session in San Francisco be empowered to 
formulate a statement of policy that will guide the Association 
and its constituent societies in implementing the Twelve Point 
Program and in dealing with legislative proposals affecting the 
medical welfare of the American people. 

Report of Reference Committee on Medical 
Education and Hospitals 

Dr. William Bates, Chairman, presented the following re¬ 
port which was duly adopted section by section and as a whole: 

1. Meeting with American Hospital Association (See report 
. under action on Report of Board of Trustees). 

2. Advisory Committee on Internships: Your Reference Com¬ 
mittee on Medical Education and Hospitals wishes to report on 
that portion of the Supplementary Report of the Board of 
Trustees, referring to an Advisory Committee on Internships. 

Your committee commends this action of the Board of Trus¬ 
tees and appreciates its implementing appropriation for this 
much needed evaluation of a multi-faceted and important phase 
of medical education. 

Your committee further recommends ali possible speed com¬ 
patible with ability to reach sound conclusions and make definite 
recommendations. A report of the status of this investigation 
should be made to the next session of this House of Delegates 
in Los Angeles in December, 1951. 

As any constructive answers to the Illinois State Medical 
Society s Resolution on the More Equitable Distribution of 
Interns to Small Non-Teaching Hospitals, and the resolution 
from the Ohio State Medical Association concerning this same 
problem, are dependent on the investigation being instituted by 
the Board of Trustees, this committee commends those societies 
for their constructive thinking. It recommends serious consid¬ 
eration by the Advisory Committee of our recommendation for 
speed. The present cooperation between the Council on Medical 
Education and Hospitals and the official governing bodies of 

'"T the , vanous states > ^ well as the present vicious finan¬ 
cial bidding for intern services are dependent on an early solu¬ 
tion by this new investigating committee. 
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Report of Reference Committee on 
Miscellaneous Business 

Dr. Andrew A. Eggston, Chairman, presented the following 
report, which was duly adopted: 

Supplementary Report of Board of Trustees on Committee on 
Nervous and Mental Diseases: Your reference committee ap¬ 
proves of the action of the Board of Trustees in authorizing the 
appointment of a committee on nervous and mental diseases. 

Report of Reference Committee on Legislation 
and Public Relations 

Dr. L. G. Christian, Chairman, presented the following re¬ 
port, which was duly adopted: 

Resolution on Income Tax Exemption: Your committee ap¬ 
proves the report as written and suggests that effort be made 
to induce the Department of Internal Revenue to reverse the 
1921 ruling, which is: “Expenses incurred by doctors in taking 
postgraduate courses are deemed to be in the nature of persona! 
expenses and not deductible,” and report to the House of Dele¬ 
gates at its interim meeting in Los Angeles in December, 1951. 

Report of Reference Committee on Amendments 
to Constitution and By-Laws 

Dr. Robertson Ward, Chairman, presented the following re¬ 
port, which was duly adopted: 

Amendment Proposed to Chapter X, Section 4(B) Member¬ 
ship: A supplementary report of the Board of Trustees, intro¬ 
duced by Dr. L. H. Bauer, concerning a change in the com¬ 
position of the Council on Medical Service, was considered by 
your committee. After considerable discussion, in which the 
reasons for the suggested amendment were explained by the 
Board of Trustees, it is the recommendation of your committee 
that this resolution be not accepted, and that a substitute reso¬ 
lution be adopted. The substitution is as follows: 

Resolved, That a special committee of the House of Delegates be 
appointed by the Speaker to review the organizational structure of the 
standing committees of the House of Delegates, especially in their rela¬ 
tion to the Board of Trustees, and report to the House of Delegates at the 
next interim session in Los Angeles. 

Report of Secretary 

Dr. George F. Lull, Secretary, presented the following report 
which was referred to the Reference Committee on Reports of 
Board of Trustees and Secretary. 

To the Members of the House of Delegates: 

According to the instructions of the House of Delegates, the 
Secretary renders an annual report but once a year, and that 
report is rendered at the midwinter session, the Clinical Session. 

I have no supplemental report to render. However, I have some 
remarks to make about the dues. 

The dues are being paid in an extremely gratifying manner. 
We are going to have for the year 1950 well over 90% of the 
dues-paying members of the Association having paid their dues. 
We find, of course, that a great many people who have been 
carried as members are, in reality, not dues-paying members. 
Some of them are very old and are not engaged in the practice 
of medicine; others are interns and residents, honorary mem¬ 
bers in some places; and we have been unable to determine until 
the present, and it is not wholly determined at the present time, 
as to just who they are. We have carried them as members and 
when they did not pay the 1950 dues and we sent a letter, we 
received a reply saying, “I am 87 years of age and I do not 
practice.” 

We have some members who say they never were members 
of the Medical Association and they have not understood for 
years that they have belonged to the American Medical Asso¬ 
ciation because they have never had to pay any dues. They say 
they never joined. We are trying to make that clear to them. 

This is a slow process, this change-over in the collection of 
dues, and it will take a period of several years before we get 
it on any kind of even keel. The fact that we cannot send out 
Fellowship bills until membership dues are paid makes it com¬ 
plicated for some who are concerned about getting Fellowship 
cards. However, 1 want to report to the House that it is very 
gratifying the way the. membership dues are coming in. 


J.A.M.A., June 30, I 9 si 


Report of Coordinating Committee 
Dr. Elmer L. Henderson, Chairman, presented the followine 
report, which was referred to the Reference Committee on Mis- 
cellaneous Business: 


■ Mr. Speaker, Members of the House of Delegates: 

Earlier today, during the President’s address, you heard the 
announcement of the Coordinating Committee and the Board 
of Trustees,-that the National Education Campaign will be ter¬ 
minated at the end of 1951, on the recommendation of Whitaker 
and Baxter, the campaign managers. The remainder of this year 
will be a transition period during which the Public Relations 
Department of the American Medical Association should posi¬ 
tion itself to maintain the great gains made in public support 
during the campaign. Your Coordinating Committee, which has 
been charged with the general supervision of the National Edu¬ 
cation Campaign since its inception, feels therefore that this is 
an appropriate time to review briefly the progress of our work. 

As we taper off our campaign activities in this period of com¬ 
parative calm, the medical profession can look back with pride 
on its achievements during the past two and one-half years of 
fire and fury. We have come a long way in our battle against 
socialized medicine. We have struck some strong, positive blows 
in behalf of American ireedom and voluntary methods, and 
perhaps we have made a little history in the process. 

When we began our campaign in January, 1949, we stood with 
our backs to the legislative wall, and we stood there alone. But 
we had a strong case to present and a story to tell that was ol 
imperative importance to the health and welfare of the nation. 
We presented our case and told our story, not in the political 
back rooms and horse-trading centers of Washington, but im¬ 
mediately and directly to the American people. The response of 
the people has shown that organized medicine never has made 
a wiser decision in the realm of public policy, than to lake its 
case to the people. By the time of our annual session here in 
Atlantic City two years ago, more than 800 national, stale and 
local organizations had risen up in official protest against com¬ 
pulsory health insurance, and the dismayed advocates of social¬ 
ized medicine already were beginning to falter. We could 
scarcely believe that such broad support could be mobilized so 
quickly. 


But that was only the beginning. Since then, with medicine’s 
campaign reaching out to all the nation on a nonpartisan, grass 
roots basis, the socializers have continued to retreat, and the 
medical profession has won ever-growing public support. As of 
now, nearly 11,000 national, state and local organizations, after 
studying the pros and cons of the issue, are on public record 
with resolutions against compulsory health insurance or any 
other form of socialized medicine. Representing many millions 


’ members, and constituting the biggest nonpartisan cross sec- 
)n of opinion ever mobilized on a public issue of this kind, 
ose 11,000 organizations include women, farmers, veterans, 
rsinessmen, workers, professional people, educators, clergy- 
en. Democrats and Republicans, rich and poor. Out of their 
gorous, public protest against socialized medicine, has come- 
i ever-expanding public opposition to all forms of creeping 
cialism in this country, a growing realization that the forces 
statism threaten not just doctors but all Americans. 
Medicine’s crusade for freedom and for high medical stall - 
ds has served not only the medical profession, but the emir 
ation. It hbs rekindled a faith in fundamental Americanism, 
has bolstered the courage and spirit of other professions, 
isinesses and industries and of millions ofindividuals 
>uld like to preserve the American way of life. Our camp 
ve them a rallying point and a means of expression. I 
:tober, for example, when we conducted our intensive, nal 
de advertising program, we received outside support in 
bulous proportion that it wrote a new chapter in the nc 
vertising and public relations. 

We ourselves, using newspapers, magazines P 

ound one million dollars to state American medicine ^ 
n on the basic issue of freedom versus compulsion, vol 
ithods versus totalitarian methods But at Me of the 
m 65,000 companies, groups and 'nffividualS oute.de ^ 
idieal profession spent over two million dollarre ^1^* 
rtising space in which to voice their supp Dac kets and 

sition They spent that money, out of their own poc 
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of their own free will, to express their confidence in our pro¬ 
fession and to reaffirm their faith in the American way of doing 
things. The most heartening aspect of all was that the vast 
majority of those advertisers were small companies and indi¬ 
vidual merchants and businessmen located in the small towns 
of the nation. Their voice was not the voice of big business or 
big money. It was the voice of John Q. Public, the voice of Mr. 
and Mrs. Average American. The same voice was heard again 
last November in the polling places of the nation, after the votes 
were counted in the Congressional elections. And again the re¬ 
sults reflected public confidence in medicine’s campaign against 
state socialism. The people rejected nearly ninety per cent of 
the candidates who still were known to favor compulsory health 
insurance. They rejected a number of others who attempted to 
straddle or avoid the issue. In both the primary and general 
elections last year, the people also voiced a general protest 
against the extension of socialistic philosophies in this nation’s 
government. 

Meanwhile, in the positive phase of our National Education 
Campaign objectives, voluntary programs of all kinds have 
moved ahead with marked, accelerated progress in the fields of 
health insurance, medical care, medical education and related 
activities. Individual physicians and their medical societies in 
48 states and over 2,000 counties are engaged in the most con¬ 
structive, progressive and concentrated programs the nation ever 
has seen to solve the problems of medical care. 

Our long-range campaign goal, you will remember, was not 
just to beat a bill in Congress, but rather to solve existing prob¬ 
lems, meet the medical needs of the people and improve the 
public relations position of the American Medical Association 
and medicine generally. The major portion of the campaign 
funds have been spent for this constructive purpose. 

The country’s Voluntary Health Insurance Plans are continu¬ 
ing to gain public acceptance as the sensible, American way of 
taking the economic shock out of the cost of serious illness. 
At an extremely conservative estimate, at least 72 million Ameri¬ 
cans now have some form of coverage protecting them against 
hospital, surgical, or medical expenses. The voluntary plans are 
working toward an expected total enrolment of 90 million 
persons within the next two or three years. They not only are 
growing in size; they also are extending their benefits and improv¬ 
ing and simplifying their methods of enrolment on a sound, 
actuarial basis. 

We of the medical profession must continue to give maximum 
support to the further development of voluntary health insurance 
to the end that sound, low-cost, comprehensive protection will 
be available to every American, regardless of where he lives or 
works. 

Progress, the voluntary way, has not been limited to the field 
of health insurance. The state and county medical societies, with 
the cooperation of medical schools, public officials and the people 
in their areas, are demonstrating the value and effectiveness of 
local effort and cooperation in the field of public welfare. They 
are making notable progress in establishing programs to provide 
night and day emergency medical service, to settle the grievances 
and complaints of patients, to locate doctors and medical facil¬ 
ities in communities which need them, to set up informational 
services and to improve physician-patient relationships. 

In the course of our campaign—presenting the case against 
compulsory methods, aiding the progress of voluntary methods 
medicine’s story—we have distributed approximately 
100 million pamphlets, and other millions of leaflets, stickers, 
basic speeches, radio scripts, reprints, study and discussion kits, 
posters, cartoons, articles and other special materials. There is 
no question that the majority of the people have heard medicine's 
case and have reacted to the facts. Included in that massive dis¬ 
tribution have been almost 90,000 reproductions of the campaign 
theme piece, “The Doctor” picture, for display in physicians' 
waiting rooms, hospital lobbies and other appropriate places. 
More than hall of the physicians of the Nation are displaying 
the picture in their offices, at their own request. 

The team of active campaign workers distributing pamphlets, 
gnmg speeches, writing letters, talking to friends and fellow 
citizens and securing formal action from organized groups has 
eon made up of about 250,000 physicians, dentists, druggists, 
insurance men, doctors’ wives and other medical and nonmedical 
people who believe in our cause. 


As a result of that nationwide effort, we have won unmis¬ 
takable support from the majority of the people. They have 
expressed that support in many and varied ways, as individuals 
and as organized groups, through personal letters and official 
resolutions, by means of newspaper advertising and the ballot 
box, in public opinion surveys and in the rising enrolments of 
voluntary health insurance plans. 

An especially significant campaign development in recent 
months, since you last heard a report from the Coordinating 
Committee, has been the increasing evidence of labor support 
for medicine’s stand against compulsory health insurance. During 
the Cleveland Clinical Session last December, we heard the 
vigorous address of Mr. William L. Hutcheson, General Presi¬ 
dent of the United Brotherhood of Carpenters and Joiners of 
America and Vice President of the American Federation of 
Labor, in which he reported his union’s refusal to support the 
Truman Health Program, and in which he presented a blistering 
indictment of socialized medicine. This evening, here in Atlantic 
City, the House of Delegates will bear an address by another 
outstanding American labor leader, Mr. Dave Beck, Executive 
Vice President of the International Brotherhood of Teamsters. 
Mr. Beck will speak at the dinner meeting to be given by the 
Medical Society of New Jersey, and his address, like that of Mr. 
Hutcheson, will be broadcast nationwide. Your Coordinating 
Committee is confident that Mr. Beck’s address will be of great 
interest, not only to the medical profession but also to the rank 
and file of American labor and to the general public. The Com¬ 
mittee is in a position to predict that the coming months will 
bring still more concrete evidence of American labor’s distaste 
for compulsory health insurance. 

Another recent development, signifying medicine’s increased 
influence in public affairs, and also demonstrating the need for 
our constant vigilance, was the successful outcome of our clash 
with Federal Security Administrator Oscar" Ewing in the contro¬ 
versy involving the FSA pamphlet, “Common Human Needs.” 
That pamphlet contained the statement: “Social security and 
public assistance programs are a basic essential for attainment of 
the socialized state envisaged in a democratic ideology, a way of 
life which so far has been realized only in slight measure.” 
Our original protest against that statement, made on the Presi¬ 
dent’s Page of The Journal of the American Medical Asso¬ 
ciation, led to a heated exchange of telegrams with Mr. Ewing. 
In that exchange we refuted his counterprotests by showing that 
the pamphlet had been reprinted in 1949, some two years after 
Mr. Ewing became Federal Security Administrator, and that it 
still was being distributed up to the time of the controversy. As a 
result, rather than rewriting or eliminating the offensively un- 
American passage, Mr. Ewing stopped further publication of the 
pamphlet and ordered the destruction of all copies still on hand. 

In the five months period since December, 52 general mailings 
have been made from Campaign headquarters to keep medicine’s 
story before the general public, members of Congress, physi¬ 
cians, dentists and druggists, the press and special groups such as 
labor and women’s organizations. The material sent out included 
the report on our advertising campaign, news releases, speeches 
by various doctors, study kits and specially prepared material for 
different types of women’s organizations, the labor address by 
Mr. Hutcheson, speeches and articles on medicine’s positive 
accomplishments and a variety of other items. 

Your Coordinating Committee, feels, in conclusion, that the 
National Education Campaign not only has built a nationwide 
bulwark of friends for the medical profession, but also has laid 
the groundwork for a continued strengthening of medicine’s 
position in the months and years ahead. 


Presentation of Plaque from National Editorial Association 
Dr. Elmer L. Henderson, President, stated that it was now his 
pleasure to present to the American Medical Association a 
beautiful plaque carrying the commendation of the National 
Editorial Association, and asked the Speaker of the House to 
read the plaque, as follows: 


- --— /*pni 

Elmer Henderson, M.D., President, American Met 
Chairman, National Education Campaign. 

Dear Doctor: 


1951 

Association and 


the sor nfmSHn Cti ° n M aS £“? by Nat5onal Edit0ria * Association at 
me spring meeting m New York, April 19, 1951 : 
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“Whereas, We believe that an outstanding contribution during the past 
year to the cause of individual freedom and the maintenance of our 
American way of life has been the nationwide campaign by the American 
medical profession in behalf of freedom for both physicians and the cause 
of political freedom; therefore, be it 
Resolved, That we do publicly commend the doctors of our country for 
their enlightened contribution to the American way of life and do recog¬ 
nize this public service so ably performed by the American Medical 
Association, the officers, the Board of Trustees, the Campaign Committee 
and Clem Whitaker and Leone Baxter who directed the National Educa¬ 
tion Campaign of the American Medical Association.’* 

Sincerely yours, 

Don Eck 
General Manager 

To the office of George Lull, M.D., Secretary and General Manager, 
American Medical Association. 

Report of Reference Committee on 
Miscellaneous Business 


June 30, I 9 j{ 

1. During the Clinical Session held at Cleveland, in December 
1950, a resolution was introduced suggesting amendments to the 
Principles of Medical Ethics, Section 6, Chapter I, which section 
at that time read as follows: n 

Sec. 6. An ethical physician will not receive remuneration from palms 
on or the sale of surgical instruments, nor profit from a copyright ™ 
methods or procedures. The receipt of remuneration from patents nr 
copyrights tempts the owners thereof to retard or inhibit research or m 
restrict the benefits derivable therefrom to patients, the public or the 
medical profession. The acceptance of rebates on prescriptions or apoli 
ances, or of commissions from attendants who aid in the care of paiicnu 
is unethical. An ethical physician does not engage in barter or trade in 
the appliances, devices or remedies prescribed for patients, but limits the 
sources of his professional income to professional services rendered the 
patient. He should receive his remuneration for professional services 
rendered only in the amount of his fee specifically announced to his patient 
at the time the service is rendered or in the form of a subsequent state¬ 
ment, and he should not accept additional compensation secretly or 
openly, directly or indirectly, from any other source. 


Dr. Andrew A. Eggston, Chairman, presented the following 
report, which was duly adopted: 

Your reference committee has carefully reviewed the report of 
the Coordinating Committee and the Board of Trustees concern¬ 
ing the Natiortal Education Campaign so ably presented by Dr. 
Elmer Henderson. 

The crusade of the National Education Campaign, so effec¬ 
tively organized and conducted in every detail, has not only 
served medicine but every phase of American life. A by-product 
of this Committee’s work has been to rekindle hope not only for 
physicians but for other professions, business, labor, and millions 
of people who want to keep America the citadel of freedom on 
earth. Gratitude is indeed due to all those walks of human en¬ 
deavor who rallied so gallantly to the clear, clarion call of an 
approaching catastrophe. The concerted effort of everybody 
proved that the medical profession has the know-how to deliver 
a powerful blow to any evil force that threatens to harm medical 
care of suffering individuals. The medical profession has always 
been and will continue to be a light and haven of refuge for the 
sick. The report of the Committee is a veritable roster, para¬ 
graph by paragraph, of accomplishment never before equalled 
in such a short time. All people should read the report and medi¬ 
tate on every recitation of the accomplishments. One is repaid 
by a feeling of courage not to weaken or lose faith when fighting 
for the right. In the report of the Council on Medical Service 
one reads, "What are we getting for our twenty-five dollars?" 
After a survey of the results, it can truly be said: First, there 
are as yet no balls and chains about the ankles of the American 
physician and he can still walk with pride and head unbowed; 
secondly, there are no handcuffs and he can still write prescrip¬ 
tions, even if sometimes unreadable, as freely as a bird can 
scratch for a worm, and thirdly, there is as yet no cerebral anky¬ 
losis or palsies, and he can still think freely, spiritually and 
scientifically, dictated to only by the milk of human kindness 
and consideration for the sick in mind and body. 

All of these were on the very edge of the precipice of extermin¬ 
ation on Ian. 1, 1949, when the Coordinating Committee began 
functioning. What has been wrought is nothing short of miracu¬ 
lous and for so small a pittance in money. Medical freedom 
could have been lost, yet so many physicians, even today, do 
not realize this nor are they grateful for their salvation. Miracles 
are frequently not immediately explained or appreciated. Nothing 
more can be said about results of the Coordinating Committee’s 
efforts, and nothing more need be said. History, and other 
plaques such as presented by the National Editorial Association, 
will record the accomplishment for posterity. 

In closing, your committee wishes to inject a note of warning 
about tapering off the education activities and vigilance lest we 
drift into a state of complacency. If this should happen we shall 
be like the fisherman who gives his line too much slack and loses 
the big fish which are temporarily on the hook. 

Your reference committee approves the report of the Coordi¬ 
nating Committee. 

Report of Judicial Council 

Dr. Walter F. Donaldson, Acting Chairman, presented the 
following report, which was referred to the Reference Committee 
on Miscellaneous Business: 


The prescription or dispensing by a physician ot secret medicine or other 
secret remedial agents, of which he does not know the composition, ot the 
manufacture or promotion of their use is unethical. 

The resolution referred to suggested that in the fourth sentence 
the. words “for .financial gain” be inserted after the words “for 
patients,” and that the remainder of the paragraph be deleted. 
The reference committee recommended that the resolution, as 
presented, be not approved, but that the suggestions therein con¬ 
tained be referred to the Judicial Council for further study. 

The Judicial Council has considered these suggestions, as 
well as suggestions with similar objectives received from other 
sources, and now recommends to the 1951 House of Delegates 
that Section 6, Chapter I, first paragraph, of the Principles o( 
Medical Ethics be amended to read as follows: 


An ethical physician will not receive profit from patents on, ot from 
the sale of surgical instruments, appliances and medicines nor from a 
copyright on methods or procedures. The accepiance of profit from patents 
or copyrights tempts tne owners thereof to retard or inhibit research or 
to restrict the benefits derivable therefrom to patients, the public or the 
medical profession. The acceptance of rebates on prescriptions or appli¬ 
ances, or of commissions from attendants who aid in the care of patients 
is unethical. It is unethical for a physician to engage for financial gain 
in barter or trade in the appliances, devices or remedies prescribed for 
patients. The ethical physician limits the sources of his professional income 
to professional services rendered the patient. Fee splitting under any guise 
is unethical. 

The Judicial Council has added to the suggestions of last year’s 
reference committee only the last sentence, reading: “Fee split¬ 
ting under any guise is unethical.” 

2. Request for reconsideration of 1950 resolution from Sec¬ 
tion on Ophthalmology: At the 1950 session of the House of 
Delegates in San Francisco, the House adopted a resolution 
which, in effect, reversed the 24-year position of the American 
Medical Association on the ethical question of members of the 
Association giving lectures or courses of instruction to optome- 


rists. 

This reversal was accomplished through the introduction of 
i resolution in 1950 from the Section on Ophthalmology which 
‘declared that it is entirely within the definition of medical ethics 
or members to engage in lectures, demonstrations, the prepara- 
ion of pamphlets, and other measures suitable for the dissemi- 
lation of information designed to prevent blindness and directed 
o any nonmedical group.” This resolution was referred to t.e 
Reference Committee on Miscellaneous Business, which commit- 
ee returned it, recommending favorable action to the House ot 
Delegates. It was adopted by the latter without discussion. 

The Judicial Council sensed the encouragement which this 
avorable action offers to such groups as the optometrists m seei¬ 
ng, as they constantly do, legislation to expand their field o 
irofessional activity more and more into the field of medicine m 
ye conditions. The Judicial Council brings the subject to 
ittention of the House at this time, believing that such lmph- 
:ations of the resolution favorably acted on last December may 
iot have been fully realized by the reference committee or 
950 House of Delegates. The Judicial Council requests 
,- j ___Kt, iqsi Wnnsp nf Delecates. 




Respectfully submitted, 

Edward R. Cunniffe, Chairman. 
Walter F. Donaldson. 

H. L. Pearson, Jr. 

J. B. Lukins. 

Louis A. Buie. 
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Report of Reference Committee on 
Miscellaneous Business 

Dr. Andrew A. Eggston, Chairman, presented the following 
report, which was rejected by the House after discussion: 

Your reference committee recommends that the original 
section and the amended section as recommended by the Judicial 
Council be disapproved, and that the following substitute amend¬ 
ment be adopted: . 

The receipt of profit from patents or copyrights on medical 
appliances or remedial agents which tempt the owners thereof 
to retard or inhibit research or to restrict the benefits derivable 
therefrom to patients, the public or the medical profession is 
unethical. The acceptance of any rebates is unethical. The accept¬ 
ance of commissions from attendants who aid in the care of pa¬ 
tients is unethical. It is unethical for a physician to charge unfair 
or excessive prices for appliances, devices or remedies prescribed 
for patients. Fee splitting under any guise is unethical. 

Dr. Eggston presented the following report, which was duly 
adopted after discussion: 

Your reference committee after hearing the delegates from 
the Section on Ophthalmology and a majority of the other oph¬ 
thalmologists present who were in favor of the resolution as 
passed by the House of Delegates in 1950, and after consideration 
of all the implications of possible invasion in the practice of 
medicine mentioned by the Judicial Council, approves of the 
action of the House of Delegates taken in 1950. 

Report of Council on Medical Education and Hospitals 

Dr. Herman G. Weiskotten, Chairman, presented its report 
which was referred to the Reference Committee on Medical 
Education and Hospitals (see page 865). 


Report of Reference Committee on Medical 
Education and Hospitals 

Dr. William Bates, Chairman, presented the following report 
which was duly adopted: 

Your committee highly commends the clear cut declaration of 
policy and recommends that the Board of Trustees authorize 
through The Journal and. through the department of public 
relations the widest possible distribution of this excellent state¬ 
ment. 


Introduction of Dr. A. Sharman, Glasgow, Scotland 
The Secretary, Dr. George F. Lull, at the request of the 
Speaker, Dr. F. F. Borzell, introduced Dr. A. Sharman of Glas¬ 
gow, Scotland, the official delegate from the British Medical 
Association. 

The House recessed at 12:50 p. m. to reconvene at 2:30 p. m. 
The House reconvened at 2:35 p. m., with the Speaker, Dr. 
F. F. Borzell, presiding. 

Introduction of Mr. Dave Beck 
Dr. Elmer L. Henderson, President, introduced Mr. Dave 
Beck, Executive Vice President of the International Teamsters 
Union. 

Report and Supplementary Report of Council on Medical Service 
Dr. James R. McVay, Chairman, presented the following 
report and the supplementary report of the Council on Medical 
Service, which were referred to the Reference Committee on 
Insurance and Medical Service: 

To the Members oj the House of Delegates of the American 
Medical Association: 

The work of the Council on Medical Service is a never end¬ 
ing process. It is a process set forth in the Constitution and 
By-Laws and includes the study and collection of data on vari¬ 
ous aspects of medical service, reporting changes and trends to 
the House of Delegates, the constituent associations and com¬ 
ponent. societies and making such recommendations as the 
Council believes will improve medical care. 

In retrospect many results of the activities of the Council can 
be seen. For example, in 1944 when the Council found a need 
for the development of public relations programs at the state 


and county levels, it held the first American Medical Association 
public relations conference and for several years thereafter 
stressed the importance of public relations programs at its 
regional conferences. Today the American Medical Association 
has its own Department of Public Relations, and most of the 
state associations have public relations programs. Another ex¬ 
ample is the Washington Office which was originated by the 
Council to keep the profession abreast of legislation affecting 
medicine and to keep legislators abreast of medical progress. 
Similarly, the American Medical Association Handbook, the 
Twelve Point Program, and the Student American Medical 
Association were all originally proposed or developed by the 
Council. The “Grass Roots" Conference, the Commission on 
Chronic Illness, the cancer detection program, and the Hill- 
Burton Hospital Construction program are additional examples 
of projects supported by the Council to further the objectives 
defined for it by the House of Delegates. Health centers, state 
and community health councils, community health leadership 
programs, voluntary prepayment medical care plans, emergency 
call programs and the Physicians Placement Service are other 
examples of activities with which the Council has been con¬ 
cerned. Some of these activities and programs are completed; 
others require. continuing attention. Some activities have been 
assumed by other groups, but even in these the Council continues 
to have a practical interest, sometimes to the extent of making 
recommendations for improvement, sometimes only to the ex¬ 
tent of reporting to the House and to the profession. 

In order to cover more completely the various aspects of 
medical service, seven committees were created two years ago 
to serve the Council in an advisory capacity. The collection and 
study of information and data on existing services and facilities 
is a continuous part of the work of each committee. These com¬ 
mittees also follow trends in medical service that fall within 
their particular field and, whenever problems or situations war¬ 
rant, will make special reports to the Council. The primary ob¬ 
jective of each committee is to assist the Council in developing 
a correlated program covering the entire field of medical 
service, a program through which the public can benefit best 
from the accomplishments of American medicine and by which 
the constituent associations and component societies can be 
assisted in strengthening their own community programs. 

In order that the members of the House of Delegates may 
be aware of the recent activities of the Council, the following 
progress report is presented. 

“you and your a. m. a.” 

“What are we getting for our twenty-five dollars?” is a 
question frequently asked by doctors in regard to the American 
Medical Association. 

To answer this question and many others concerning the 
activities aDd plans of the Association, the Council on Medical 
Service proposes to “take the American Medical Association to 
each doctor who attends the annual session of his own state 
medical association.” 

This is the proposed plan of the Council on Medical Service: 
to include a period to be known as “You and Your A. M. A.” 
in the program of each state society at its annual session. 

The purpose of this program will be to inform those in at¬ 
tendance as to just what the American Medical Association is 
doing and in turn give the doctors in attendance an opportunity 
to state just what they would like to see the Association do. In 
addition to speakers, arrangements call for exhibits where suit¬ 
able material can be distributed, the use of slides and a moving 
picture, if it can be developed, highlighting and concentrating 
on the work of the various Councils, departments, and Bureaus 
of the American Medical Association. In order that the most 
effective program possible may be developed, this undertaking 
will of necessity be with the advice and assistance of the Public 
Relations Department, the Bureau of Exhibits and other de¬ 
partments at the headquarters ofiices, and will be a joint effort 
with the individual state associations. 

The Board of Trustees has approved a trial run of the pro¬ 
gram, and the Council has completed arrangements with four 
states m which meetings are to be held this fall—Pennsylvania, 
Colorado, Virginia and Indiana—to test the feasibility of offer¬ 
ing such a program as a part of the annual meetings of those 
societies which may desire such programs. 



844 


PROCEEDINGS OF THE ATLANTIC CITY SESSION 


The Board of Trustees memorandum relative to these four 
pilot programs reads as follows: 

The general principles underlying the programs submitted by the Council 
on Medical Service and the general outline of those programs are ap¬ 
proved. The Board congratulates the Council on its foresight and enthusi¬ 
asm. 

The Board urges that the various activities of the Council be brought 
before the doctors of the country as intensively as possible. It realizes, 
however, that often state societies will request discussions on matters not 
under the jurisdiction of the Council. It is desirable that, whenever re¬ 
quested, all activities of the Association be properly portrayed. However, 
the coordination of the activities of the various councils and bureaus and 
the formation of policies cannot be delegated by the Board. Hence, the 
final determination of all programs must remain under the jurisdiction of 
the Board. 

In order more effectively to develop and facilitate these programs, the 
Board delegates authority for the preliminary arrangements of these pro¬ 
grams to the Council on Medical Service. The Council should clear and 
coordinate all such programs with the Department of Public Relations 
and the Secretary and General Manager. 

Whenever the final programs involve activities not within the field of 
the activities of the Council on Medical Service the meetings should be 
presided over by an officer of the Association or a member of the Board 
of Trustees. 

COUNCIL COMMITTEES 

The Committee on Extension of Hospitals and Other Facilities 
during the first four months of 1951 has concerned itself with: 
physician-hospital relations; keeping information on the Hospital 
Construction Act up to date and correlating it with the data 
used in the Physicians Placement Service; collecting information 
and data regarding health centers, diagnostic clinics and out¬ 
patient dispensaries and the preparation of loan kits on these 
subjects for use by interested physicians, and maintaining liaison 
with the specialty groups, particularly the radiologists, anesthesi¬ 
ologists and pathologists. 

As a follow up to the recommendation of the House of 
Delegates that committees on physician-hospital relations be 
appointed by both constituent and component societies, the 
Committee has mailed a copy of the now well known Report 
of the Committee on Hospitals and the Practice of Medicine 
to all county medical societies and has made additional copies 
available on request. In addition, inquiry has been made to 
determine how many such committees aTe now in existence. Of 
the 757 county medical societies replying to the inquiry of the 
Committee, 263 stated they had a committee on hospital rela¬ 
tions. A similar inquiry of the constituent associations has 
resulted in 33 replies as of May 1. Of these, 30 state medical 
associations and the District of Columbia have such committees. 
Two states and Hawaii are without committees, although both 
of the states indicated that the matter would be discussed 
during the next meeting of their governing bodies. 

In 18 states these committees seem to have been created for 
the specific purpose of handling hospital and professional rela¬ 
tions and for the most part were organized in 1949 and 1950. 
A few states have assigned this function to already existing 
committees. Several associations reported such committees had 
been in existence for as long as fifteen and twenty years. It is 
apparent, however, that the Report of the Committee on 
Hospitals and the Practice of Medicine has resulted not only 
in the formation of many physician-hospital relations commit¬ 
tees but also in increased activity on the part of long estab¬ 
lished committees. 

Twenty-two of the state association committees reported 
activity during 1950. Among the matters with which these com¬ 
mittees were concerned over the past year weie: (1) physician- 
hospital relations; (2) revision of medical practice acts; (3) 
conferences with Blue Shield and Blue Cross; (4) recruiting of 
interns and residents; (5) training programs for hospital resi¬ 
dent staffs; (6) studies of the costs of hospitalized illness; (7) 
studies of indigent medical care and (8) securing hospital licen¬ 
sure legislation. 

Of the states reporting, only six had taken action in regard 
to the Report of the Committee on Hospitals and the Practice 
of Medicine as adopted by the House of Delegates, and all of 
these states had supported the Report. Four others indicated 
that the matter would be considered by their governing bodies. 

The Committee on Indigent Care reports considerable prog¬ 
ress in its study of the various types of programs through which 
medical care is provided to public assistance beneficiaries and 
to the borderline group often referred to as medically indigent. 


J.A.M.A., June 30, 19jj 


A study schedule has been completed with the cooperation 
assistance of Professor Ira V. Hiscock, Chairman of the dL„ 
ment of Public Health, Yale University, and his staff. 

The first study, to test the adequacy of the schedule and siudv 
method, is schedued for completion late in May. On the basis 
of this experience, both schedule and method will be reviewed 
and revised as seem indicated. During the summer month 
studies will be made of a variety of indigent medical care 
plans in selected areas and the results will be reported to the 
House of Delegates in December. Primary emphasis is to be 
given to administrative organization and medical society rela¬ 
tionship. Just how far the Committee can go in its suggestions 
and recommendations should become evident as the studies 
progress. There is no doubt but that at the present we are still 
at the fact finding stage. 


It may also be well to report that the Committee has made 
arrangements to use the services of especially qualified tem¬ 
porary personnel to make the studies under the supervision of 
a regular Council staff member. 


The Committee on Maternal and Child Care has been con¬ 
cerned primarily with liaison with interested groups and the 
medical problems of dependents of servicemen. 

Two members of the Committee, Drs. W. L. Crawford and 
Donald A. Dukelow, were among the American Medical Associ¬ 
ation representatives attending the Midcentury White House 
Conference on Children and Youth held in Washington, D.C, 
December 3 to 7, 1950. During the White House Conferaa 
contact was made with Miss Katharine Lenroot, Director of the 
Children’s Bureau of the Federal Security Agency. One of 
the conversations had to do with the present military situation 
and the possible medical care problems of the wives and families 
of servicemen. It was evident that some thinking was in process 
as to the necessity for looking forward to a reactivation of some 
plan similar to the E. M. I. C. program of World War II. It 
seemed evident, too, that the Children’s Bureau would seek the 
advice and cooperation of the American Medical Association 
in any discussions on this matter. _ . 


With this in mind the Committee on Maternal and Child 
Care developed a short questionnaire which it sent to all state 
medical associations and approximately 400 physicians, includ¬ 
ing general practitioners, obstetricians and pediatricians. The 
purpose of the questionnaire was to learn how the state associa¬ 
tions felt concerning the operation of E. M. I. C. and to get 
the reactions of physicians who had worked under the program. 
The survey was not intended to be exhaustive but merely to assist 
the Committee if and when it was called on to participate in 
discussions on the reactivation of E. M. I. C., and in this the 


survey has been most helpful. 

An informal meeting of the Committee chairman and Associ¬ 
ation staff members with representatives of the Childrens 
Bureau was held in Chicago on February 23. At that time a 
meeting of the full Committee with representatives of the 
Children’s Bureau was arranged for March 10 in Chicago. 


In order to prepare for the conference with the Childrens 
3ureau representatives, the full Committee met in Chicago on 
Friday, March 9, to review the responses to the questionnaire- 
rhe following day, March 10, those present at the meeting with 
epresentatives of the Children’s Bureau were; the Committee 
nembers, Drs. Crawford, Truman, Mengert, Mulholland an 
Dukelow; guests invited by the Committee, Drs. E. H. Cbrislopn- 
:rson, Clarence H. Webb and Philip S. Barba, members o 
American Academy of Pediatrics, Dr. Philip F. Williams o 
American Academy of Obstetrics and Gynecology an ' 
jariand D. Murphy Jr., a member of the American Legion 
Velfare Committee; staff members. Dr. George F. Lull, 
ihomas A. Hendricks and Mr. George W. Cooley. 

Although no formal actions were taken at either of these 
aeetings, nor was any representative asked to commit in » 
ir his organization, the Committee believes that from a P 
iminary point of view it seems reasonable to draw the to 
lg conclusions: 

1. No widespread emergency exists at this time whicht 
ants setting up a special maternal and infant care p g 
rives and dependents of servicemen. 
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2. Requests or pressures for a nationwide re-enactment of 
such a program are few and far between and are usually based 
on individual instances arising near military installations where 
the influx of servicemen and families has resulted in abnormal 
conditions. Special consideration and planning will need to be 
given to these particular areas. 

3. Where need occurs away from military posts, help for 
the individual needy case can usually be obtained through one 
or more of the numerous existing sources of aid, such as the 
Army, Navy and Air Force Relief Funds and the American Red 
Cross' The medical society should not be omitted as a source 
of assistance in the form of medical service, nor should the fact 
be ignored that many voluntary medical and hospital service 
plans are continuing to cover the families of servicemen on a 
special basis or as a continuation of benefits by employers. 

4. Despite the fact that there is little indication of urgency 
in this matter, the unpleasant experiences with the E. M. I. C. 
program in World War H certainly indicate the value of plan¬ 
ning ahead should a similar emergency occur. 

5. It is evident from the replies to the questionnaire that the 
former E. M. I. C. program, while reasonably satisfactory in 
some areas and in some aspects, left much to be desired from the 
point of view of the veterans as well as the medical profession. 

6. Any planning that is done should include consideration of 
the possibility of utilizing the voluntary health insurance plans 
and the state medical association agencies handling Home Town 
Veterans Medical Care Programs. 

7. Any planning that is done should not be hastily assembled 
but should develop only as a result of serious consideration on 
the part of hospital authorities, state and Federal public health 
administrators, veterans representatives and the state medical 
associations representing the physicians who supply the medical 
service. 

On the invitation of the Children’s Bureau, the Committee 
chairman and secretary attended a conference held in Washing¬ 
ton, D. C., April 4. Attending this meeting were representatives 
of the Advisory Committee for the Children’s Bureau, the Blue 
Cross, American Academy of Pediatrics, Association of State 
and Territorial Health Officers, American Academy of Ob¬ 
stetrics and Gynecology, American Public Health Association, 
Catholic Hospital Association, Protestant Hospital Association 
and American Medical Association. 

All discussions were informal and in no way committed the 
agencies represented to any statement or policy. It was generally 
accepted that no emergency regarding the dependents of service¬ 
men exists at the present time, and, therefore, all of the discus¬ 
sions were of an exploratory nature. In other words, the group 
was merely thinking out loud as to the problems that would need 
to be considered if at some future date Congress believed there 
was an emergency in this matter and decided to consider legisla¬ 
tion. It was generally agreed that any program that was put 
into effect should come as a result of legislation and not as a 
result of administrative action such as occurred during World 
War II. This, of course, would give all organizations an oppor¬ 
tunity to be heard on the subject rather than wake up some 
morning to find a going operation established by administrative 
edict. Certainly discussion at this conference in no way altered 
the conclusions noted previously. In fact, if anything, it strength¬ 
ened them. 


The Council would like to point out that three organization 
have requested the reactivation of some sort of a medical car 
program for the wives and children of servicemen. Mr. Waite 
Reuther has expressed the U. A. W.-C. I. O. desires through 
letter addressed to Senator Lehman, a member of the Senat 
Labor and Public Welfare Subcommittee on Health. The Amer; 
can Legion passed a resolution at its national convention i 
October of 1950 urging the “establishment of an E. M. I. C 
program similar to that operated during World War II, with du 
consideration given to correcting any inequities which the exper; 
ence developed during World War II may have revealed.” Th 
Minnesota State Legislature has expressed its desires by memc 
riahzmg Congress to enact such a program. 

1 in Committee intends to follow developments on this mal 
cr. articular attention will be given to a need for such a drasti 
cp and, if necessary, it will conduct one or more studies ii 
specific problem areas for the purpose of determining the exten 
such need. The Committee has also before it a suggests 
a y program covering both maternal care and child care. 


The Committee on Federal Medical Services is being ex¬ 
panded, both in scope and in personnel, to comply with the 
recommendation of the House of Delegates. The Committee has 
held one meeting so far this year. As a result of that meeting, 
the Council has approved certain activities, which include the 
analysis of all aspects of the several forms of medical care 
financed under federal offices and the establishment of liaison 
with both nongovernmental and governmental agencies inter¬ 
ested in federally financed medical care. 

In the matter of increased Committee personnel, the Council 
has considered several persons. To date. Dr. Herbert P. Ram¬ 
sey, Washington, D. C., and Dr. Joseph S. Lawrence, Director 
of the Washington Office, have consented to serve on the Com¬ 
mittee, the latter in an ex officio capacity. 

The Council contemplates the use of this Committee in an 
advisory capacity on all matters pertaining to federal medical 
services which do not involve the specific activities of other 
Council committees. 

The Committee on Prepayment Hospital and Medical Service 
has met informally with representatives of the Health Insurance 
Council. The purpose of these informal meetings was to discuss 
some of the problems inherent to voluntary health insurance. 
In addition, these problems have been presented to the Blue 
Shield Commission. Although at this time neither the Health In¬ 
surance Council nor the Blue Shield Commission has submitted 
any definite plans for solving some of these problems, it is antici¬ 
pated that some formal meetings and some formal recommenda¬ 
tions will result in the relatively near future. 

In the field of voluntary health insurance the Council has been 
involved in the study of Health Insurance Plans in the United 
States pursuant to Senate Resolution 273, 81st Congress, Second 
Session. This resolution authorized a special Subcommittee on 
Health of the Committee on Labor and Public Welfare of the 
United States Senate. Dr. Dean A. Clark, Director General of 
the Massachusetts General Hospital and formerly Medical Direc¬ 
tor of the Health Insurance Plan of Greater New York, was 
named as the Consulting Director of the Subcommittee on 
Health. Dr. Clark is also president of the Cooperative Health 
Federation of America. 

Only one copy of a preliminary Confidential Committee Print 
was made available to the Council office. This may be due to 
the fact that only about 50 copies were printed. The print con¬ 
sists of 90 pages. While the statistical data appear accurate, the 
first and last chapters lack the objectivity stressed during pre¬ 
liminary conferences. 

These chapters, entitled “Summary of Findings and Recom¬ 
mendations” and “The Role of Medical-Care Insurance,” are 
written in a manner that implies the superiority of conducting 
health insurance programs through organized service units, such 
as hospitals and group medical practice, with payments to pro¬ 
fessional personnel on some basis other than fee-for-service. The 
Council authorized a statement to be sent to Dr. Clark. The 
principal purpose of the statement was to suggest changes which 
would make the report more objective and to confine the com¬ 
ments to the subject. This was a “Confidential Committee Print” 
and the Council has respected its status. As soon as the report 
is filed, and therefore no longer confidential, copies of pertinent 
portions of the report and also copies of the Council statement 
will be reproduced for the members of the House of Delegates. 

While it will be some time before the Health Insurance Coun¬ 
cil has completed its Survey of Accident and Health Insurance 
in the United States for.the year 1950, reliable estimates indicate 
that the number of Americans having some type of hospitaliza¬ 
tion insurance at the end of 1950 was 75 million and that some 
52 million Americans were enjoying the benefits of voluntary 
surgical care insurance. 


- i.-, luuiuiuuig us annual revision of voluntary 

Prepayment Medical Care Plans started in 1946. The fifth an¬ 
nual (1951) revision is now available to the profession and 
other interested organizations and individuals. 

The Supplementary Report of the Council at the 1950 Clinical 
Session indicated that medical society prepayment benefit plans 
had been developed in all forty-eight stales, the District of 
Columbia and the Territory of Hawaii. During the year one 
local plan ceased to operate and its obligations were assumed 
by another local organization. This does not alter the fact that 
medical society plans exist in all states. 
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In an effort to determine the extent to which the voluntary 
health insurance plans made coverage available to dependents 
of military personnel, a special survey was undertaken. Of 
seventy-five returns, 67 plans continue coverage for dependents 
of military personnel and one plan is giving consideration to 
doing so. In most instances the coverage must have been in effect 
prior to the time the primary subscriber enters military service. 
Also, all 67 plans permit reinstatement of the coverage for 
the subscriber on his separation from military service. This 
normally requires a reinstatement application. 

The Council’s exhibit on Voluntary Health Insurance has been 
shown at five meetings since the last Annual Session. These were 
meetings of the Montana State Medical Association, the Indiana 
State Medical Association, the American Public Health Associa¬ 
tion, the American Academy of General Practice and the Illinois 
State Medical Society. This exhibit is being revised from time 
to time in the light of newer data and is currently being shown at 
booth 501 in the Scientific Exhibit. 

The Committee on Relations with Lay Sponsored Voluntary 
Health Plans has held one meeting in Chicago subsequent to the 
meeting at the time of the Clinical Session in Cleveland. At that 
Clinical Session the House of Delegates approved a certain pro¬ 
cedure for handling an application submitted on behalf of any 
lay sponsored voluntary health plan within the purview of the 
Twenty Principles. 

One application is on file and the Committee on Relations with 
Lay Sponsored Voluntary Health Plans has been authorized to 
collect such data concerning the plan as it deems necessary 
before making recommendations to the Council. Since these 
additional data have not been supplied to the Committee, the 
Committee has been unable to make any recommendations to 
the Council and, consequently, the Council is not yet in a posi¬ 
tion to report definitely to the House. 

Another problem before the Committee is the annotation of 
the Twenty Principles. The Council has accepted the recommen¬ 
dation of the Committee that annotation of the Twenty Prin¬ 
ciples should be withheld until such time as action has been 
taken on the pending application. 

As additional information is supplied and as developments 
take place, they will be reported promptly by the Council to 
the House. 

The Committee on Medical Care for Industrial Workers has 
concerned itself primarily, during the past four months, with a 
continuation of its study of temporary cash sickness benefits 
and the legislation enacted in California, Rhode Island, New 
Jersey and New York. Following through on the recommenda¬ 
tion of the House of Delegates in December 1950, the Com¬ 
mittee has completed a digest of the information that the Council 
staff has assembled. This is included in a Progress Report on 
Temporary Cash Sickness Benefits and Related Legislation, 
which has been sent, as suggested, to every member of the 
House of Delegates. 

In response to requests from several state associations, the 
Committee prepared voluminous kits of material and sent them 
to these associations on a loan basis. As new material becomes 
available, it is added to these kits so as to keep them up to date. 

Plans are under way for studies of a number of industrial and 
union programs providing medical care for industrial workers. 

OTHER ACTIVITIES 

The Physicians Placement Service continues to function effec¬ 
tively in cooperation with and as a supplement to the various 
state medical association placement services. For the most part 
the number of requests from communities seeking a physician 
is decreasing, and it would seem, at least compared to two or 
three years ago, that the distribution problem is slowly being met. 
This does not mean that there is an oversupply of physicians nor 
that there are yet enough physicians seeking locations to fill 
openings already available. It does mean, however, that at pres¬ 
ent the number of requests for openings during a given month is 
greater than the number of new requests for physicians during 
the same period. 


J.A.M.A.', June 30, 1951 

The Placement Service has made particular effort during the 
past few months to obtain specific information as to what com¬ 
munities can and will do to attract a physician. It is interesting 
to note that in a majority of instances communities are making 
home or office facilities available, often either or both are rent 
free for a reasonable period of time. Undoubtedly, recent popu¬ 
lar magazine articles describing what communities have done to 
attract physicians have had some effect on local attitudes. It may 
be too that the booklet which the Council sends to communities 
seeking physicians has had some effect in making these commu¬ 
nities aware not only of their responsibilities but also of what can 
and is being done to attract able medical men. 

Three projects are under discussion at the present time: one 
has to do with the American Medical Association establishing 
a revolving fund from which young physicians might borrow 
provided they agree to locate in certain strategic or critical areas; 
another has to do with several pilot studies designed to provide 
specific information and details concerning the steps that com¬ 
munities can take to attract physicians; and a third is concerned 
with a study of the financial needs of physicians at the time they 
finish their internships or residencies. 

Distribution of Material: During the last three months of 1950 
and the first four months of 1951 the Council distributed ap¬ 
proximately 150,000 pieces of reference material in response 
to requests. In order to get material into school and public li¬ 
braries without sending a very large and probably wasteful 
mailing, the Council has this year listed a number of key items 
with the Educators Progress Service and the H. W. Wilson Com¬ 
pany. The Progress Service publishes the Educators Index of 
Free Materials for both elementary and secondary schools. The 
H. W. Wilson Company publishes the Vertical File Service Cata¬ 
log for libraries. As a result of these listings, the number of re¬ 
quests from school and public libraries has increased tre¬ 
mendously. 

Health insurance and socialized medicine continue to be the 
most popular and account for more than three-fourths of the 
requests. Of the loan kits on such subjects as group practice, 
health councils, cash sickness benefits and indigent care, the 
Group Practice Kit is most in demand. 

Survey of County Medical Society Activities: The Council is 
continually called on for information concerning the organi¬ 
zation and operation of activities carried on by county medical 
societies or in which county societies participate or cooperate 
with other groups. To keep up to date on these activities the 
Council has conducted a second general survey covering 757 
county societies distributed throughout the forty-eight states. 
This is 502 more than the Council included in the first survey 
made in 1948 and, therefore, provides much more information 
than did the 1948 survey. 

The 757 societies in the survey included 582 with less than 
100 members (Group I); 72 with between 100 and 200 mem¬ 
bers (Group II); 37 between 200 and 300 members (Group I|0! 
and 65 with over 300 members (Group IV). The information 
obtained is tabulated according to these four groups so as to 
be of practical assistance to medical societies of all sizes. Tota 
tabulation of some of the activities included in the survey shows 
that: 

757 societies have regularly scheduled scientific programs; 

263 societies sponsor postgraduate programs; 

523 societies report library facilities are available to members; 

545 societies participate in tuberculosis control programs; 

503 socieUes participate in pre-school examinations; 

448 societies participate in maintenance of blood banks; 

533 societies participate in cancer control programs, 

367 socieUes cooperate in a diabetes detection program; 

149 societies cooperate in a rheumatic fever control program; 

76 socieUes are experimenting with multiphasic screening; 

364 societies have emergency call plans; 

366 socieUes have grievance committees, and 

296 societies have group accident and health insurance plans. 
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These, of course, are but a portion of the items. The com¬ 
plete story of the survey has been mimeographed for use by 
county medical society officers and is available to others on 
request. 

Medical Service News Letter: The Council is seriously con¬ 
sidering again publishing a monthly or quarterly news letter to 
apprise state and local committees of developments in the medi¬ 
cal service field. A medium such as this is especially needed to¬ 
day, because many of the state medical associations and county 
societies have created committees paralleling the seven Council 
Committees. A news letter not only will bring about closer 
liaison between these committees at the various levels but will 
keep them continuously informed on such subjects as voluntary 
health insurance, cash sickness benefits legislation, and physi¬ 
cian-hospital relations. 

Staff Personnel: The Council has kept in mind the statement 
of the Chairman of the Board of Trustees last June and the 
recommendations of the Reference Committee on Insurance 
and Medical Service last December in regard to increasing its 
staff. On May 1 the Council employed Mr. Russell Staudacher 
as a staff assistant. Mr. Staudacher was formerly Associate Pub¬ 
lic Relations Counsel for the Michigan State Medical Society 
and in this capacity had considerable experience with the type 
of activities with which the Council is concerned. A number of 
other individuals have been considered, but because of the ex¬ 
perience requirements, it is going to take time to augment the 
Council staff with qualified personnel. 


SUPPLEMENTARY REPORT 

Your attention is invited to the Report of the Council on 
Medical Service, especially to the program suggested by the 
Council, entitled “You and Your A. M. A.” 

Your attention is also invited to the comments on the Physi¬ 
cians Placement Service. A further report on this subject in¬ 
cluding a discussion of the feasibility of a revolving fund to 
assist physicians in locating in areas needing medical services 
has been presented to the Board of Trustees. 

In addition to the above remarks concerning the Council’s 
Report the attention of the members of the House of Delegates 
is invited to the attached “Supplemental Information on Tem¬ 
porary Disability Benefits.” 

In the report of the Council, mention is made of the fact that 
a “Progress Report on Temporary Cash Sickness Benefits and 
Related Legislation" has been sent to each member of the House 
of Delegates in keeping with the recommendation of the House 
in December 1950. 

The Council at this time invites the attention of the delegates 
to two items of information received subsequent to the mailing 
of the report. In that report it is stated that “So far, in the four 
states which have such laws the medical profession and medical 
associations have given neither active support nor active opposi¬ 
tion to the proposals.” This referred to Rhode Island, California, 
New Jersey, and New York. The state medical association in 
each of these states was asked to comment on this statement 
within a specified time to permit mailing of the report prior to 
May 15. While no replies were received within the dateline set, 
since then the California Medical Association and Rhode Island 
Medical Society have replied in part as follows: 


California 

The California Medical Association actively and vigorously opposed the 
establishment of the cash sickness disability law four years ago and the 
bill was passed through the legislature only after the insurance carriers 
w to had sided with us had agreed to withdraw their opposition if they 
were permitted to participate in the underwriting program. That left the 
. . A. as the sole opponent to the measure and we weren’t strong 

enough by ourschcs to stop it. 


-VSI* " e opposcd lh e addition of hospital benefits to t! 
ongma - i 1. The hospital association joined with us in this opposite 
and wc had the bill st im icd until the few last days of the legislatur 
when a watered down bill was put through. This version removed mai 
° _°^ r ° ntiru * objections and wc found it impossible to stop its passag 
^f f sm J c ab °r' was crying for the application for its own pu 
poses of funds contributed solely by employes. 

i think lou should have that record on our opposition. On page : 
> r report >ou mention that business and insurance interests we 


opposed to the legislation but omitted our opposition. We have been 
and still are fearful that this type of legislation is the entering wedge 
for compulsory health insurance - and that future amendments may be 
tacked on to increase the tax receipts and widen the services provided. 
As a matte? of fact, the insurance carriers and labor unions this year 
agreed among themselves to approve an increase in the employees’ tax 
rate to VAFo from 19c and to provide additional indemnities in the event 
of unemployment resulting from disability. 

Rhode Island 

We are concerned with the first paragraph under the heading Group 
Five on page 8. 

A statement is made that “So far, in the four states which have such 
laws the medical profession and medical associations have given neither 
active support nor active opposition to the proposals.” 

It is not clear to us what is meant by the word “proposals.” We did 
not support or oppose the initial legislation. However, we have given 
active support to the program once it was established by the State of 
Rhode Island, and we have continued to seek to improve the program 
throughout the years. It was my belief that there was excellent coopera¬ 
tion in California, since the medical association was aware of our pro¬ 
posals and took an actve part in preparing the preliminary phases of 
the California Disability Plan once it had been enacted. 

Therefore, we w'ould urge that the word “proposals” be clarified and 
also that mention be made, in so far as we are concerned, that the 
Rhode Island Medical Society has given active support to the state gov¬ 
ernment in the carrying out of the medical phases of the Rhode Island 
Temporary Disability Insurance. 

Report of Reference Committee on Insurance and Medical 
Service 

Dr. William R. Brooksher, Chairman, presented the following 
report, which was duly adopted: 

The progress report of the Council on Medical Service details 
the many fields in which the Council is at present engaged. 
Your committee is hopeful that the project “You and Your 
A .M. A.” will receive hearty support from the constituent state 
associations. The continuing work of the respective subcommit¬ 
tees of the Council on Medical Service is commended. 

The Council proposes to publish a newsletter on developments 
in the medical service field. Your committee received a resolu¬ 
tion from the Ohio State Medical Association proposing regular 
dissemination of health insurance news in a publication of the 
American Medical Association. Your committee recommends 
that space be made available in The Journal of the American 
Medical Association which the Council on Medical Service 
may use for the regular presentation of medical service and 
health insurance activities. 


Proposed Amendment to By-Laws 
Dr. H. Russell Brown, South Dakota, presented the follow'ing 
proposed amendment to Chapter XIII, Section 1: 

Amend Chapter XIII, Section 1, to read: Composition.—The 
Board of Trustees shall consist of nine elected Trustees, the 
President and President-Elect. The Vice President, Secretary, 
Treasurer, Speaker, Vice Speaker, General Manager and Editor 
of The Journal may attend meetings of the Board. 


Report of Reference Committee on Amendments to 
Constitution and By-Laws 

Dr. Robertson Ward, Chairman, presented the following 
report, which was duly adopted and the Speaker announced the 
By-Laws thus amended: 


..citiitu iu uiis tummuiee was u i UU iu UU ii uy ui. »rown 
of South Dakota to amend the By-Laws in such fashion as to 
change the composition of the Board of Trustees by adding the 
President and the President-Eiect. This same matter had been 
the subject of a study by the Interim Committee on Constitution 
and By-Laws on a similar resolution introduced by Dr. Brook¬ 
sher of Arkansas at the last session of the House of Delegates. 
After a thorough discussion, participated in by Dr. McCarthy, 
the Chairman of the Interim Committee, this committee' 
reached the conclusion that, in keeping with the practices of 
most large corporations and those of many of the constituent 
state medical associations, this was a desirable procedure It 
therefore recommends the adoption of this change in the By- 
Laws, Chapter XIII, Section 1, so that it will read as follows: 

cIr S "!i°, n Gomposition. The Board 0 t Trustees shall consist of nine 
elected trustees, as provided in Article 7 of the Constitution the Presi 

Treasurer Z - Tlle Vi « ^ent, «he Seeretry! me 

the Editor of The InT’ V ‘ Ce Speaker > thc General Manager and 
he Journal may attend meetings of the Board. 
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Resolution on Medical Supervision of Curative Workshops 
Dr. Frank H. Krusen, Section on Physical Medicine and 
Rehabilitation, presented the following resolution, which was 
referred to the Reference Committee on Miscellaneous Busi¬ 
ness: 

Whereas, Certain high-minded citizens have organized in various com¬ 
munities throughout the United States certain institutions known variously 
as curative workshops, institutes of rehabilitation, or rehabilitation centers 
in which both physical therapy and occupational therapy are employed in 
the treatment of sick and disabled persons; and 
Whereas, Such curative workshops, institutes of rehabilitation or reha¬ 
bilitation centers have in a number of instances failed to provide adequate 
direct medical supervision of the lay therapists who provide the physical 
therapy and occupational therapy; and 
Whereas, Certain state medical societies have requested an explanation 
of the point of view of the American Medical Association concerning 
adequate medical supervision of such organizations; and 
Whereas, The Council on Physical Medicine and Rehabilitation of the 
American Medical Association has expressed the opinion that all faciiites 
which provide services in physical therapy and occupational therapy 
should be under the direct supervision of a properly qualified and duly 
licensed physician; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso¬ 
ciation go on record as recommending that all curative workshops, insti¬ 
tutes of rehabilitation, rehabilitation centers and other organizations of 
a similar nature which provide services in physical therapy and occupa¬ 
tional therapy shall conduct such medical treatment under the direct 
supervision of a properly qualified and licensed physician. 

Report of Reference Committee on Miscellaneous 
Business 

Dr. Andrew A. Eggston, Chairman, presented the following 
report, which was duly adopted: 

Your reference committee approves of this resolution. 

Resolutions on Lay Advertising 
Dr. R. J. Azzari, for the Medical Society of the State of New 
York, submitted the following resolutions, which were referred 
to the Reference Committee on Miscellaneous Business: 

Whereas, Certain advertising material is being distributed in various 
parts of the United States; and 

Whereas, This advertising extols the choice of a specialist in obstetrics 
and a specialist in pediatrics as compared with the choice of a genera! 
practitioner for the care of maternity and pediatric patients; and 
Whereas, Said advertising extols hospitats approved by the American 
College of Surgeons as compared with others that may not be so 
approved; and 

Whereas, Certain advice regarding sexual intercourse, certain com¬ 
ments on premature delivery, certain illustrations of vertex and breech 
presentations are contained in these publications; therefore be it 
Resolved, That the House of Delegates of the American Medical Asso¬ 
ciation deprecates the spirit and inferences contained in such advertising 
matter, the unjust discrimination against general practitioners, those who 
have educated them, and the governmental bodies which have licensed 
them; and be it further 

Resolved, That the Board of Trustees of the American Medical Asso¬ 
ciation request ttie Better Business Bureaus, the United States Chamber 
of Commerce, or any other appropriate body, to use its influence toward 
accomplishing the cessation of such biased advertising. 

Report of Reference Committee on Miscellaneous 
Business 

Dr. Andrew A. Eggston, Chairman, presented a report, 
which, including the following substitute resolution, was duly 
adopted: 

Whereas, A targe amount of advertising by pharmaceutical houses and 
other business and promotional programs, including those selling maternal 
and layette supplies, iias in many instances been objectionable and not 
in the best interest of the public; and 
Whereas, Certain statements concerning medical practice are inaccu¬ 
rately presented and appeal in varying instances to the public, by-passing 
the medical profession and disregarding established standards; there¬ 
fore be it 

Resolved, That Ute House of Delegates recommends to advertising 
agencies that they make all efforts possible to correlate their advertis¬ 
ing programs with the principles of the best practice of modern medicine. 

Your Reference Committee recommends that this substitute 
resolution be adopted instead of the Resolution on Lay Adver¬ 
tising and Resolution on Sales Promotion Methods of Pharma¬ 
ceutical Houses. 


J.A.M.A., June 30 , 1951 


Resolution on Restricted Membership 
Dr. Andrew A. Eggston, New York, presented the follow™ 
resolution, which was referred to the Reference Committee „„ 
Miscellaneous Business: 00 

Resolved, That the House of Delegates of the American Medical Asm. 
cation request the Secretary and the officers to collect, orgameTad 
make available to interested constituent state associations and compootut 
county societies, for their guidance and assistance, all pertinent infer, 
mation and experiences bearing on possible restrictions to membtnkio 
based on race or religion. ' 


Report of Reference Committee on Miscellaneous 
Business 

Dr. Andrew A. Eggston, Chairman, presented the following 
report, which was duly adopted: 

As this question is being considered in the communities in¬ 
volved and progress has been made, and since membership 
should be considered on a local, not a national level, your 
reference committee disapproves of this resolution. 

Resolution on Approval of Program for Promotion of Research, 
Education and Preventive Service 

Dr. William L. Benedict, Section on Ophthalmology, pre¬ 
sented the following resolution, which was referred to the Refer¬ 
ence Committee on Miscellaneous Business: 

Whereas, It is estimated that 260,000 Americans are blind and nmj 
hundreds of thousands more are severely visually handicapped; and 

Whereas, Much of this blindness could be prevented by research la 
improve methods of diagnosis, treatment and prevention, by educates 
of the public and other groups and by promoting the provision of Rich 
preventive services as vision-testing of children, industrial eye programs 
and social service follow-up; and 

Whereas, The National Society for the Prevention of Blindness was 
organized in 190S to unite lay and professional forces in an all-out 
attack against unnecessary blindness and has carried on its program over 
the years, working closely with the medical profession and all interested 
groups; therefore be it 

Resolved, That the American Medical Association approve the program 
of the National Society lor the Prevention of Blindness for the pro¬ 
motion of research, education and preventive service. 


Report of Reference Committee on Miscellaneous 
Business 

Dr. Andrew A. Eggston, Chairman, presented the following 
report, which was duly adopted: 

Your reference committee approves this resolution. 


Resolution on Costs of All Technical and Professional Training 
Dr. E. F. Hoffman, California, submitted the following reso¬ 
lution, which was referred to the Reference Committee on 
Legislation and Public Relations: 

Whereas, It is good accounting practice for business organizations to 
establish the costs required to create the going concern and to deprecu e 
this capital initial cost over an appropriate period; and 
Whereas, This procedure has met with the approval of the 
ment of Internal Revenue and is customary; and 

Whereas, The costs of a professional education are dispersed owl a 
period of years during which there is no income to offset these costs, 
Whereas, These costs represent a capitalization charge which w 
constitutes a taxable loss to the individual; and 
Whereas, All occupational training expenses are now neglected in 
fashion; now, therefore, be it 

Resolved, That the American Medical Association seek “W™*" 
legislation to authorize the establishment, for tax purposes, ot t 
of all technical and professional training to be amortized over a 
priate period. 

Report of Reference Committee on Legislation and 
Public Relations 

Dr. L. G. Christian, Chairman, presented the following re 
port, which was duly adopted: 

After thoughtful deliberation, your committee believes 

the problems involved in this resolution are so comp^ 

action should be deferred until the matter has receiv _ 
sideration by the Board of Trustees, our co r(J 

mends, therefore, that this resolution be referred to 
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Resolution on Investigation of School System 
Dr E F Hoffman, California, presented the following reso¬ 
lution, which was referred to the Reference Committee on 
Legislation and Public Relations: 


WHEREAS The American Medical Association, its constituent state asso¬ 
ciations and the component county associations thereof are now and have 
been for some time engaged in a hitter and grueling struggle to prevent 
the socialization of medicine with its mevitable accompaniment of the 
ultimate disintegration and destruction of good scientific care; and 
Whereas The socialization of medicine is just one phase of a long- 
range plan'to collectivize every phase of our economic and social struc- 
ture* and 

Whereas Many of our educators and many of the organizations to 
which they’belong have for many years conducted an active, aggressive 
campaign to indoctrinate their students in grammar school, high school 
and college with the insidious and destructive tenets of the welfare state, 
beginning with John Dewey and the philosophy of progressive education 
as promulgated by the Columbia University Teachers College, this teach¬ 
ing of hatred and scorn for the American system of private enterprise 
having been so widespread and successful that as a result our voters are 
conditioned to accept all manner of totalitarian expedients in direct viola¬ 
tion of economic law; and 

Whereas, The Sons of the American Revolution presented to the last 
Congress a Dill of Grievances, setting forth specific Instances of such 
teachings by individuals and the subversive textbooks to implement such 
teachings, and calling for a Congressional investigation of such teachings 
to the end that proper remedial steps might be taken; now therefore be it 
Resolved, That the American Medical Association be requested to call 
on Congress to make a thorough investigation of our entice school system 
with particular reference to the teachers and authors of text-books advo¬ 
cating the overthrow of the American system of free enterprise by (he 
infiltration of the un-American fallacies of collectivism. 


Report of Reference Committee on Legislation and 
Public Relations 

Dr. L. G. Christian , Chairman, presented the following re¬ 
port, which was duly adopted: 

The resolution introduced by Dr. E. F. Hoffman, California, 
has been amended with the approval of Dr. Hoffman and now 
reads as follows: 

Whereas, The American Medical Association, its constituent state asso¬ 
ciations and the component county associations thereof are now and have 
been for some time engaged in a bitter and grueling struggle to prevent 
the socialization of-medicine with its inevitable accompaniment of the 
ultimate disintegration and destruction of good scientific care; and 

Whereas, The socialization of medicine is just one phase of a long- 
range plan to collectivize every phase of our economc and social struc¬ 
ture; and 

Whereas, Many of oui educators and many of the organizations to 
which they belong have for many years conducted an active, aggressive 
campaign to indoctrinate their students in grammar school, high school 
and college with the insidious and destructive tenets of the welfare state, 
this teaching of hatred and scorn for the American system of private 
enterprise having been so widespread and successful that as a result our 
voters are conditioned to accept all manner of totalitarian expedients in 
direct violation of economic law; and 

Whereas, The Sons of the American Revolution presented to the last 
Congress a Bill of Grievances, setting forth specific instances of such 
teachings by individuals and the subversive textbooks to implement such 
teachings, and calling for a Congressional investigation of such teachings 
to the end that proper remedial steps may be taken; therefore be it 

Resolved, That the American Medical Association endorse the principle 
of requesting the Congress to make a thorough investigation of our entire 
school system, with particular reference to the teachers and authors of 
textbooks advocating the overthrow of the American system of free enter¬ 
prise by the infiltration of un-American fallacies of collectivism; and be 
it further 

\r^ CS D* Ve ^’ ^ at a cop y l ^is res °lution be sent to the President, the 
Vice President and members of the United States Senate and the House 
of Representatives. 


Whereas, Such procedure permits employees in high income tax 
brackets to provide for retirement which would be impossible were they 
to attempt personally to provide for retirement out of income remaining 
after payment of Federal personal income taxes at high rates; and 

Whereas, The Federal income tax law in the case of profit sharing 
trusts permits the annual benefit provided for employees of corporations 
to attain a level of 15 per cent of the compensation otherwise received; 
and 

Whereas, These pension plan and profit sharing benefits are not avail¬ 
able to self-employed business and professional men, whether partners or 
sole proprietors, and there is no reason for such arbitrary discrimination; 
now, therefore, be it 

.Resolved, That this Association does recommend that the Congress of 
the United States amend the Federal Income Tax Code to provide— 

(a) All self-employed business and professional men, including partners 
and sole proprietors, be permitted to set aside for purposes of retire¬ 
ment up to, but not exceeding, fifteen per cent of their annual income 
each year under a set plan and formula filed with the Bureau of Internal 
Revenue, said amount so set aside to be a deduction for Federal income 
tax purposes. 

(b) On the self-employed individual drawing on the amount so 
set aside in accordance with the provisions of the plan provided, the 
amount so drawn becomes taxable income to him, or to his heirs, even 
as is now provided with respect to benefits actually paid to employees 
out of pension plans and profit sharing trusts under the Internal Revenue 
Code. 


Resolution on Pension Plans By Corporations 
Dr. W. H. Huron, Michigan, presented the following resolu¬ 
tion, which was referred to the Reference Committee on Legis¬ 
lation and Public Relations: 

Whereas, Present laws allow pension plans by corporations tor both 
executive and labor groups; and 

Whereas, The earning power of professional people is crowded into a 
relatively short span of years which places them in a higher income 
bracket during that time with little opportunity under present high income 
taxes to create a pension for themselves; therefore be it 
Resolved, That the American Medical Association seek to remove 
present discrimination against professional people in matters of income 
tax levies by joining with the American Bar Association and other pro¬ 
fessional groups to initiate legislation in Congress which wilt amend the 
existing pension trust provisions so as to permit partners and individual 
proprietors to formulate pension plans, the costs of which are deductible 
in computing income tax, but to be subject to taxation when the trust is 
eifective. 

Resolutions on Retirement Benefits for Professional Persons 
Dr. W. P. Anderton, New York, presented the following 
resolutions, which were referred to the Reference Committee 
on Legislation and Public Relations: 

Whereas, The present high levels of federal taxation on earned income 
make it virtually impossible for professional persons and other recipients 
of earned income to provide from this income for retirement; and 
Whereas, The problem of providing retirement benefits has to a great 
extent been solved for corporate employees by Section 165 of the U. S. 
Internal Revenue Code; and 

Whereas, The need for such retirement benefits is equally great in the 
case of professional persons and other persons having earned income hut 
not covered by a pension plan; and 
Whereas, The American Bar Association has made a special study and 
has prepared legislation to be submitted to Congress aimed at making 
available retirement benefits for those persons having earned income but 
not covered by a pension plan; therefore be it 

. Resolved, That the House of Delegates of the American Medical Asso¬ 
ciation urge the Board of Trustees to support and seek to participate in 
all measures that may facilitate the enactment of such legislation into 
law; and be it further 

Resolved, That this House of Delegates approve in principle United 
States House of Representatives Bill No. 3-156, introduced by Mr 
Frederic R. Coudert, Jr„ 11th District, New York. 


Resolution on Pension Plans and Profit Sharing Trusts 
Dr. William D. Stovall, Wisconsin, submitted the following 
resolution, which was referred to the Reference Committee on 
Legislation and Public Relations; 

,, T be Internal Revenue Code provides for special treatment in 

.. „ c ° f p R c , ns '° n plans ani1 P ro fit sharing trusts adopted by employers 
• nc ^f °f employees to the extent that the contributions of the 
„„ C n i.° llt prnsion plan, or profit sharing trust, are deductible by 
further - iff. c * Pcma fo * Federal income tax purposes, and to the 
Sion plan' or n'rnfit^h^"'^ 15 accruin S to the employee under the pen- 
Saitl emniniiM pr °^ t sharin 8 trust, do not constitute taxable income to 
or ptofif sharimTtml't' tc , ccl |'” k K ? ual distribution from the pension plan, 
income; and <mU> at wt " ch Umc thc ac,ual distributions are taxable 

and Vj prom S ’sharine ;! nfuK C ^ 0ne -‘ 1 provisioas wittl respect to pension plans 
who P „7 ,S , pCrm,t employees and officers of corporations 

EH9“ p -^ MVp£ 

- lhLoa 


Report of Reference Committee on Legislation and 
Public Relations 

Dr. L. G. Christian, Chairman, submitted the following re¬ 
port, which was duly adopted: 

Your reference committee has given careful consideration 
to the three resolutions referred to it relating to pension plans 
for physicians, introduced by Dr. Huron of Michigan, Dr. 
Anderton of New York and Dr. Stovall of Wisconsin. Since 
all of these resolutions deal with the same subject matter, they 
were considered jointly. 

The objective sought is to establish a procedure whereby 
physicians and members of other professional groups may dur¬ 
ing them most productive years provide for their old age and 

S.ffSSJT* ^ th R PUrChaS£ ° f retiremcnt befits 

ceived^i^Tprol^chire'is^present^availSile'^or^thr^benefit 

whni°LuVmploy*r S ° £ C0rp ° ra,i0ns but not to taxpayers 
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The Board of Trustees in February, 1948, gave consideration 
to a somewhat similar proposal and approved it in principle. At 
a subsequent meeting of the House of Delegates, also in 1948, 
the action of the Board was expressly commended by the House. 
Since that time the directors of the Bureau of Medical Economic 
Research and of the Bureau of Legal Medicine and Legislation 
have had a number of conferences with representatives of the 
American Bar Association and of the Association of the Bar 
of New York City in an effort to develop appropriate legislation 
for presentation to Congress. Your Reference Committee has 
been informed that the draft of legislation being prepared by a 
special committee of the American Bar Association is approach¬ 
ing final form which will be introduced in the Congress in the 
near future. 

There have been introduced in the Congress from time to 
time a number of bills dealing with this subject. There are now 
pending the bill referred to in the New York resolution, H. R. 
3456 and another introduced within the last several days. Your 
reference committee does not believe it timely for the House to 
express its support of any particular bill. It does recommend 
that the House re-emphasize its 1948 endorsement of the prin¬ 
ciple embodied in this proposal, with a reasonable ceiling on 
the amount of the retirement benefit and that the Board of 
Trustees be requested to continue its efforts in support of this 
principle, giving special consideration to any legislation formu¬ 
lated by the American Bar Association. 

Resolution on Appointments to the Commission on 
Accreditation of Hospitals 

Dr. C. A. Nafe, Indiana, presented the following resolution, 
which was referred to the Reference Committee on Medical 
Education and Hospitals: 

Whereas, There has been a tendency on the part of some hospitals in 
some pacts of the United States to limit staff membership and deny to 
general practitioners the facilities of those hospitals; and 

Whereas, There is no specific provision in the establishment of the 
Joint Commission on Accreditation of Hospitals for representation of 
the general practitioner, while there is for the surgeon and internist; and 

Whereas, It is to the best interest of the medical profession and of 
the public generally to maintain proper hospital facilities for general 
practitioners to care for the patients; therefore be it 

Resolved, That this House of Delegates request that an adequate 
number of general practitioners be appointed at all times to the Joint 
Commission on Accreditation of Hospitals. 

(For report of Reference Committee on Medical Education 
and Hospitals, see its report under Report of Board of Trustees.) 

Resolutions on Hospital Standardization 

Dr. Ralph A. Johnson, Michigan, presented the following 
resolutions, which were referred to the Reference Committee 
on Medical Education and Hospitals: 

Whereas, The American Medical Association has long conducted the 
inspection of hospitals with reference to their desirability for intern and 
resident training; be it 

Rexofmf, That this House of Delegates believes that the American 
Medical Association should extend that inspection service to Include the 
inspection of all portions of hospital care and looking to the standardi¬ 
zation of hospitals; and be it further 

Resolved, That the Board of Trustees be and is hereby directed to 
implement this policy and to proceed to the general inspection of hos¬ 
pitals inviting the cooperation of any other national organizations which 
have an interest in this problem. 

(For report of Reference Committee on Medical Education 
and Hospitals, see its report under Report of Board of Trustees.) 

Resolution on Preceptorship for Medical Students 

Dr. R. Stanley Kneeshaw, California, presented the following 
resolution, which was referred to the Reference Committee on 
Medical Education and Hospitals: 

Whereas, The training of the medical student today in the science of 
medicine is of the highest caliber, but that training does not include 
instruction in the art of practice or in the basic economics so essential 
in modern society; and 

Whereas, This essential fundamental training could well be provided 
by a system of preceptorship in. which the student would be placed under 
the guidance of a successful practitioner in his locality, such allocation 
to be made by the county medical society with the aid of registration 
facilities provided by the Student American Medical Association; now 
therefore be it 

Resolved, That the Board of Trustees be requested to establish a sys¬ 
tem of preceptorship for the instruction of medical students in the art 
and economics of the practice of medicine, such a system to be organized 
within the framework of the Student American Medical Association and 
with the aid and approval of the local county society. 


Report of Reference Committee on Medical Education and 
Hospitals 

Dr. William Bates, Chairman, presented the followine remit 
which was duly adopted: ** ’ 

Your committee is in complete sympathy with the intent of 
this resolution. It should be pointed out that already fourteen 
medical schools have adopted the preceptorship idea. The com¬ 
mittee recommends that at the national level the Council on 
Medical Education and Hospitals continue its study of pre- 
ceptorsbips, and that it invite representatives of the Student 
American Medical Association to sit in at its meetings. De¬ 
tails of the system of preceptorships must necessarily vary in 
different communities and your committee recommends that 
such details be left to the individual deans' committees of 
medical schools, the local chapter of the Student American 
Medical Association and the local county and/or state med'cal 
society. 

Resolution on National Education Fund 

Dr. Leo F. Schiff, for the Medical Society of the Statu of 
New York, submitted the following resolution, which was re¬ 
ferred to the Reference Committee on Medical Education and 
Hospitals: 

Whereas, The American Medical Association is actively ensav-ed in a 
campaign to raise funds for the maintenance of medical educat.on without 
governmental support and control; and 

Whereas, All physicians regardless of their school of graduation ase 
being asked to contribute annually to this fund; and 

Whereas, Such contributions by individual doctors will tend to di- 
courage contributions by them to schools of their choice au alumni cl 
such schools; and 

Whereas, Many schools depend to a great extent on thiir alumni tot 
continued financial support; and 

Whereas, Such alumni support varies widely in different schools both 
as to percentage of contributing alumni and sums contributed; there¬ 
fore be it 

Resolve cl, That the House of Delegates of the American Medical Asso¬ 
ciation urge the American Medical Education Foundation O accept con¬ 
tributions in such manner as to permit the allocation of all or any part 
of a contribution to a particular medical school at the jequest of the 
contributor. 


Report of Reference Committee on Medical Education 
and Hospitals 


Dr. William Bates, Chairman, submitted the following report, 
which was duly adopted: 

As the Chairman of the American Medical Education Foun¬ 
dation has already announced to this House that the purpose 
of this resolution, the allocation of all or any part of any in¬ 
dividual’s contribution to a particular medical school at the 
request of the contributor, has already .been arranged tor and 
plans made for implementing it, your Committee approves of 
the action taken by the American Medical Education Founda¬ 
tion and commends the Medical Society of the State of New 
York for its constructive thinking as demonstrated by its resolu¬ 


tion. 

Resolutions on Blue Shield 

Dr. R. L. Novy, Michigan, presented the following resolu¬ 
tions, which were referred to the Reference Committee on in¬ 
surance and Medical Service: 

Whereas, Certain organized medical societies throughout the 
have caused to be created seventy-four (74) nonprofit voluntary 
mem plans known collectively as the Blue Shield plans to meet the c 
of medical care for major or serious illnesses; and . 

Whereas, This Blue Shield movement has met with widespread pu 
approval now covering over 20 million people, having grown in 
per cent in the past year; and . .. - hv5 j. 

Whereas, Over 100,000 practicing physicians are participating r 

cians in these plans; and „„vemii>S 

Whereas, Over 725 practicing physicians on’the various goveroias 
boards of the Blue Shield plans are givtng their time and co 
direct and further increase the usefulness of these plans m the P 

11,1 WHEKE?s, d Jn this House of Delegates of the American 
ciation nearly one-third of the members are serving not only 6 ^ 
medicine but also serving in official policy-shaping capacity for 
Shield plans; therefore be it . Medical Asso- 

Resolved, That the House of Delegates of the *7’ ciation 

ciation in annual session assembled does herebysocieties 
and extend its congratulations to the several S P°" SI T 6 sWeld plans 
for the constructive, positive program known as the Blue sn , op 
that they have so admirably and wisely initiated and continue 

trjzr& , £r *- - * 

benefit of the American people. 
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Report of Reference Committee on Insurance and 
Medical Service 

Dr. William R. Brooksher, Chairman, submitted the follow- * 

ina report, which was duly adopted: .... , „ 

Your committee recommends approval of this resolution 
with amendments to provide that approval, commendation and 
congramlations be extended not only to the medical societies 
sponsoring Blue Shield Medical Care Plans but to 'hose medica 
societies that sponsor other plans for the provision of the cost 
of medical care for major and serious illnesses. 

Resolution on Insurance Reporting Forms 
Dr R L Novy Michigan, submitted the following resolution, 
which was finally referred to the Reference Committee on 
Miscellaneous Business: 

Whereas In many cases insurance reporting forms of commercial 
insurance companies are unduly long, require excessive duplicate and 
thus make completion of these forms unnecessarily Ume consuming; and 
Whereas Difficulty lies in obtaining cooperation towards shortening 
these forms by any state medical society due to the national character 
of the insurance companies; and 

Whereas, For any state to adopt a uniform reporting form would be 
unsatisfactory to insurance companies; and 
Whereas, This problem is not unique to Michigan doctors but is 
common to all members of the medical profession; therefore be it 
Resolved, That the American Medical Association consider this prob¬ 
lem and in collaboration with insurance companies of America develop 
mutually satisfactory reporting forms of a more efficient and shortened 
variety. 


Report of Reference Committee on Miscellaneous 
Business 

Dr. Andrew A. Eggston, Chairman, submitted the following 
report, which was duly adopted: 

Your reference committee invites your attention to the fact 
that certain simplified forms have already been approved by 
' the Council on Medical Service. This information appears not 
to be generally known and the Council on Medical Service is 
requested to supply each constituent medical association with 
copies of these simplified forms. 

Your reference committee, with the above comments, ap¬ 
proves of this resolution. 


Resolution on Medical Prepayment Plans 
Dr. H. P. Ramsey, District of Columbia, submitted the fol¬ 
lowing resolution, which was referred to the Reference Com¬ 
mittee on Insurance and Medical Service: 

Whereas, The growth of medical prepayment plans sponsored by medi¬ 
cal societies is a source of great satisfaction; and 
Whereas, The growth has revealed the strength and weaknesses of these 
plans; and 

Whereas, Critical years are ahead for medical prepayment plans and 
the sympathetic understanding and cooperation of all physicians is es¬ 
sential; and 

Whereas, It is vitally important that the best possible relationship 
should exist between the American Medical Association and the plans 
sponsored by medical societies; therefore be it 
Resolved, That the House of Delegates authorize the creation of a 
special committee to study the relationships between the American Medical 
Association and medical society-sponsored prepayment plans, and that it 
submit its findings to the House at the Interim Session in Los Angeles. 


Report of Reference Committee on Insurance 
and Medical Service 

Dr. William R. Brooksher, Chairman, presented the following 
report, which was laid on the table: 

Your reference committee believes that such a study should 
be conducted by the already established Council on Medical 
ervice of the American Medical Association and recommends 
t lat it be directed to conduct the proposed study and to report 
its tndtngs at the Clinical Session in Los Angeles. 


Resolution on Distribution of Medical Care 

Costello, New Jersey, presented the followin 
resolution, which was referred to the Reference Committee o 
Insurance and Medical Service; 

of the American Medical Assoc 

following rccommen n d“uon n T?* ““‘t* U 

insurance: romt Numb « 3, relating to voluntai 

mcd^cM^carc^plaS’to covcrage by voluntary hospital an 
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medically indigent by the utilization of voluntary hospital and medical 
care plans with local administration and local determination of needs”; and 

Whereas, The American Medical Association has steadfastly maintained 
that the problem of assuring adequate medical care to all the people can 
be solved without resort to any national legislation that would establish 
a governmental monopoly in the provision of medical service or impose 
governmental dictation and control over the practice of medicine; and 

Whereas, The American Medical Association believes that, as a matter 
of sound public policy, all agencies of government should stimulate and 
encourage the voluntary cooperative agencies created by the people to 
solve their social problems, never supplanting or superseding such agencies; 
and 

Whereas, The American Medical Association recognizes an obligation 
to translate into action its declared purposes concerning the “further 
development,” “wider coverage,” and “extension” of voluntary hospital and 
medical care plans; therefore be it 

Resolved, By the House of Delegates of the American Medical Asso¬ 
ciation, in annual meeting assembled in Atlantic City this 11th day of 
June, 1951, that the following statement and proposals be approved and 
promulgated as the official action program of the American Medical 
Association. 

PREAMBLE 

The American Medical Association favors, and always has 
favored, a constructive approach to the solution of the national 
health problem. The solution of medical and health problems 
should be undertaken in a realistic, scientific spirit. Moreover, 
since the health of the people transcends all political considera¬ 
tions, it must be considered on a nonpartisan basis. 

The American Medical Association believes there are areas 
in which government may beneficially cooperate with the citi¬ 
zens, individually or acting through voluntary assocations, in 
furthering a health program in the interest of all the people, 
and without jeopardy to individual liberty. It is generally recog¬ 
nized that voluntary cooperative effort should have priority at 
all times. Government should seek to promote and supplement 
the efforts of free citizens (not to supplant or supersede volun¬ 
tary action), whenever voluntary cooperative effort can meet the 
need. 

Any constructive approach to solution of the health problem 
must take into account the several classifications of those who 
require medical care, namely, (1) those who are able to sustain 
the full cost of providing for hospital and medical care, (2) those 
who are employed for wages and salaries in the medium income 
brackets, (3) the “medically indigent,” whose income does not 
suffice to meet the costs of catastrophic illnesses, (4) the totally 
indigent, who are on public assistance rolls, and (5) the chroni¬ 
cally ill. 

Any adequate program to meet health needs should include 
medical and hospital care. Insofar as possible, such care should 
be so inclusive that everyone may budget in advance against 
the financial burden of sudden illness. In addition, the program 
should assure every community of basic health protection 
through well-organized professional public health departments. 

No matter what program is devised, it should be experimen¬ 
tal, flexible and evolutionary in character. It should be suffi¬ 
ciently concrete as to be readily understood and practically 
adaptable everywhere. 

The American Medical Association, therefore, offers the fol¬ 
lowing proposals for a cooperative health program, in which 
national, state and local governments may participate, without 
endangering individual initiative, personal freedom or scientific 
progress. The sequence in which this program is set forth does 
not necessarily indicate the relative importance of its parts. 


PROGRAM 


1. Voluntary nonprofit organizations should be used as the 
best means of budgeting hospital and medical service for the 
individual and his family. 

(a) The Blue Cross movement, providing for hospital care on 
a nonprofit, minimum cost basis, is recognized as the out¬ 
standing development in this direction. Blue Cross has extended 
to nearly every part of the United States. There are now 96 Blue 
Cross organizations with a combined enrolment of more than 
35 million people. 


AUU -U1LLC 


—■— *—launuicu wumu me pasi 
decade, has made possible the prepayment of medical care on a 
budget basis, which in some areas means that the doctor’s bill 
for ehgffiie care is covered in full for 80% of subscribers and 

" d£Pend ^ ? f wliom there are now more than 12 million 
persons enrolled throughout the United States. 
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2. For persons able and willing, at their own expense, to meet 
the cost of enrolment in such voluntary nonprofit organizations, 
we propose that the premiums be made eligible for deduction 
for income tax purposes, regardless of the financial status of the 
subscriber or the amount of the premium paid. 

Such deduction is equitable, inasmuch as employers who pay 
or contribute to the enrolment cost for their employees are 
already permitted to deduct these costs for income tax purposes, 
in cases where the latter enters into the computation of Federal 
income tax. 

3. For employed groups, it is encouraging to note the grow¬ 
ing practice of the employer contributing toward the cost of 
health and welfare programs for his employees and dependents. 
As mentioned, such payments are usually tax-deductible as part 
of the cost of production, and are being increasingly recognized 
as a legitimate part of that cost. 

4. As an immediate encouragement toward employer con¬ 
tribution toward the enrolment cost of hospital and medical 
protection, government, at every level from municipal to na¬ 
tional, should promote the program of such protection for its 
own employees by assuming either a part or all of the cost of 
enrolment in voluntary prepayment plans. 

5. As rapidly as possible, consistent with actuarial experience 
and sound administration, the services eligible under such vol¬ 
untary nonprofit organizations should be extended to cover all 
nonchronic ailments on an inclusive basis. 

6. After sufficient enrolment is attained, we recommend that 
consideration be given the practicability of providing medical 
care protection on an inclusive basis to subscribers in voluntary, 
nonprofit plans, regardless of the financial status of the sub¬ 
scribers, and with no salary limitation for over-all inclusive 
service. 

7. We propose that immediate study be given the possibility 
of providing voluntary, nonprofit protection for those who are 
“medically indigent” though not on public assistance rolls, 
through the use of state and local funds for the purchase of 
such protection. As a rule of thumb to determine “medical in¬ 
digency,” the criterion might be the question whether one’s 
taxable income is such as to exempt him from payment of 
Federal income taxes. 

8. For the medical and hospital care of persons on public 
assistance rolls, we recommend the providing of service through 
state-county-municipal funds, perhaps utilizing on a cost basis 
the voluntary nonprofit organizations for the actual provision 
of the required services. 

9. There is no actuarially sound basis yet established for 
treating the chronically ill as an insured group. We suggest, 
therefore, that study be given to providing care for needy per¬ 
sons suffering from chronic illness, on a cost basis at state level, 
again with the possibility of utilizing the facilities of voluntary 
nonprofit organizations. 

10. The need for better local public health service in most 
areas of the United States has long been recognized, but progress 
in providing it has been discouragingly slow. We recommend 
that every state government adopt such legislation as may be 
needed to permit consolidation of local health jurisdiction into 
districts having sufficient size and resources to support at least 
a minimum staff and facilities for complete modern basic public 
health protection. 

11. There are numerous areas in certain states where the 
private practice of medicine is economically or professionally 
impractical, because the areas will not sustain a sufficient num¬ 
ber of capable physicians on a fee-for-service basis, or because 
hospital facilities are inadequate or lacking. Progress is being 
made under the Hill-Burton Hospital Survey and Construction 
Act toward meeting the deficit of hospital accommodations. We 
suggest exploring the possibility of the U. S. Public Health Serv¬ 
ice providing competent physicians to such areas when requested 
by state or local agencies. 

12. Such a cooperative health program as is here envisaged 
may require a considerable increase in the number of physicians, 
health officers, nurses and other medical personnel. Ideally, 
every qualified person desiring to enter the field of medicine and 
public health should be able to do so. We support a program of 
government subsidy, where needed, to assist qualified individuals 
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in obtaining professional training and to expand professions! 
training facilities where it is found possible to expand exisu'nc 
schools or to establish new ones. We believe that any govern 5 
mental subsidy that may be provided for these purposes should 
be granted unconditionally to approved institutions. 

The American Medical Association submits that through such 
voluntary cooperative action, the problem of attaining an ade¬ 
quate national health program can and will be solved. 

Report of Reference Committee on Insurance 
and Medical Service 

Dr. William R. Brooksher, Chairman, submitted the follow¬ 
ing report, which was duly adopted: 

The Medical Society of New Jersey’s resolution offering pro¬ 
posals for a cooperative health program in which national and 
state governments may participate was ably presented. Your 
committee is advised of the action of the House of Delegates 
this morning in approving that portion of the report of the 
Reference Committee on Reports of Board of Trustees and 
Secretary which recommends that the special committee author¬ 
ized by the House of Delegates at the 1950 Annual Session in 
San Francisco be empowered to formulate a statement of policy 
that will guide the Association and its constituent societies in 
implementing the Twelve Point Program. Your committee rec¬ 
ommends that this special committee give full and sympathetic 
consideration to the proposals submitted in this resolution with 
a view toward immediate adoption of some, and that it gie 
study to the applicability for subsequent adoption of the remsa- 
ing proposals. 


Resolution on Exchange Students 
Dr. W. F. Costello, New Jersey, presented the following reso¬ 
lution, which was referred to the Reference Committee on Medi¬ 
cal Education and Hospitals: 

Whereas, The United States of America is proclaiming the philosophy 
of the Brotherhood of Man and is prosecuting a policy of education io 
its efforts to secure world peace; and 

Whereas, The art and science of medicine knows no national bounta- 
ies; therefore be it 

Resolved, That the Medical Society of New Jersey approves the prin¬ 
ciple of exchange students in the interest of better understanding between 
men and approves of hospitals in this state accepting for intern training 
citizens of foreign countries who are recent graduates of acceptable 
foreign schools, and that the medical staffs of said hospitals be urged to 
teach not only the best in American medicine but also, by example and 
precept, the best in American democracy, with the hope that the exchange 
student wilt be so saturated with democracy as to be effective in son-ins 
the seeds of democratic principles on his return home. 


Report of Reference Committee on Medical Education 
and Hospitals 

Dr. William Bates, Chairman, submitted the following report, 
which was duly adopted: 

Your committee feels that the principles involved are worthy 
of wider adoption and hereby recommends that this House o 
Delegates publicize this activity of the Medical Society of 
Jersey to all component societies so that all states where 
and regulations of those bodies having charge of intern tra • 
ing permit may utilize this plan of education and gras 5 r0 ° 
indoctrination in the fundamentals of democracy. 


Resolutions on Proposing Greater Federal Economy 
Dr. William R. Brooksher, Arkansas, submitted the fol ow 
ing resolutions, which were referred to the Reference Comm> 
tee on Legislation and Public Relations: 

Whereas, Economy in government presupposes a wise expenditure o 
funds which have been exacted from the people by taxation; ana 
Whereas, It is desirable that a halt be put to the irrdtscrirmna 8^^,^ 
ing of federal subsidies for purposes which are amply able to P 

own way; and inausti- 

. Whereas, A beginning in such a reform should be «nnted»!e y t 
rated, to commence not with others but with the advocates of 
reform: and . 

whereas. The postgraduate courses provided from tax funm 

Federal Government are highly instructive and benefical to m ^ 
arofession but can be financed without difficulty by thus,e ’ mcdtaU 
recipients of such educational services, and it is the d “ irc 0 ' iad ^tc 
arofession of Arkansas to pay personally such ftes for the pos* 
instruction as is received in the future; now therefore be 



Vol. 146, No. 9 


PROCEEDINGS OF THE ATLANTIC CITY SESSION 


853 


Resolved By the House of Delegates of the Arkansas Medical Society 
that our Congressional delegation be and is hereby requested to make 
such efforts as may be necessary to eliminate from future budgets the 
expense of conducting courses of postgraduate work for the medical pro¬ 
fession; and be it further 

Resolved That our delegates to the American Medical Association be 
instructed to present this resolution to the House of Delegates of the 
American Medical Association in annual session at Atlantic City. June 
11-15,1951. 


Report of Reference Committee on Legislation 
and Public Relations 

Dr. L. G. Christian, Chairman, reported that the reference 
committee approved the resolutions and recommended their 
adoption and this report was duly adopted. 

Resolutions on Professional Standards in Hospitals to be Vested 
in American Medical Association 
Dr. Karl S. J. Hohlen, Nebraska, submitted the following 
resolutions, which were referred to the Reference Committee 
on Medical Education and Hospitals; 

Whereas, The American College of Surgeons has announced its decision 
to discontinue the program of hospital standardization it has so ably 
conducted for many years; and 

Whereas, The American Hospital Association Board of Trustees sub¬ 
sequently announced that the American Hospital Association would 
“assume full responsibility for the hospital standardization program now 
conducted by the American College of Surgeons," and its House of 
Delegates increased association dues to finance the program; and 

Whereas, Objections raised by the American Medical Association, the 
American Academy of General Practice and others to control of hospital 
medical practice by the American Hospital Association led to a series of 
conferences between representatives of the American Medical Association, 
the American Hospital Association, and the American College of Sur¬ 
geons; and 

Whereas, A compromise agreement has now been proposed for the 
creation of a joint committee composed of representatives from the 
American Medical Association, the American Hospital Association, the 
American College of Surgeons and the American College of Physicians, 
said committee to have complete authority over the evaluation and 
standardiration of hospitals, including bath administrative and professional 
aspects; and 

Whereas, The evaluation and standardization of medical practice in 
hospitals is of such paramount importance to all branches of the medical 
profession that it should be under the sole and complete authority of 
the American Medical Association, which is die only medical organization 
representative of the entire profession in America and in which all seg¬ 
ments of the profession have official democratic means for expressing their 
views on matters of such importance as the control of hospital medical 
practice; and 

Whereas, The creation of an extramural committee with authority over 
this important aspect of modern medical practice would deny those 
branches of the profession not officially represented on such committee 
an official voice in the establishment and control of policies and pro¬ 
cedures; now therefore be it 

Resolved, That, regardless of what other organizations may undertake 
in connection with the standardization of nonprofessional matters in hos¬ 
pitals, the sole responsibility for the evaluation, standardization and control 
of medical practice in hospitals should be vested in the Council on 
Medical Education and Hospitals of the American Medical Association; 
and be it further 

Resolved , That a copy of this resolution be furnished each Nebraska 
delegate to the American Medical Association with instructions that it be 
presented to the House of Delegates of the American Medical Association 
at its annual meeting in June 1951. 


(The report of the Reference Committee on Medical Educa¬ 
tion and Hospitals may be found under the Report of the Board 
of Trustees.) 


Resolutions on Combining Staff Meetings with County 
Medical Society Meetings 

Whereas, The attendance at required hospital stall meetings has becoi 
a Burdensome responsibility in communities wherein there is more tl 
one hospital; and 

Whereas, Attendance and interest in the county medical society 
sutierms by reason of the above; and 

T* 10 C ° UI ?V medical society is the important unit in 
^ 1 y ^ ,c Physicians of city, county, state and nation; therefi 

Lanca s l 'r County Medical Society instruct its de 
Snte Mr?iv S | v lll,s . rc ? OIu tion to the House of Delegates of the Nebras 
St e hledical Association at its next session; and be it further 

ddCKmcs'to '■ S3 ' d ». H ?- USC 0f Delegates instruct the Nebra! 

the House of iN /' JlcaI Association to present a resolution 

Ihe Olfi-crs n i c * 31cs o! ‘be American Medical Association asking tl 
ZmC o?hmni,T« r W . of& ials ta * c cognizance of the increasi 
order to me “ ings ,hat require attendance of the staff 

pointed out S the 5 cmb<:Rhl P “J hospital rating, and that it 
M the couniv meuS? ^ “ d offic : ial s that ““ activities and intere 
all times he * mcdlca f society, bosh scientific and organizational, must 
all times be paramount to those of hospital staffs; and beit further 


Resolved, That the delegates to the American Medical Association 
incorporate in their resolutions a request that the rules and regulations 
pertaining to hospital staff meetings be so modified as to permit the 
combining of staff meetings and clinical pathological conferences with 
county medical society meetings where such combinations are the desire 
of the membership. 

Report of Reference Committee on Medical 
Education and Hospitals 

Dr. William Bates, Chairman, presented the following report, 
which was duly adopted: 

Your committee realizes the time consuming demands made 
by required attendance at multiple medical meetings, as well 
as the requirements of attendance at hospital staff meetings by 
the Council on Medical Education and Hospitals of the Ameri¬ 
can Medical Association, and the more stringent requirements 
in like respect to maintain good standing regarding staff ap¬ 
pointments by the American College of Surgeons, as well as the 
high desirability of attendance at meetings of the local county 
medical societies. In order that the American Medical Associa¬ 
tion reopen a consideration of this problem before discussed by 
this House, your committee recommends that the Council on 
Medical Education and Hospitals study the whole problem of 
multiplicity of medical meetings and report its findings in this 
respect, perhaps after consultation with the American College 
of Surgeons, back to this House in December, paying particular 
attention to the desirability of setting up the mechanics of the 
implementation of the objectives of this resolution, particularly 
in'the smaller metropolitan and rural areas. 

Resolutions on General Practice Residencies 
Dr. Allen T, Stewart, Texas, presented the following resolu¬ 
tions, which were referred to the Reference Committee on Medi¬ 
cal Education and Hospitals; 

Whereas, It is lo the best interest of the people of this nation and the 
medical profession as a whole to have well trained family doctors in 
sufiicient number to care properly for the sick; and 
Whereas, The General Practice Residency as now set up by the 
Council on Medical Education and Hospitals of the American Medical 
Association and contained in the Essentials of Approved Residencies and 
Fellowships is woefully inadequate in surgical training; and 
Whereas, The final result of such inadequacy can only produce in the 
course of time men wholly unprepared to meet the needs of the people 
whom they serve, with general dissatisfaction of the men engaging in the 
general practice of medicine, and finally discrediting of the entire medical 
profession; therefore be it 

Resolved, By the House of Delegates of the Texas Medical Association 
that a better balanced training be given men serving General Practice 
Residencies with at least eight months out of the 24 devoted to surgery, 
four of which shall embrace operating room experience as assistant in 
major surgery, the remaining four months as now recommended for 
General Practice Residencies; and be it further 
Resolved, That ihe delegates from Texas to the American Medical Asso¬ 
ciation be and are hereby instructed to use every means at their command 
to have remedied ihe plan for General Practice Residencies as set forth 
above, and that they be further instructed to report at their first oppor¬ 
tunity progress made m presenting this resolution. 


Report of Refference Committee on Medical 
Education and Hospitals 

Dr. William Bates, Chaiiman, submitted the following report, 
which was duly adopted; 

Your Reference Committee on Medical Education and Hos¬ 
pitals reviewed the resolutions presented by the Texas delega¬ 
tion, which were thoroughly considered and witnesses heard. 

Your committee feels that no rigid, nationwide context should 
be made regarding the internship training. The present military 
emergency restricts all internships to one year. 

Your committee recommends, and the Texas delegation 
agrees, that this problem and the resolutions be given to the 
Council on Medical Education and Hospitals for further study. 


Resolution on Request for Section on Public Relations 
Dr. Floyd S. Winslow, New York, presented the following 
resolution which was first referred to the Council on Scientific 
Assembly for review and then, after the report from the Council, 
to the Reference Committee on Sections and Section Work; 


in “ , ' elatlons havc assumed a position of great importance 

in the existence of both community and physician; and 

the W Amerir S ; 1 . ite . rature comin S frequently to all members of 

the American Medical Association; and 
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Whereas, The assimilation of such literature regarding public relations 
is frequently difficult because of its volume and scope; therefore be it 

Resolved, That the American Medical Association establish a Section on 
Public Relations as part of its Scientific Assembly in accordance with 
Article 9, Section 3, of the Constitution. 

Report of Council on Scientific Assembly 

Dr. Charles H. Phifer, Acting Chairman, presented the fol¬ 
lowing report, which was duly adopted and referred to the Ref¬ 
erence Committee on Sections and Section Work, together 
with the original resolution: 

The Council on Scientific Assembly has carefully considered 
the resolution which was introduced by Dr. Floyd S. Winslow 
and referred to this Council. 

It is the considered opinion of the members of the Council 
on Scientific Assembly that while good public relations should 
be closely associated with the practice of medicine, the subject 
of public relations does not fall within the meaning of Article 
9, Sections 1, 2 and 3 of the Constitution in its definition and 
interpretation of the science and art of medicine. In view of 
these facts the creation of a Section on Public Relations as part 
of the Scientific Assembly would violate Article 9, Sections I, 
2 and 3 of the Constitution of the American Medical Association. 

Your Council on Scientific Assembly therefore recommends 
that this resolution be not adopted. 

In connection with the consideration of this resolution on 
public relations your Council on Scientific Assembly would like 
to call the attention of the members of this House of Delegates 
to the very excellent program on public relations arranged by 
the Trustees and officers of the American Medical Association 
which has been presented immediately prior to the opening of 
the clinical sessions of the Association. This should be attended 
by the members of the House of Delegates. 

Report of Reference Committee on Sections and 
Section Work 

Dr. Willard A. Wright, Chairman, submitted the following 
report, which was duly adopted: 

Your committee had referred to it the request for the forma¬ 
tion of a new Section on Public Relations; also the Report of 
the Council on Scientific Assembly recommending that this 
Section on Public Relations be not formed. Your committee 
concurs in the recommendation of the Council on Scientific 
Assembly that a new Section on Public Relations be not formed. 

Your reference committee desires to recommend to the 
Board of Trustees that continued efforts be made to increase 
the interest, education and participation by physicians in public 
relations. 

Your Reference Committee wishes to commend the Council 
on Scientific Assembly for the excellent programs presented at 
the various sessions. 

Resolutions on Sales Promotion Methods of 
Pharmaceutical Houses 

Dr. F. H. Muller, for the Illinois State Medical Society, intro¬ 
duced the following resolutions, which were referred to the Ref¬ 
erence Committee on Miscellaneous Business: 

Whereas, The Press Relations Committee of the Chicago Medical So¬ 
ciety has received many complaints relative to the sales promotion methods 
used by some of the pharmaceutical houses through the press, radio and 
television; and 

Whereas, Their appeal is directed in many instances to the public, 
by-passing the medical profession and disregarding established standards; 
therefore be it 

Resolved, That the Chicago Medical Society record its objection to these 
practices and direct that copies of this resolution be sent to all metro¬ 
politan press, radio and television services and that the Editor of The 
Journal of the American Medical Association comment on the same; 
and be it further 

Resolved , That the delegates of the Chicago Medical Society to the 
Illinois State Medical Society present this matter to the Illinois State 
Medical Society, requesting it to take cognizance of this situation and 
bring the same to the attention of the American Medical Association for 
appropriate action looking to the correction of this situation. 

(For report of Reference Committee on Miscellaneous Busi¬ 
ness, see its report on Resolution on Lay Advertising.) 

Resolution on Distribution of Interns 

Dr. F. H. Muller, for the Illinois State Medical Society, sub¬ 
mitted the following resolution, which, was referred to the Ref¬ 
erence Committee on Medical Education and Hospitals: 

Whereas, The present method o£ securing interns in hospitals is obvi¬ 
ously unfair to the small nonteaching hospital; and 
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Whereas, The patients in these small hospitals are entitled to the 
high type of medical service rendered in the larger hospitals; thttifa! 

Resalved, That the Council on Medical Education and Hosuitait 
requested to study this problem further in the interest of a more eouinw! 
distribution of interns, the apportionment being based on the number of 
beds in hospitals approved for intern training. 

Report of Reference Committee on Medical 
Education and Hospitals 

Dr. William Bates, Chairman, submitted the following report 
which was duly adopted: 

As any constructive answers to the Illinois State Medical 
Society’s Resolution on Distribution of Interns and the Resolu¬ 
tion on Distribution of Interns from the Ohio State Medical 
Association are dependent on the investigation being instituted 
by the Board of Trustees, this committee commends those 
societies for their constructive thinking. It recommends serious 
consideration by the Advisory Committee of our recommenda¬ 
tion for speed. The present cooperation between the Council on 
Medical Education and Hospitals and the official governing 
bodies of interns in the various states as well as the present 
vicious financial bidding for intern services are dependent on an 
early solution of this new investigating committee. 

Resolution on Blue Cross Benefits 
Dr. J. D. Hancock, Kentucky, presented the following rw- 
lution, which was referred to the Reference Committee on In¬ 
surance and Medical Service: 

Whereas, Blue Cross hospitalization insurance plans are usually limited 
by their corporate laws to pay benefits to hospitals only; and 
Whereas, It appears desirable from both an economic and public 
service aspect that such plans should pay benefits in emergency cases lot 
use of office facilities and supplies to a physician; and 
Whereas, Emergency medical service needs to be rendered in a hos¬ 
pital, but a subscriber to Blue Cross must receive such treatment in a 
hospital in order to receive liie benefits; and 
Whereas, In many areas additional costs are incurred transpoiting the 
patient to the hospital when the emergency care could more properly and 
efficiently be rendered in a physician's office; and 
Whereas, Revisions in the Blue Cross policy to provide payment » 
physicians for use of their facilities in treatment of emergency cases would 
result in a savings to the Blue Cross plan and a resultant conservation of 
the funds available for benefits of their insured; now therefore he it 
Resolved, That this House of Delegates instruct its Council on Medical 
Service to study the matter of payment for emergency care under Blue 
Cross plans and report its recommendations at the next session of this 
House of Delegates. 


Report of Reference Committee on Insurance 
and Medical Service 

Dr. William R. Brooksher, Chairman, presented the follow¬ 
ing report, which was duly adopted: 

Resolution on Blue Cross Benefits: Your committee recom¬ 
mends disapproval of this resolution for the reason that the reso¬ 
lution proposes the study of payment for emergency medic 
service under Blue Cross plans and your committee feels tha 
payments for such service should be made by medical care plans. 


Resolution on Hospital Standardization Program 
Dr. George Eari, Minnesota, submitted the following reso- 
ution, which was referred to the Reference Committee on a 1 
al Education and Hospitals: 

Whereas, The hospital standardization program carried on by 
•merican College of Surgeons is and should be continued by Ph:f 
tther than by lay organizations, such as the American Hospuai 
[ion; unci , . 

Whereas, The American College of Surgeons has indicated 1 ' 

> carry on this program unassisted; and „„ r « en ts 

Whereas The American Medical Association comprises and 1 p 
le American medical profession; therefore be it 

Resolved. That the American Medical Association s .®Sj y ' . „ 3inU in 
ination with the American College of Surgeons, continue and roainuun 
le hospital standardization program in its traditional form. 

(For report of the Reference Committee on Medical Edcca- 
on and Hospitals, see its report under Report of Boa 
rustees.) 

(To Be Continued) 
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ARIZONA 

County X-Ray Survey.—The Maricopa County chest x-ray 
survey finished its nine-week drive April 21. During the drive 
more than 176,000 x-rays were taken, representing 15.9% of 
the county’s eligible population, persons 15 years of age and 
older. The county placed sixth percentage-wise among 13 areas 
in the United States having similar anti-tuberculosis surveys. 
The state health department’s chest x-ray mobile unit, which 
participated in the Maricopa County drive, is proceeding with 
the program scheduled for communities in Navajo, Apache, 
Mohave, and Coconino counties. 


COLORADO 

Annual Rocky Mountain Cancer Conference—This fifth an¬ 
nual conference will be held in Denver July 11-12, sponsored 
by the Colorado State Medical Society and the Colorado Di¬ 
vision of the American Cancer Society. The guest speakers are 
Drs. VV. Edward Chamberlain, radiology, Philadelphia; Oscar 
T. Clagett, surgery, Rochester, Minn.; G. Edmund Haggart, 
orthopedics, Boston; John H. Lamb, dermatology, Oklahoma 
City; Walter L. Palmer, internal medicine, Chicago; John Rock, 
gynecology, Boston; Frank B. Queen, pathology, Portland, Ore., 
and Robert A. Scarborough, proctology, San Francisco. 

New Clinic for Denver.—A $264,912 grant from the Common¬ 
wealth Fund of New York to the University of Colorado and 
the City and County of Denver will be used to improve the 
education of doctors for general practice and to provide better 
care for the indigent of Denver through the establishment of a 
general medical clinic at the Denver General Hospital. Organi¬ 
zation and recruiting of the staff is now underway. The clinic 
will be organized so that one doctor will be in charge of each 
case and will be responsible for all referrals, including any 
appointments with specialists, or for special laboratory work. A 
unique aspect of the clinic will be the opportunity afforded to 
the staff to draw on public health and preventive medicine 
services. In terms of economy, the general medical clinic will 
reduce the reduplication of administrative work and cut down 
the cost of inpatient care, because the diagnostic and laboratory 
examinations can be done on an outpatient basis. In addition 
to medical staff, nursing personnel, and laboratory technicians, 
the clinic will also have a social worker and psychiatrist. 


ILLINOIS 

Society Elections.—At the annual meeting of the Illinois chap¬ 
ter of the American College of Chest Physicians May 23 the 
following officers were elected; Dr. Charles K. Petter, Wauke¬ 
gan, president; Drs. William J. Bryan, Rockford, vice president, 
and Abel Froman, Chicago, secretary-treasurer.-Die follow¬ 

ing members of the Illinois Psychiatric Society were elected to 
office May 19; Dr. William H. Haines, Chicago, president; Dr. 
Jules H, Masserman, Chicago, vice president, and Dr. Josephine 
M. Chapin, Chicago, secretary-treasurer. 


Northwestern Presents Honorary Degrees.—At the centennial 
year commencement exercises of Northwestern University in 
Evanston June II an honorary doctor of science degree was 
presented to Dr. Helen B. Taussig, professor of pediatrics, Johns 
Hopkins University Medical School, Baltimore, in recognition 
ot her studies and writings as having “contributed to the under¬ 
standing of congenital heart disease in children.” Percy L. 
Julian, Ph.D., director of research for Glidden Company, 
Chicago, received an honorary doctor of science degree in 
recognition of his investigations of the products of living organ¬ 
isms and his work in synthesizing hormones of the gonads and 
adrenal cortex from soy bean steroids. Dr. Joseph C. Hinsey, 
dean of Cornell University Medical College, New York, re- 


tacrcTr^Lr^t^mnl!? de P artme nt items of news of gene; 
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ceived an honorary doctor of science degree in recognition of 
his "noteworthy contributions to medicine as a teacher, investi¬ 
gator in the field of neuro-anatomy, administrator, and editor 
and writer for medical journals.” Mrs. Spencer Tracy, president 
of the board of directors of the John Tracy Clinic, Los Angeles, 
was also given an honorary doctor of science degree as a 
“spokeswoman for the needs of the young deaf child.” 

Chicago 

Student Prizes.—Robert J. Maganini, third-year medical student, 
has been awarded the 1951 Leo F. Miller Prize of $50 at the 
University of Illinois College of Medicine for his presentation 
of an essay in the field of orthopedic surgery. The prize-winning 
essay was entitled “Solitary Unicameral Bone Cyst.” A second 
place award of $15 was presented to William S. Johnson for his 
paper on “Traumatic Injuries of the Menisci.” George A. Hart 
received the third place prize of $10 for his essay on “Spondylo¬ 
listhesis." 

Research Institutes—Informal dedication of the University of 
Chicago’s 11 million dollar laboratories was held May 16. The 
laboratories include the Institute for Nuclear Studies, the In¬ 
stitute of Radiobiology and Biophysics, and the Institute for the 
Study of Metals. Equipment includes a synchrocyclotron that 
will produce a beam of particles known as mesons. About 15% 
of the eventual working time of the beam will be spent in 
biological experimentation. In addition, there are a 100 million 
volt betatron and two other atom smashers, a Van de Graaff 
generator, which produces a proton beam of two million elec¬ 
tron volts, and a 600,000-volt kevatron. 

Personals.—Dr. Harry F. Dowling, professor and head of the 
department of preventive medicine, University of Illinois Col¬ 
lege of Medicine, Chicago, has been appointed professor and 
head of the department of internal medicine at the university, 
elfective Sept. I. He will succeed Dr. Robert W. Keeton, who 
will retire from active service at the end of the current aca¬ 
demic year.-Dr. Lowell T. Coggeshall, chairman of the de¬ 

partment of medicine of the University of Chicago, has been 
appointed chairman of the committee on medical sciences of 
the Department of Defense Research and Development Board. 
He replaces Dr. Francis G. Blake of Yale University, who had 
been chairman since April, 1948. Dr. Blake’s replacement is in 
line with the Research and Development Board policy of rotat¬ 
ing committee chairmanships.-Dr. Robert M. Bloch, pro¬ 

fessor of medicine at the University of Chicago clinics, has been 
appointed chief of the division of pulmonary diseases at Monte- 
fiore Hospital for Chronic Diseases in New York, effective 
Aug. 1. 


KENTUCKY 


Joint Meeting.—The Christian County Medical Society and the 
Third Councilor District of the Kentucky State Medical Associa¬ 
tion held a joint dinner meeting at the Western State Hospital, 
Hopkinsville, June 12. The speakers were Dr. Robert M. Cole¬ 
man, Hopkinsville, “Clinical Problems and Radiation Sickness,” 
and Dr. Roy H. Moore Jr., Louisville, “Mass Treatment of 
Traumatic Injuries.” The meeting closed with a film entitled 
“Medical Aspects of the Atomic Bomb, Clinical Problems.” 


Rural Scholarship Fund.—A dinner meeting of the Rural Ken¬ 
tucky Medical Scholarship Fund was held in Louisville May 30 
m honor of the June graduates of the University of Louisville 
School of Medicine who had received aid from the fund. All 
students and former graduates interning or practicing who bad 
been granted assistance,, together with new applicants, were 
invited. At the business session following the dinner loans were 
^ovedior 56 SIudents in the University of Louisville School 
of Medicine and one student at St. Louis University School of 
Medicine, all of whom had received prior loans from the fund. 
Ten of 1. applicants for first loans were interviewed and ap¬ 
proval granted. Of the 49 students aided by the fund eight 
graduates are w practice, and five will begin practice in July. 
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MAINE 

Personal.—Clarence Cook Little, Sc.D., Bar Harbor, received 
from Boston University the honorary degree of doctor of 
science at commencement exercises June 4. Dr. Little is director 
of the Roscoe B. Jackson Memorial Laboratory. 

Annual State Medical Meeting.—The Maine Medical Associa¬ 
tion held its annual session at Poland Spring June 17-19 under 
the presidency of Dr. Foster C. Small, Belfast. Out-of-state 
speakers included: 

Edward L. Howes, New York, Corticotrophin (ACTH) and Cortisone 
in Surgery. 

Edward S. Judd Jr.. Rochester, Minn., Surgery of the Thyroid Gland. 
H. Bristol Nelson, Boston, Obstetrics for the General Practitioner. 

At a dinner Dr. John W. Cline, San Francisco, President of 
the American Medical Association, was the speaker. Gov. Fred¬ 
erick G. Payne delivered the address at the banquet. The 
woman’s auxiliary met in conjunction with the association. 

MINNESOTA 

Drs. Hench and Kendall Receive First Criss Award.—Because 
of their work in the development and use of cortisone, Dr. 
Philip S. Hench and Edward C. Kendall, Ph.D., of the Mayo 
Clinic, Rochester, were named joint winners of the first $10,000 
Dr. C. C. Criss Award of Mutual of Omaha. Presentation of 
the award was made at the meeting of the American Rheumatism 
Association at Atlantic City on June 9. Dr. Elmer L. Henderson, 
then President of the American Medical Association, introduced 
Dr. Neil L. Criss, medical director and treasurer of Mutual of 
Omaha, who presented each of the winners $5,000 and a gold 
medal. The Criss award was created in 1949 in honor of the 
founder and chairman of the board of the health and accident 
insurance company. It is awarded to the person or persons re¬ 
siding in the United States, Canada, Alaska, or Hawaii, who, in 
the opinion of the board of judges, make the greatest contribu¬ 
tion to public health and/or safety each year. 

NEBRASKA 

Fluoridation of Water—Beatrice is the first city in Nebraska 
to officially approve fluoridation of its municipal water supply 
for the partial control of dental caries. Superior has also officially 
approved the fluoridation of its public water supply and is taking 
steps to get the program in operation as soon as possible. 

NEW YORK 

University Appointment.—Dr. Frederick H. Hesser, who has 
been assistant professor of neurology at the State University of 
Iowa College of Medicine in Iowa City since 1948, has been 
appointed associate professor of neurology at Albany Medical 
College. He has also been appointed attending neurologist at 
Albany Hospital and will be in charge of the brain wave record¬ 
ing laboratory there. 

Dr. Collier Awarded Kaiser Medal.—At the annual meeting of 
the Rochester Academy of Medicine Dr. G. Kirby Collier, 
Rochester, was presented the Albert David Kaiser Medal, the 
highest award of the academy, “in recognition of his services to 
humanity.” Dr. Collier has been a physician in Rochester since 
1919. He is chairman of the section on convulsive disorders of 
the American Psychiatric Association and of the committee on 
nervous and mental diseases of the Medical Society of the State 
of New York. 

New York City 

City Suspends Immunization for Summer.—The New York City 
Department of Health has suspended immunizing infants and 
children over 6 mo. of age against diphtheria and whooping 
cough at the department’s 76 child health stations from June 15 
to Oct. 1 this year. This action is being taken because of a 
possible relation between recent immunization and paralysis in 
poliomyelitis. 

Dr. Gorham Heads Public Health Institute.—The Public Health 
Research Institute of the City of New York, Inc., has appointed 
Dr. L. Whittington Gorham of Albany as director to succeed the 
late Dr. Walter W. Palmer. Dr. Gorham has been a member of 
the Public Health Council of New York State for 11 years and 


J.A.M.A., June 30, JSj) 

chairman since 1947. He served as professor of medicine „ 
Albany Medical College from 1937 to 1948 and physician m 
chief of the Albany Hospital. Since 1948 he has been mofaS 
of medicine and coordinator of the division of oncology in tb- 
medical school and senior physician in the hospital. The Publi- 
Health Research Institute was organized in 1941 as a nonprofit 
membership corporation organized for the purpose ol under¬ 
taking research and investigation into problems of public health 


Personals.—Dr. Frank R. Ferlaino, medical director in fe 
York for General Motors Corporation and assistant clinical 
professor of industrial medicine at New York Postgraduate 
Medical School, has been made a trustee of the Society ol 
Medical Jurisprudence, succeeding Dr. L. Howard Moss, Rich¬ 
mond Hill, resigned.-Dr. Samuel Rosen, associate otologist 

at the Mt. Sinai Hospital, has accepted an invitation from the 
Ministry of Health in Israel to visit that country for a tour oi 
lectures and guest operations. Dr. Rosen will work at Tel Aviv, 
Haifa, and Jerusalem.-At the recent 75th anniversary meet¬ 

ing of the American Dermatological Association Dr, Howard 
Fox -was made an honorary member of the association. His 
father, Dr. George H. Fox, was one of the founders of tbs 
association. 


OHIO 

University Alcoholism Clinic.—The Alcoholism Clinic, seventh 
subdivision of the outpatient activities of the University of 
Cincinnati department of psychiatry, will accept its first patients 
on Aug. 1. The new clinic is to be supported financially by a 
group of industrialists organized as a Committee of the Public 
Health Federation. 

Cincinnati Society of Internal Medicine_This society was 

organized on May 18. The executive committee elected include 
Dr. Joseph N. Ganim, president; Dr. W. Orville Ramey, vice 
president; Dr. George X. Schwemlein, secretary-treasurer; Dr. 
Marion A. Blankenhorn, Dr. Harold K. Moss, and Dr. Robert 
M. Woolford. The society will hold monthly meetings. 

SOUTH CAROLINA 

New University Medical Center.—The first contracts have been 
let for the construction of the new Medical College of the State 
of South Carolina 400-bed teaching hospital. In addition, new 
laboratory, clinic, and library expansion of the existing plant 
have been made possible by an appropriation from tire stale 
legislature and a grant from the National Cancer Institute. 
Land has been acquired for the erection of a new dormitory 
building for students and some of the staff. Arrangements are 
virtually complete for the erection of a new tuberculosis hospital 
in connection with this medical center. Funds available to carry 
out the construction program amount to over 12 million dot ars, 
not including dormitory construction. The SouthLf °L 
Medical Association on May 15 appropriated $10,000 tor 
use of the Medical College of the State of South Carol/s 
connection with the proposed increase in its enrollment. 


TEXAS . 

Study of Burns.—The T. J. Brown and C. A. Lupton Foun a . jul 
has given a grant of $18,000 to the University of Texas; ^ 

Branch, Galveston, to support a fellowship in the “ IV R . dec 
plastic surgery under the direction of Dr. Truman U »> 
lr. The grant, which will be used to assist m studies on » 
jf treating severe burns, includes provision for teenme 
ints as well as for special equipment. 


hington _ . was 

tion to Children’s Orthopedic Hos f“ al rT[ e ° U ” h ; c h is 
in May 14 for the Children’s Hospital in Seat e, ^ ^ 
»st 4Vi to 5 million dollars and be an addit 
Iren’s Orthopedic Hospital. The 200-bed j— n ^ 

on the 25-acre Laurelhurst tract comparatively cm ^ 

fniversity of Washington School of Medicine, h j( 
of the hospital appears to limit lt to orthoped ^^ 
rown into a general children’s hospital with 36 P ^ 
s. The hospital, for which an additional mil 
raised, is scheduled for completion early m 
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Childrens Aid Ends in Greece.—The New York Times reported 
June 7 that after 3)4 years of mission work m Greece tne 
United Nations International Children’s Emergency Fund has 
announced that its work in that country would come to an end 
on June 30. The total value of food and supplies shipped by 
the fund during that time amounted to eight million dollars, 
and clothing and health projects cost $756,000. 

Books Reach Japanese Hospital.—The first medical books to 
reach the Cooperative Hospital of Nakano-ku, Tokyo, in more 
than a decade have been received by the institution’s founder, 
Dr Tovohiko Kagawa. The books were sent by the Cooperative 
League Congress, Chicago, through the CARE-UNESCO Book 
Fund Program. The shipment included five up-to-date works on 
bacteriology, anatomy, anesthesia, and medical principles and 
practice valued at $51.50. Medicine is one of 21 book cate¬ 
gories that are acceptable by the Book Fund, CARE, 20 Broad 
St., New York 5, or any CARE office in the United States. 

American Orthopaedic Association.—This association held its 
annual session June 20-23 at the Greenbrier, White Sulphur 
Springs, W. Va., under the presidency of Dr. James S. Speed, 
Memphis. Dr. Fremont Chandler, Chicago, was installed as 
the new president at this meeting. Those presenting papers by 
invitation were: 

Robert Robinson, Rochester, N. Y., Inorganic Component of Bone as 
Demonstrated by the Electron Microscope. 

Robert D. Ray, Seattle, A Comparative Study of Bone Grafting 
Materials. 

Charles H. Herndon, Cleveland, Experimental’ Studies in Transplanta¬ 
tion of Whole Joints. 

Ian Macnab, Toronto, Canada, Recurrent Dislocation of the Patella. 
George T. Pack, New York, Sarcomas of the Soft Somatic Tissues. 
Harold R. Bohlman, Baltimore, Replacement Reconstruction of the Hip. 
Arthur W. Ham, Toronto, Canada, Histophysiological Problems Peculiar 
to Calcified Tissues. 

William T. Mustard, Toronto, Iliopsoas Transfer for Hip Abductor 
Weakness. 

Cerebral Palsy Scholarships.—Alpha Chi Omega, national 
women's fraternity, and the National Society for Crippled 
Children and Adults, have jointly announced the names of six 
recipients of specialized scholarships in cerebral palsy. Those 
receiving scholarships include Mrs. Ruth E. Cook, teacher in 
charge of the Nursery School for Cerebral Palsied Children, 
Phoenix, Ariz.; Frederick Darley, Ph.D., assistant professor 
of speech, State University of Iowa, Iowa City; Murray M. 
Halfond, speech pathologist, Duke University School of Medi¬ 
cine, Durham, N. C.; Marilyn J. Hill, nursery school teacher at 
the Meeting Street School in Providence, R. I.; Betty Jane 
McWilliams, speech therapist at the Cerebral Palsy School 
maintained by the Wheeling Society for Crippled Children, 
Wheeling, W. Va., and Mrs. Alice S. Noel, education director 
of the Cerebral Palsy Pre-School of Vine Hill, Nashville, Tenn. 
The cerebral palsy scholarship program is made possible by a 
financial grant established in 1948 by Alpha Chi Omega, which 
has taken the welfare of the cerebral palsied as its major 
altruistic project. In the past three years 54 scholarships have 
been awarded. 


Society Elections.—At the annual meeting of the Society foi 
Investigative Dermatology in Atlantic City, N. J., June 7-8 
Dr. Samuel M. Peck, New York, was elected president, anc 
Dr. John R. Haserick, Cleveland, vice president. Dr. Marion B 
Sulzberger, New York, was elected a member of the board o: 

directors of the society for a period of five years, 1951-1956.- 

At the annual meeting of the American Psychoanalytic Asso 
ciation in Cincinnati May 3-6 the following took office for 1951 
53. Dr. Robert P. Knight, Stockbridge, Mass., president; Dr 
Ives Hendrick, Boston, president-elect; Dr. LeRoy M. A 
Macder, Philadelphia, secretary, and Dr. William G. Barrett 

an rancisco, treasurer. The Brill Memorial Medal was pre 
sented to the retiring president, Dr. M. Ralph Kaufman, Nev 

. r . ' . ,,, e . annua ' meeting of the American Heart Asso 

ciation m Atlantic City June 6-10 Dr. Louis N. Katz, directo 
of cardiovascular research, Michael Reese Hospital, Chicago 
iw M, PreSld ? nt s “ cceedin 8 Or. Howard B. Sprague of Brook 
‘ ’ 5S '* w cust °m, will become chairman of the sci 
entitle council. Dr. Irving S. Wright, professor of clinica 


medicine, Cornell University, New York, was chosen president¬ 
elect. The number of vice presidents was increased from one 
to five, and the following were elected to fill these posts: Mrs. 
Alben Barkley, Washington, D. C.; Bruce Barton, New York; 
Dr. T. Duckett Jones, New York; Dr. Robert L. King, Seattle, 
and Frederick K. Trask Jr., New York. Grant Keehn, New 
York, was renamed treasurer of the association. 

International Anesthesia Research Society.—The Congress of 
Anaesthetists, a joint session of the International Research Soci¬ 
ety and the International College of Anaesthetists, will be held 
at the British Medical Association House, Tavistock Square, 
London, Sept. 3-8. Among those appearing on the program are 
the following: 

Nadia de Bouchet, Paris, Eiectro-Cardiographic Changes During Cardiac 
Surgery. 

I. C. W. English, London, Role of Selective Bronchial Intubation in 
Thoracic Surgery. 

P. Mazzoni, Rome, Anesthesia for Cardio-Vascular Surgery. 

Salomon N. Albert, Lebanon, Anesthesia for Pulmonary Partial 
Resections. 

H. C. Voothoeve, Delft, Holland, Post-Operative Analgesia. 

S. R. Johnson, Stockholm, Sweden, Circulatory Studies During Anes¬ 
thesia by Means of Heart Catheterization. 

D. S. Wilson, Londonderry, N. Ireland, Anesthesia for the Aged. 

Harold R. Griffith, Montreal, Canada, Safety Factors in Spinal Anes¬ 
thesia. 

E. Lopes Soares, Lisbon, Portugal, General Anesthesia with Pentothal- 
Novocain. 

Owen Elder, Buenos Aires, Argentina, Modem Anesthesia in Argentina. 

The Hewitt Lecture will be given the afternoon of Sept. 4 by 
Dr. Robert M. Tovell, director of anesthesiology, Hartford Hos¬ 
pital, Hartford, Conn., on “New Horizons in Anesthesiology.” 

An International Congress of Anesthesiology will take place 
in Paris Sept. 20-22 in the Nursing School of the Hospice de la 
Salpetreiere, (The Journal, June 2* p. 486). 

Report of World'Health Assembly.—With the'participation of 
70 countries and 20 international organizations, the World 
Health Assembly opened in Geneva on May 7 and met for 16 
days under the chairmanship of Dr. Leonard Scheele, Surgeon- 
General, U. S. Public Health Service. Most important achieve¬ 
ment of the assembly legislative body of the World Health 
Organization was the adoption of international sanitary regula¬ 
tions, which, without need for ratification by member states, 
will automatically come into force on Oct. 1, 1952 and replace 
all existing sanitary conventions for health protection in inter¬ 
national trade and travel. The assembly’s decisions on program 
questions mean that for the first time there will be, next year, 
a world-wide coordinated pattern of international health work 
financed by WHO, the United Nations International Children’s 
Emergency Fund, and the United Nations technical assistance 
program. WHO’s 1952 program will represent the first phase 
in carrying out a four-year plan that stipulates short and long¬ 
term objectives for building strong national health services 
throughout the world. The assembly set an effective working 
budget of almost $7,700,000, a 25% increase over this year’s 
figure. Another feature of the assembly was a series of informal 
technical discussions on the education and training of medical 
and public health personnel. The discussion underlined the 
pressing need for reform of the curriculum of medical schools 
and related institutions and for reorientation of teaching toward 
preventive medicine and social medicine. Three countries, Japan, 
Spain, and Germany, were admitted to WHO, increasing mem¬ 
bership to 78 countries, although 10 are now inactive. Six 
countries, Cuba, Belgium, Lebanon, Liberia, Ceylon, and 
Greece, were elected to the executive board replacing Yugo¬ 
slavia, Union of South Africa, the Netherlands, Brazil, Poland, 
and India. The World Health Assembly honored the Belgian 
scientist. Dr. Rene Sand, who was awarded the Leon Bernard 
Foundation Prize for his achievements in social medicine. 


LATIN AMERICA 

Pan-American Congress Against Tuberculosis.—This congress 
m -i ! e ! d Ju y 14 " 22 in Guayaquil, Ecuador. There will be 
o esa delegates of several Pan-American countries. Official 
speakers listed on the preliminary program include: Drs. Ramon 
Vargas Maehuca and Victor M. Tejada, both of Peru, on “Anti- 
biotics in Treatment of Tuberculosis," and Drs. Jorge Campos 

J v an J - Arredondo and Ricardo Subiria of 
Peru on Circulation m Pulmonary Tuberculosis,” Drs. Ramon 
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E. Marin Pittaluga and Abelardo Rodriguez of Uruguay on the 
general topic tuberculosis and Miguel A. Fierro Vignoli, Mario 
Volonterio, and Luis E. Magnone on “National Findings in Mas¬ 
sive Examination of Chest in Uruguay.” Drs. Jorge A. Higgins, 
Francisco Marchan, Armando Pareja Coronel, Jose Durand N. 
and Euro Torres L., Marcos Martinez M., all of Ecuador, will 
be speakers and co-speakers on the clinical surgical and labo¬ 
ratory. aspects of tuberculosis and paraaminosalicylic acid and 
tuberculin in treatment of tuberculosis. 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 

National Board of Medical Examiners: Parts I and II. Various Centers. 
Sept. 5-7 (Part I only). Applications must be filed at least thirty days 
prior to an examination. Ex. Sec., Mr. E. S. Elwood, 225 S. 15th Street, 
Philadelphia. 

INTERNATIONAL COLLEGE OF SURGEONS 

Examinations for Certified Fellowship in the United States Chapter in 
General and Orthopedic Surgery, Chicago, Aug. 3-4. Sec., Dr. Arnold 
S. Jackson, 1516 Lake Shore Drive, Chicago 10. 

EXAMINING BOARDS IN SPECIALTIES 

American Board of Anesthesiology: Written. July 20. Given simul¬ 
taneously in several cities in the United States. Final date for filing 
application was Jan. 20. Oral. Memphis, Oct. 14-17. Written. July 18, 
1952, Various locations. Final date for filing applications is Jan. 18, 
1952. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., Hartford 15, Conn. 

American Board of Internal Medicine: Written. Various centers, Oct. 
15. Final date for filing applications was May 1. Oral. The schedule of 
oral examinations for 1951 has been arranged on a regional basis as 
follows: New York, date to be announced, covering Maine, Massachu¬ 
setts, New Hampshire, New York and Vermont. San Francisco, date to 
be announced, covering Arizona, California, Colorado, Idaho, Montana, 
New Mexico, Oregon, Utah and Washington. 

Only candidates who have not taken an oral examination can be admitted 
under the schedule arranged thus far. 

Dates of closing dates for the filing of applications for examinations in 
New York and San Francisco to be announced. 

Oral examinations in the subspecialties will be held at the same time and 
place and on the same distribution. 

Exec. Sec., Dr. William A. Werrell, 1 West Main Street, Madison 3. 

American Board of Neurological Surgery: Oral. Chicago, Oct. 25-26. 
Oral Chicago, May 1952. Final date for filing applications for the May 
1952 examination is Jan. 1, 1952. Sec., Dr. W. J. German, 789 Howard 
Ave., New Haven 4, Conn. 

American Board of Obstetrics and Gynecology: Written. Feb. 1, 1952. 
Final date for filing applications is Nov. 1. Oral. Chicago, June 7-13, 
1952. Final date for filing application is Feb. 1, 1952. Sec., Dr. Paul- 
Titus, 1015 Highland Building, Pittsburgh 6, Pa. 

American Board of Ophthalmology: Written. Twenty-five centers, Feb. 
4-5, 1952. Oral. Chicago, October 8-13. Sec., Dr. Edwin B. Dunphy, 56 
Ivie Road, Cape Cottage, Maine.. 

American Board of Orthopaedic Surgery: Final date for filing applica¬ 
tions for the 1952 Part II examinations is Aug. 15, 1951. Sec., Dr. 
Harold A. Sofield, 122 S. Michigan Ave., Chicago 3. 

American Board of Otolaryngology: Oral. Chicago, Oct. 8-12. Sec., Dr. 
Dean M. Lierle, University Hospital, Iowa City. 

American Board of Pediatrics: Oral. Buffalo, Oct. 26-28. Ex. Sec., Dr. 
John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

American Board of Preventive Medicine: Written. San Francisco, Octo¬ 
ber 28. Oral. San Francisco, October 29. Sec., Dr. Ernest L. Stebbins, 
615 North Wolfe St., Baltimore 5. 

American Board of Proctology: Philadelphia, Nov. 17-18. Sec.-Gen., 
Dr. Louis A. Buie, 102-110 Second Ave., S.W., Rochester, Minn. 

American Board of Radiology: Oral. Washington, D. C., Sept. 17-22. 
Sec., Dr. B. R. Kirklin, 102-110 Second Ave., S.W., Rochester, Minn. 

American Board of Surgery: Written. Various centers, Oct. 1951. Final 
date for filing applications is July 1. Sec., Dr. J. Stewart Rodman, 225 
South 15th Street, Philadelphia. 

Board of Throacic Surgery: Written. Various parts of the country. Sept. 
14, 1951. Final date for filing applications is July 15. Sec., Dr. William 
M.' Tuttle, 1151 Taylor Ave., Detroit 2, Mich. 

American Board of Urology*. Chicago, Feb. 9-13, 1952. Final date for 
filing applications is Sept. 1. Sec., Dr. Hany Culver, 314 Corn Exchange 
Bldg., Minneapolis 15. 


meetings 


Matinoal MEDICAL Association, Philadelphia, Aug, 20-24 Dr Ink. T 
Givens, 1108 Church Street, Norfolk 10, Va„ General Secretary'. T ' 

Postgraduate Assembly in Endocrinology, Olympic Hotel 

g TbS. &**"•’ -■“»»■ £* 


TOST uraduate Medical Assembly of South Texas, Shamrock Haiti 
Houston, Texas, July 23-25. Mrs. W. H. Dahme, 229 Medical Arts Bid 
.Houston, Executive Secretary. **’ 

Reno Surgical Society Conference, Riverside Hotel, Reno, Nev. Aue 
23-25. Dr. Olin C. Moulton, 130 N. Virginia St., Reno, Nev., Chairman. 

Rocky Mountain Radiological Society, Denver, Aug. 9-11. Dr. Maurice 
D. Frazer, 1037 Stuart Building, Lincoln, Nebr., Secretary. 


West Virginia State Medical Association, The Greenbrier, White Sul- 
phur Springs, July 19-21. Mr. Charles Lively, 1031 Quarrier St.. Charles- 
ton 24, Executive Secretary. 


INTERNATIONAL 

Association Internationale de Psychotechnique, Gothenburg, Sweden, 
July 24-28. Dr. Franziska Baumgarten-Tramer, Thunstrasse 35, Berne, 
Switzerland. 

European Congress on Rheumatism, Barcelona, Spain, Sept. 24-27. Dr. 
Gunnar Edstron, Lund, Sweden, Secretary. 


General Practitioners Study Club International, Rome, Italy, Stp. 
12-15. Dr. John O’Connell, 10300 Lackland Road, St. Louis 14, Mo., 
U. S. A., President. 

International Anesthesia Research Society, London, England, Sept 
3-7. Mr. R. W. Cope, University College Hospital, London W.C.l, 
England. 


International Association of Allergists, Zurich, Switzerland, Sept. 23- 
29. Prof. A. S. Grumbach, Hygiene Institut der Universitaet Zurich, 
Gloriastr. 32, Zurich, Switzerland. 

International Congress of Anesthesiology, Nursing School of the Sal* 
piettre, 47 Boul de l’Hospital, Paris, France, Sept. 20-22. 12 rue de Seine, 
Paris 6 V , France, Secretariat. 


International Congress of Clinical Pathology, London, England, July 
16-20. Dr. W. H. McMenemey, Maida Vale Hospital for Nervous Dis¬ 
eases, London W.9, England, Secretary. 

International Congress on Industrial Medicine, Instituto Superior 
Tecnico, Lisbon, Portugal, Sept. 9-15. Dr. Luis Guerreiro, Instituto 
Nacional do Trabalho e Previdencia, Pra?a do Comercio, Lisbon, Secre¬ 
tary General. 

International Congress on Mental Health, Mexico City, Mexico, Dec. 
11-19. Mrs. Grace E. O’Neill, Division of World Affairs, National As¬ 
sociation on Mental Health, 1790 Broadway, New York 19, N. Y. 

International Congerss of Physical Medicine, London, England, July 
14-19. Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London, W.UA 
England, Honorable Secretary. 

International Congress of Psychology, Stockholm, Sweden. July !«*■ 
Secretariat: Psychological Institute, Observotoriegatan 8, StocKiioim, 
Sweden. 

International Gerontological Congress, Hotel Jefferson, St. Louis, Mo., 
U. S. A., Sept. 9-14. Dr. John E. Kirk, 5600 Arsenal Street, St. Louis 9, 
Mo., Chairman, Program Committee. 

International Hospital Congress, Brussels, Belgium, July 15-21. Gpt 
J. E. Stone, 10 Old Jewry, London E.C., England, Secretary. 

International Poliomyelitis Congress, Copenhagen,Den:mark, W' 
3-7. Prof. Dr. Niels Bohr, Statens Serummstitut, 80 Amager Hi 
Copenhagen S., Denmark, President. 

International Society of Surgery, Paris, Prance, Sept. 2*-29. Dr. L 
Dejardin, 141, rue Belliard, Brussels, Belgium, Secretary General. 

International Society for the Welfare of Cripples, Fifth WorM^Con- 
gress, Stockholm, Sweden, Sept. 9-14. Mr. Donald . 

64th St., New York 21, N. Y., U. S. A., Executive Dnector. 

Pan American congress on Tuberculosis, G “ a ^‘,“ d d . No' 

dor S A. July 14-22. Dr. Marco Martinez M., Casilla ae 
116 Guayaquil, Ecuador, Secretary General. 

Sept. 7-8. t <it Df Louis 

i; 

General. 
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h ,, 7 „„ Henry Honeyman ® Washington, D. C.; bora in Oldwick, 
N J Juiy^n 1879; Johns Hopkins UniversiCy School of Medi¬ 
cine',' Baltimore, 1906; professor of dermatology emeritus at 
Howard University College of Medicine, where he had been 
professor from 1911 to 1944 and director of postgraduate . 
courses in venereal disease control from 1937 to 1942; professor 
of dermatology at Georgetown University School of Medicine 
from 1913 to 1934; a member of the Committee on Evaluation 
of Serodiagnostic Tests for Syphilis, since 1926 consulting 
dermatologist, and since 1943 chairman of the Advisory Com¬ 
mittee on Public Education for the Prevention of Venereal 
Diseases, U. S. Public Health Service; consultant in syphilology 
and from 1942 to 1946 attending physician to the District of 
Columbia Health Department; honorary life member of the 
American Social Hygiene Association; president of the Social 
Hygiene Society of the District of Columbia from 1937 to 1945; 
member of the American Dermatological Association; specialist 
certified by the American Board of Dermatology and Syphilol¬ 
ogy; chairman of the National Prophylactic Committee; visiting 
dermatologist to the Columbia Hospital for Women and Lying- 
In Asylum and Freedmen’s Hospital; in 1944 awarded an hon¬ 
orary doctor of science degree by Howard University and in 
1925 received an honorary master of arts degree from George¬ 
town Unive’rsity; "author of “Diseases of the Skin,” 1915, third 
edition in 1927, “Skin Cancer," 1916, "Syphilis,” 1919, second 
edition 1928, "Cutaneous X-ray and Radium Therapy,” 1931, 
and “Syphilis in the Negro,” 1942; died May 1, aged 71. 


Hamilton, Paul Myron ® San Marino, Calif.; born in Bright- 
wood, Ind., July 19, 1894; Johns Hopkins University School of 
Medicine, Baltimore, 1922; clinical professor of pediatrics at the 
University of Southern California School of Medicine; specialist 
certified by the American Board of Pediatrics; certified by the 
National Board of Medical Examiners; member of the American 
Academy of Pediatrics, the Southwestern Pediatric Society, of 
which he was a past president, the medical advisory board, Los 
Angeles branch. National Foundation for Infantile Paralysis, 
the Los Angeles Academy of Medicine, and the Medical Sym¬ 
posium Society of Los Angeles; on the staff of the Los Angeles- 
County General Hospital, where for 12 years he served as chief 
of the communicable disease unit; for many years senior staff 
member and in 1950 president of the Huntington Memorial 
Hospital in Pasadena, where in perpetuation of his good works 
the Paul Hamilton Memorial Fund has been established to assist 
the care of needy children in the pediatric ward; consultant at 
St. Luke Hospital in Pasadena; died March 9, aged 56, of cor¬ 
onary occlusion. 


Herbst, Robert Harry ® Highland Park, Ill.; born in Chicago 
Dec. 25, 1877; Rush Medical College, Chicago, 1900; specialist 
certified by .the American Board of Urology; professor of urol¬ 
ogy, emeritus, at the University of Illinois College of Medicine; 
formerly clinical professor of surgery (genito-urinary) at his 
alma mater; member and past president of the American Uro¬ 
logical Association, Chicago Urological Association, and the 
Rush Medical Alumni Association; fellow of the American 
College of Surgeons; member of the Institute of Medicine of 
Chicago and the Chicago Society of Medical History; attending 
urologist at Presbyterian Hospital, Chicago, and the Lake Forest 
Hospital; attending genitourinary surgeon, Highland Park Hos¬ 
pital, died May 15, aged 73, of cerebral hemorrhage. 

Kordenat, Ralph August ® St. Louis; born in Reedsburg, Wis., 
ay University of Illinois College of Medicine, Chi- 

cago, 19.., member of the founders group of the American 
oar of Surgery; formerly associate professor of surgery at 
his alma mater; fellow of the American College of Surgeons; 
at one time practiced in Chicago, where he was on the staff of 
Hen rot m Hospital; Veterans Administration area chief of sur¬ 
gery or eight states since 1948; served during World War I; 

® InJicat “ Fcl!ow of the American Medical Association. 


during World War U vice medical chairman of Cook County 
for the Procurement and Assignment Service; died in the Vet¬ 
erans Administration Hospital, Jefferson Barracks, May 9, aged 
57, of coronary occlusion following cervical laminectomy. 

Gresser, Edward Bellamy @ New York; born in New York April 
29, 1898; University and Bellevue Hospital Medical College, 
New York, 1922; associate professor of ophthalmology at his 
alma mater, now known as New York University College of 
Medicine; specialist certified by the American Board of Ophthal¬ 
mology; member of the American Academy of Ophthalmology 
and Otolaryngology and the Association for Research in Ophthal¬ 
mology; fellow of the American College of Surgeons; consultant 
in tropical ophthalmology to the Secretary of War from 1943 
to 1949; affiliated with Beth Israel, Lincoln, and Bellevue hos¬ 
pitals; died in Trudeau, N. Y., April 28, aged 53, of broncho¬ 
pneumonia due to monilia. 

Peacock, Alexander Hamilton ® Seattle; born in Philadelphia 
June 29, 1880; University of Pennsylvania Department of Medi¬ 
cine, Philadelphia, 1903; an Associate Fellow of the American 
Medical Association and in 1930-1931 member of its House of 
Delegates; specialist certified by the American Board of Urology; 
member of the North Pacific Surgical Association and American 
Urological Association; fellow of the American College of Sur¬ 
geons; urologist. Kings County Hospital; on the staff of Swedish 
Hospital, Seattle General Hospital, Children’s Orthopedic Hos¬ 
pital, Maynard Hospital, Columbus Hospital, and Providence 
Hospital, where he died April 13, aged 70, of carcinoma of the 
face. 

Gilbert, George Burton ® Colorado Springs, Colo.; Johns Hop¬ 
kins University School of Medicine, Baltimore, 1907; specialist 
certified by the American Board of Internal Medicine; an Associ¬ 
ate Fellow of the American Medical Association; member of the 
American College of Chest Physicians, American Trudeau Soci- 
erty, and American Clinical and Climatological Association; fel¬ 
low of the American College of Physicians; associate research 
director of the Colorado Foundation for Research in Tubercu¬ 
losis; consulting physician to Memorial Hospital; member of the 
honorary staff, Glockner-Penrose Hospital; associate physician, 
St. Francis Hospital; died April 6, aged 69, of coronary occlusion. 

Nicholson, William Rufus @ Philadelphia; born in Boston Feb. 
26, 1868; University of Pennsylvania Department of Medicine, 
Philadelphia, 1893; emeritus professor of gynecology and obstet¬ 
rics at the Medico-Chirurgical College, Graduate School of 
Medicine, University of Pennsylvania; life member of the Ameri¬ 
can Gynecological Society; specialist certified by the American 
Board of Obstetrics and Gynecology; fellow of the College of 
Physicians of Philadelphia, serving as secretary for many years; 
served on the staffs of the Methodist and Presbyterian hospitals 
and as consultant for Germantown Hospital; died Feb. 18, aged 
82, of arteriosclerotic heart disease. 


Myers, Thomas Chalmers ® Los Angeles; University of South¬ 
ern California School of Medicine, Los Angeles, 1900; an Asso¬ 
ciate Fellow of the American Medical Association; past 
president of the Los Angeles County Medical Association; 
fellow of the American College of Surgeons; active in World 
War 1 and was the recipient of the Italian Croce al Merito di 
Guerra; lieutenant colonel in the medical reserve corps of the 
U. S. Army; first staff president of St. Vincent’s Hospital, serv¬ 
ing in that capacity in 1920, and was active on the staff more 
than -0 years; died in St. Vincent’s Hospital April 9, aged 75 
of cerebral arteriosclerosis. 


7" 7 w university ot Mmneso 

Medical School Minneapolis, 1934; instructor in pediatrics : 
the College of Medical Evangelists, Loma Linda and U 
Angeles; specialist certified by the American Board of Ped 
of ‘ he American Academy of Pediatrics; affil 

aeed 4^ ° f Lebanon Hospital, where he died April 1: 

aged 43, of rheumatic heart disease. 
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Flint, Oliver Josephus @ Princeton, Ill.; Northwestern University 
Medical School, Chicago, 1898; veteran of the Spanish-American 
War; served during World War I; member of the high school 
board of Princeton Township for many years; for many years 
president of the Bureau County Tuberculosis Sanitary Board; 
affiliated with Perry Memorial Hospital, where he died March 
24, aged 80, of carcinoma of the urinary bladder. 

Gault, Reece C., Jackson, Ga.; Meharry Medical College, Nash¬ 
ville, Tenn., 1914; died March 20, aged 60, of cerebral hemor¬ 
rhage, hypertension, and arteriosclerosis. 

Gelb, Maurice ® Montgomery, Ala.; Cornell University Medical 
College, New York, 1920; served during World War I; affiliated 
with the Veterans Administration; died in the Veterans Admin¬ 
istration Hospital March 24, aged 56, of myocardial infarction. 

Gibbons, George Lee, Mitchell, Ind.; Central College of Physi¬ 
cians and Surgeons, Indianapolis, 1903; past president of the 
Lawrence County Historical Society; served during World War I; 
for two terms coroner of Lawrence County and later county 
health officer; for many years health officer of Mitchell; died 
April 13, aged 72. 

Gilbert, Mabelle Spaulding Watson, East Cleveland, Ohio; 
Cleveland University of Medicine and Surgery, 1897; on the 
staffs of Huron Road and Woman’s hospitals in Cleveland; died 
May 7, aged 77, of coronary disease. 

Gilligan, Alexander, Baldwin, N. Y.; Long Island College Hos¬ 
pital, Brooklyn, 1899; specialist certified by the American Board 
of Otolaryngology; member of the American Medical Associa¬ 
tion and the American Academy of Ophthalmology and Oto¬ 
laryngology; fellow of the American College of Surgeons; served 
on the staff of Lutheran Hospital; died in Brunswick General 
Hospital, Amityville, April 7, aged 82. 

Gooding, Harvey Burt, Germantown, Ohio; Ohio Medical Uni¬ 
versity, Columbus, 1901; president of the Montgomery County 
Crippled Children Society; served on the staff of the Middletown 
(Ohio) Hospital; died recently, aged 73, of hemorrhage, 
esophageal varicosities and arteriosclerotic heart disease. 

Govar, Claude J., North Little Rock, Ark.; Kansas City (Mo.) 
College of Medicine and Surgery, 1923; served during World 
War I; died April 30, aged 55. 

Griffin, Sarah Myrtle Freeberger, Manson, Iowa; State Univer¬ 
sity of Iowa College of Homeopathic Medicine, Iowa City, 1897; 
member of the American Medical Association; died Feb. 28, 
aged 79, of myocarditis. 

Hanlein, Victor ® Schenectady, N. Y.; Ludwig-Maximilians- 
Universitat Medizinische Fakultiit, Munchen, Bavaria, Germany, 
1921; served during World War I; affiliated with St. Clare’s 
Hospital and Ellis Hospital, where he died May 13, aged 55, of 
coronary thrombosis. 

Harned, Sophia P., Brooklyn; Hahnemann Medical College and 
Hospital, Chicago, 1884; served on the staff of Prospect Heights 
Hospital, where she died April 14, aged 90. 

Harrison, John Francis ® Stamford, Conn.; Jefferson Medical 
College of Philadelphia, 1903; member of the American Associa¬ 
tion of Industrial Physicians and Surgeons; affiliated with Stam¬ 
ford Hospital and St. Joseph’s Hospital, where he died April 13, 
aged 76, of osteoporosis of the vertebrae and arteriosclerosis, 

Hartman, Frank G., Lancaster, Pa.; University of Pennsylvania 
Department of Medicine, Philadelphia, 1893; member of the 
American Medical Association; past president of the Lancaster 
County Medical Society; served as president of the city board 
of health and as county coroner; affiliated with Lancaster Gen¬ 
eral Hospital; died April 30, aged 81, 

Heine, Clinton Daniel ® Hooper, Neb.; Rush Medical College, 
Chicago, 1915; died in Omaha April 28, aged 63, of acute leu¬ 
kemia and bronchopneumonia. 

Helper, Morton ® Evansville, Ind.; University of Michigan 
■Medical School, Ann Arbor, 1936; treasurer of Vanderburgh 
County Medical Society; formerly on the faculty of his alma 
mater; specialist certified by the American Board of Radiology; 
member of the Radiological Society of North America and th® 
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and was awarded the Bronze Star; affiliated with St Marve l 
Protestant Deaconess hospitals; died May 10 in ColLs 
Ohio, aged 39, of Hodgkin’s disease. 0lUmbus ' 


Henderson, Richard Alvin, Brooklyn; Long Island Collese Hm. 
pital, Brooklyn, 1897; member of the American Medical Associ 
ation; on the staff of the Brooklyn Eye and Ear Hospital- died 
April 12, aged 76. 


Hill, Henry Garland ® Memphis, Tenn.; University of Tenses- 
see College of Medicine, Memphis, 1912; died May 4, aged 65 
of coronary thrombosis. ’ 

Hise, Fred Rhodes, Canton, Ohio; McGill University Faculty of 
Medicine, Montreal, Canada, 1930; member of the Americas 
Medical Association; served during World War II; died recently 
aged 48, of coronary thrombosis. 


Horne, Joseph Alvin, Detroit; Central College of Physicians and 
Surgeons, Indianapolis, 1897; died April 24, aged 84, of heart 
disease. 


Hosier, Herman Albert ® Columbus, Ohio; Johns Hopkins Uni- 
versity School of Medicine, Baltimore, 1938; professor of medi¬ 
cine and coordinator of oncology at Ohio State University Col¬ 
lege of Medicine; president of the Hodgkin’s Disease Research 
Foundation; research' director of Columbus Cancer Clinic; affili¬ 
ated with Ohio State University Hospital, where he died May 
14, aged 39, of Hodgkin’s disease. 

Houston, Bush ® Nevada, Iowa; State University of Iowa Col¬ 
lege of Medicine, Iowa City, 1908; fellow of the American 
College of Surgeons; served during World War I; second vice- 
president of the Iowa State Medical Society; city health officer 
and for six years member of the school board; surgeon for the 
North Western and Rock Island railroads; died in Memorial 
Hospital, International Falls, Minn., April 22, aged 65, of cere¬ 
bral hemorrhage. 

Hover, Frank William @ Sealy, Texas; Long Island College Hos¬ 
pital, Brooklyn, 1905; died recently, aged 71, of coronary throm¬ 
bosis. 


Katz, Israel K. ® Cleveland; University of Louisville (Ky.) School 
of Medicine, 1928; member of the American Trudeau Society; 
on the staff of Mount Sinai Hospital; served on the staff of Sunny 
Acres, Cuyahoga County Tuberculosis Hospital; died April 11, 
aged 48, of arteriosclerotic heart disease. 

Kaufmann, Eugene, College Point, N. Y.; AibertLudwigs- 
Universitat Medizinische Fakultat, Freiburg, Baden, Germany, 
1906; member of the American Medical Association; served on 
the staffs of the Horace Harding Hospital in Elmhurst and 
Parsons Hospital in Flushing; died April 18, aged 70, of heart 
disease. 


Kemvortliey, William Bartle ® Lieutenant Colonel, U. S. Army, 
retired, Lake Worth, Fla.; University of Pennsylvania Depart¬ 
ment of Medicine, Philadelphia, 1895; served during World War 
I; entered the medical corps of the U. S. Army as a captain w 
1920; promoted to major in 1929; retired with the rank of« - 
tenant colonel in September, 1937, for disability in lineotduy, 
died March 19, aged 77, of arteriosclerotic heart disease a 
prostatic hypertrophy. 

Kimcry, Philip Erasmus, Smithshire, Ill.; Barnes Medical Col 
lege, St. Louis, 1910; member of the American Medical assd 
tion; died in Graham Hospital, Canton, April 20, aged , 
injuries received in a truck accident. 

King, Bernard Albert, Anderson, Ind.; Medical College 
Indiana, Indianapolis, 1905; member of the American 
Association; served during World War I; died u 
Memorial Hospital, Miami, Fla., April 25, aged 68, ot 
vascular accident. 

Koons, Franklin Walter, Halstead, Kan.; Kansas 
Medical College. 1898; member of the American Medic -l " 
ation; past president of the Harvey County Medical 
died April 18, aged 79. 

Kremers, Alexander, Waupun Wis^ Northwestern Umve^s.^ 

Medical School, Ghicago, 1905; affiliated with 
Hosnital: died April 4, aged 69. 
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Kreuder, Henry ® New York; Columbia University College of 
Physicians and Surgeons, New York, 1898; died April 27, 
aged 78. 

Kriebs, Frank Joseph, Elkport, Iowa; Rush Medical College, 
Chicago, 1881; member of the American Medical Association; 
died m Mercy Hospital, Dubuque, April 18, aged 91, of cerebral 
embolism. 

Laffoon, Clint A., Park City, Utah; the Hahnemann Medical Col¬ 
lege and Hospital, Chicago, 1907; member of the American 
Medical Association and the American Association of Railroad 
Surgeons; formerly member of the Kansas State Board of 
Health; physician for the Silver King Coalition Mine and the 
Union Pacific Railroad; died in the Park City Miners’ Hospital 
May 10, aged 70, of cerebral hemorrhage. 

Laufman, Isidor, Cleveland; Long Island College Hospital, 
Brooklyn, 1908; died April 14, aged 67, of coronary thrombosis. 

Lief, Frederick Paul ® Kew Gardens, N. Y.; Long Island Col¬ 
lege of Medicine, Brooklyn, 1934; affiliated with Queens Gen¬ 
eral Hospital in Jamaica and Bellevue Hospital in New York; 
died in Forest Hills April 17, aged 42, of coronary sclerosis. 

McAlister, Hector Clive, Fort Wayne, Ind.; University of 
Toronto Faculty of Medicine, Toronto, Canada, 1916; medical 
director of the Lincoln National Life Insurance Company; killed 
in an airplane crash April 28, aged 55. 

McCrea, Eppie Sabra ® Eddyville, Iowa; Barnes Medical Col¬ 
lege, St. Louis, 1904; member of the public library board and 
the Iowa State Medical Women’s Society; died April 25, aged 83, 
of hemiplegia. 

McCullough, Walter James, Sayville, N. Y.; Jefferson Medical 
College of Philadelphia, 1918; died in Dr. King’s Hospital, Bay 
Shore, April 25, aged 66, of cancer of the larynx. 

McGarvey, Samuel Curtis, Bridgeville, Pa.; Medical Department 
of the Western University of Pennsylvania, Pittsburgh, 1901; 
member of the American Medical Association; member of the 
school board of Bridgeville for 18 years, serving part of the time 
as president; since 1902 on the board of the Bridgeville Trust 
Company, of which he had been president for many years; for 
eight years a member of the borough council; died in Presby¬ 
terian Hospital, Pittsburgh, April 15, aged 81, of renal insuffi¬ 
ciency. 

McKelvey, Samuel Robert, Denver; Western Reserve University 
Medical Department, Cleveland, 1884; member of the American 
Medical Association; formerly associated with the U. S. Public 
Health Service; at one time secretary and executive officer of 
the Colorado State Board of Health; died in the General Rose 
Memorial Hospital April 10, aged 89, of bronchopneumonia and 
hemorrhage following extraction of a tooth. 

MacPhcrson, Charles Herbert, Morrisonville, Ill.; Chicago Col¬ 
lege of Medicine and Surgery, 1913; member of the American 
Medical Association; past president of the Christian County 
Tuberculosis Association; served during World War I; on the 
staff of St. Vincent Hospital in Taylorville; died April 8, aged 
65, of coronary occlusion. 

Marble, Robert Eugene ® Omaha; Hering Medical College, Chi¬ 
cago, 1906; John A. Creighton Medical College, Omaha, 1914; 
affiliated with Lutheran Hospital; died in Methodist Hospital 
April 18, aged 68, of carcinoma. 

Martin, Edward, Milton, Mass.; Tufts College Medical School, 
Boston, 1911; member of the American Medical Association; 
affiliated with the Boston City Hospital and Massachusetts 
Women’s Hospital in Boston, and the Homberg Infirmary, 
Massachusetts Institute of Technology, Cambridge; died April 
9, aged 66, of coronary thrombosis. 

Martin, Elmer Ellsworth, Milwaukie, Ore.; Albany (N. Y.) Medi¬ 
cal College, 1892; died in the Veterans Administration Hospital 
in Vancouver, Wash., April 14, aged 86. 

Maycrberg, I. Wallace, Wilmington, Del.; Jefferson Medical Col¬ 
lege of Philadelphia, 1907; formerly with the medical depart¬ 
ment of the E. I. du Pont de Nemours Company; died May 2, 
aged 66, of gastrointestinal hemorrhage. 


Mitchell, Edwin Joseph, Scottsbluff, Neb.; John A. Creighton 
Medical College, Omaha, 1913; also a graduate in pharmacy; 
died April 30, aged 70, of uremia and pneumonia. 

Morgan, Richard Theodore, Marion, Ohio; Ohio Medical Uni¬ 
versity, Columbus, 1897; member of the American Medical 
Association; member and past president of the Marion Academy 
of Medicine; died in Marion City Hospital April 9, aged 78, 
of cerebral hemorrhage. 

Mueller, George © Chicago; Rush Medical College, Chicago, 
1894; an Associate Fellow of the American Medical Associ¬ 
ation; formerly on the faculty of Loyola University School of 
Medicine; fellow of the American College of Surgeons; emeritus 
chief-of-staff, St. Mary of Nazareth Hospital; died May 7, aged 
83, of hypostatic bronchopneumonia. 

Nordenbrock, Gregory John ® Dallas, Texas; Washington Uni¬ 
versity School of Medicine, St. Louis, 1934; at one time health 
commissioner for Shelby County, Ohio; died April 20, aged 45, 
of coronary heart disease. 

Onnen, John G. ® Baltimore; College of Physicians and Sur¬ 
geons, Baltimore, 1908; also a graduate in pharmacy; on the 
staffs of Maryland General, St. Joseph, Lutheran, and Franklin 
Square hospitals; chief medical examiner of the Selective Service 
Board during World War II; died April 18, aged 67, of arterio¬ 
sclerosis and aortic stenosis. 

Palmer, Paris A., Maynardville, Tenn.; University of Tennessee 
Medical Department, Nashville, 1893; died March 20, aged 83, 
of heart disease. 

Pickett, Elizabeth Lovelace @ Aldan, Pa.; Woman’s Medical Col¬ 
lege of Pennsylvania, Philadelphia, 1895; for many years mem¬ 
ber of the school board in Aldan and the borough council; cited 
by the Red Cross for her services performed during World War I; 
medical superintendent and owner of Pickett Sanatorium; died 
in Delaware County Hospital, Drexel Hill, April 14, aged 82, of 
intestinal hemorrhage. 

Prendergast, John James @ San Diego, Calif.; Loyola University 
School of Medicine, Chicago, 1932; specialist certified by the 
American Board of Ophthalmology; member of the American 
Academy of Ophthalmology and Otolaryngology and the Pacific 
Coast Oto-Ophthalmological Society; affiliated with Mercy Hos¬ 
pital, where he died April 8, aged 45, of cerebral metastatic 
carcinoma and adenocarcinoma of the esophagus. 

Rosenow, Erwin R., New York; Albert-Ludwigs-Universitiit 
Medizinische Fakultat, Freiburg, Baden, Germany, 1909; mem¬ 
ber of the American Medical Association; on the staffs of Syden¬ 
ham Hospital and the Jewish Memorial Hospital, where he died 
April 12, aged 67, of acute myocardial infarction. 

Scheele, Matthias Henry @ University City, Mo.; St. Louis Uni¬ 
versity School of Medicine, 1909; on the staff of Barnard Free 
Skin and Cancer Hospital in St. Louis; served as secretary and 
treasurer of the board of regents of Loras College in Dubuque, 
Iowa; died in St. Anthony’s Hospital, St. Louis, April 2, aged 
66, of cerebral hemorrhage. 

Shelton, Hanson Penn, Georgetown, Ohio; Jefferson Medical 
College of Philadelphia, 1897; died in Good Samaritan Hos¬ 
pital, Cincinnati, April 24, aged 77, of acute coronary throm¬ 
bosis. 

Smith, Egbert Livingston ® Waterbury, Conn.; Yale University 
School of Medicine, New Haven, 1896 served during World 
War I; an Associate Fellow of the American Medical Associa¬ 
tion; for many years affiliated with Waterbury Hospital; died 
April 20, aged 79, of coronary sclerosis. 

Webb, Roy Abner, Pampa, Texas; University of Oklahoma 
School of Medicine, Oklahoma City, 1916; member of the 
American Medical Association; past president of the Lions Club; 
died in Highland General Hospital April 19, aged 59, of cerebra/ 
hemorrhage. 

Wisehart, William H., Colfax, Ind.; Central College of 
cians and Surgeons, Indianapolis, 1897; member of iAe/»' I,e "‘ :an 
Medical Association; died in Witham Hospital, L^ non ' re ' 
cently, aged 87, of senility. 
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Another Scrub Typhus Expedition to Malaya.—The Army Medi¬ 
cal Service has again sent a team of scientists to the Federated 
Malay States and British North Borneo to make studies aimed 
at the eradication of scrub typhus from that area and other parts 
of the world. Scrub typhus proved almost as dangerous to Ameri¬ 
can troops in the Pacific as the enemy during World War II. 
Knowledge acquired as the result of work done by three similar 
teams in Malaya during the postwar years has produced specific 
curatives. In 1948 such a team, after conducting experiments 
under controlled conditions, reported that some recently dis¬ 
covered antibiotics proved highly effective in the treatment of 
scrub typhus. Chloramphenicol (Chloromycetin®), aureomycin, 
and terramycin, the drugs of choice in the order named, provide 
the only known specific treatment for the infection. 

The mission of the present group is to attempt to develop an 
effective vaccine to prevent the initial infection and to experi¬ 
ment with impregnated clothing, chemical sprays, and other 
means of eliminating the mites that carry the disease. This 
group will undertake its studies at the invitation of the British 
and Malay governments. Headquarters will be established in 
the capital city of Kuala Lumpur, and the work will be carried 
on in collaboration with the British Scrub Typhus Commission, 
staff members of the Institute for Medical Research, and various 
Malayan medical groups. 

The six officers making up the Army Medical Service team, 
all from the Graduate School Army Medical Center, Washing¬ 
ton, D. C., are Maj. Charles L. Wisseman Jr., Maj. Herbert 
Ley Jr., and 1st Lt. Philip Y. Patterson, all officers in the 
Medical Corps; Capt. Warren G. Hoag, Veterinary Corps, and 
Maj. Robert Traub and 1st Lt. Fred Diercks, both of the Medical 
Service Corps. An additional member, Dr. David H. Johnson 
of the Smithsonian Institute, will leave the unit at British North 
Borneo to conduct studies of various jungle animals that serve 
as hosts for the infectious mites. The selection of this location 
was made necessary because of the hostility of Chinese Com¬ 
munist guerrillas who have made field work in the countryside 
and jungles of Malaya extremely hazardous. Dr. Johnson will 
be joined later by Major Traub, field director of the research 
team, and Major Wisseman after the Malayan program has been 
organized. 

International Congress of Military Medicine. — Maj. Gen. 
George E. Armstrong, newly appointed Surgeon General of 
the Army, departed June 15 as an official delegate to the 
Thirteenth International Congress of Military Medicine and 
Pharmacy held in Paris June 17-23 under the sponsorship of 
the president of France. General Armstrong was joined in Paris 
by the other official Army delegate, Maj. Gen. Edgar Erskine 
Hume, chief surgeon of the Far East Command in Tokyo, who 
delivered and address on medical activities in Korea. Following 
these meetings, General Hume participated in the Fourteenth 
International Committee Meeting of the Congress at Vichy, 
France, June 24-25. 

Medical Aspects of Nuclear Energy.—The Army’s course in the 
medical aspects of nuclear energy will begin July 9 and continue 
throughout the week at the Army Medical Service Graduate 
School, Washington, D. C. Among the instructors will be Brig. 
Gen. James Cooney, radiation safety adviser during the recent 
atomic tests at Eniwetok; Brig. Gen. Elbert DeCoursey, director 
of the Armed Forces Institute of Pathology; Dr. Richard Ger- 
stell, executive director of Civil Defense in Pennsylvania; Col. 
William Stone; Capt. Robert-Hinners, USN, and Lt. Col. Joseph 
Cody, AF. Col. Roy Maxwell, chief of the biophysics depart¬ 
ment at the Army Medical Service Graduate School, is director 
•<f the course. 


New Building for Communicable Disease Center.—Plans have 
been completed for a new national headquarters building and 
research laboratory in Atlanta for the Communicable Disease 
Center of the Public Health Service. The new center, a group 
of six buildings to cost an estimated 12>/2 million dollars, will 
furnish facilities for a number of projects related to wartime 
protection of the civilian population as well as to peacetime pub¬ 
lic health. Projects closely connected with national defense in¬ 
clude biological warfare defense studies and training, toxico¬ 
logical research on chemical warfare agents, and field’training 
of certain military personnel in sanitation. 

The center will be built next to the campus of Emory Uni¬ 
versity, which donated the site, according to Dr. R. A. Von- 
derlehr, medical director. Additional Congressional authoriza¬ 
tion will be needed before construction can begin. Plans call 
for erection of: (1) the main building, consisting of a five-floor 
laboratory section, surrounded by an eight-story office section, 
(2) the infectious disease laboratory building of five floors, (3) 
the virus laboratory, also five floors, (4) the audio-visual pro¬ 
duction building, four floors, (5) the cafeteria, seating 135 per- 



Proposed 12 Vi million dollar national headquarters building and re¬ 
search laboratory to be built at the Communicable Disease Center of die 
U. S. Public Health Center at Atlanta. 


sons, and auditorium, seating 300, and (6) the boiler house. All 
these buildings will be windowless, except for office space. 

Defense-related activities of CDC include insect and rodent 
control operations around military and industrial establishments, 
biological laboratory research; training of personnel in to 
armed forces and civilian health establishments in sanitary 
methods; training for laboratory directors and technicians, an 
training of public health personnel from foreign countries. 

The Communicable Disease Center, with a predecessor or¬ 
ganization, has been located in Atlanta since 1942. Its norma 
peacetime duties are to assist the states in the prevention an 
control of communicable diseases, such as rabies, murine typn 
fever, malaria, diarrheal disease, plague, and insect-borne 
cephalitis. Activities extend to every state and overseas err V- 
It has 500 employes locally, with more than 1,000 ot 
throughout the United States. Headquarters temporainly' ar 
50 Seventh St., N. E„ with principal laboratories at Cham 

Ga., 14 miles from Atlanta. w m 

When the new center is completed the virus laboratory 
be moved to Atlanta from Montgomery, Ate .,Earlier 1J l ._ 

bring the Technical Development Services of the Got 
cable Disease Center to Atlanta from Savannah have been 
celled because of the expense involved. That branch of 
will remain in Savannah. 
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LONDON 

Male and Female Death Bates.— Some interesting facts reviewed 
in an annotation in Lancet April 7, 1951, are based on a paper 
presented before the Royal Statistical Society on March 28, 1951, 
by Mr W I Martin, D.Sc., of the Medical Research Council s 
statistical research unit. Martin reported that since death regis¬ 
tration began, more than a hundred years ago, the ratio of male 
to female deaths has been consistently above unity in different 
age groups of the population and in different parts of the coun¬ 
try Furthermore, the female death rate is declining more quickly 
than the male, and the gap widens with increasing speed. 

Although control of infection has produced a fall of about 
50% in the death rate since 1870, the male death rate, which 
in 1841-1845 was 9.6% greater than the female death rate, be¬ 
came 27.6% higher than the latter in 1931-1935. 

The actuarial expectation rose between 1840 and 1931 from 
40.36 years to 58.74 in males and 42.04 to 62.88 years in females. 
Although much of the improvement was due to the eradication 
of childhood diseases, the male-female disparity was particularly 
remarkable at the age of 70—men had added only six weeks to 
their expected life span, while women gained some 16 months. 
Martin pointed out that, although men might claim to have 
borne the brunt of the occupational hazards of the industrial 
revolution, the present tendency for employment of women in 
industry has done nothing to stay the ever-increasing disparity 
in the death rates. It is true, however, that the adventurous spirit 
of the male makes him more liable to fatalities, even in child¬ 
hood. Better home conditions may have lengthened the women’s 
life span more so than their, husbands’, but industrial hazards 
for the latter have also decreased. 

In the discussion of this paper, it was brought out that the 
excessive male death rate was a constant feature of the vital 
statistics of other parts of the world. Apparently, few animal 
studies have been made. Prof. A. Bradford Hill, president of 
the Statistical Society, recalled a study showing .that the still¬ 
birth rate was higher among male than among female calves. 
However, he said, further research on vital statistics of such 
domestic animals was complicated by the differential mortality 
effect of the economic end in view, that is, whether the animal 
was intended for meat or for milk. Comparative biology may 
provide an answer to the question of whether life for the male 
is short because it is hard or because of a deep-seated biologic 
inferiority. 


Slimming by Television.—A leading article in the British Medi¬ 
cal Journal of March 24, 1951, discusses a British Broadcasting 
Corporation television demonstration of the effects of a slim¬ 
ming diet on women volunteers. It is reported that more than 
44,000 viewers have applied for the television diet sheet on slim¬ 
ming, which the British Broadcasting Corporation has promised 
to send its applicants. So far this diet sheet has not been made 
available. Although the corporation doubtless obtained the best 
medical advice for the experiment, the medical profession is 
concerned about whether the correction of a disorder of the 
body s metabolism is something that can safely be prescribed 
without medical supervision. 

In a letter in the same issue of the British Medical Journal, 
the secretary of the British Dietetic Association points out that 
it is a principle of her profession “that no dietary advice should 
e given without specific instructions from the patient’s doctor" 
and that no printed diet sheet should be handed out without 
an interview during which the dietitian satisfies herself that the 
patient has understood the principle of the regime, and that it 
is wit in his or her means.” This is one of the sensible regula¬ 
tions un er which these highly qualified medical auxiliaries do 
their work. 
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Obesity if not a disease is certainly a departure from normal 
body health, and the treatment of such a condition by restric¬ 
tion of the diet to 1,000 calories a day in ignorance of the social 
and economic position of the 44,000 starvationists, and in par¬ 
ticular in ignorance of any physical disorder that these obese 
sufferers may have, is a situation that the secretary of the British 
Dietetic Association is justified in describing as “potentially 
dangerous.” 

Dr. Stephen'Taylor, a physician and medical journalist, is 
- conducting a one-man campaign against fatness in the News 
Chronicle, a London daily paper. He writes: “There is one essen¬ 
tial preliminary—a visit to your doctor”; one reason advanced 
for doing this is that the diet is low in vitamins A and D; hence 
vitamin supplements may be advisable. The doctor is thus being 
told in advance that a certain course of treatment has been pre¬ 
scribed and then is left with the invidious task of saying whether 
his patient should adopt a regimen that has been prescribed by 
somebody else. Furthermore, the Ministry of Health will have 
to consider whether the recommended vitamin supplements are 
to be regarded as medicines to be issued free of charge under 
the National Health Service or whether they should be regarded 
as a form of concentrated food suitable for those enjoying a 
certain diet. Although the British Medical Journal does not 
challenge the soundness of the advice of either Dr. Taylor or 
the British Broadcasting Corporation, it is suggested that the 
family doctors of Britain might not unreasonably complain at 
being asked to underwrite somebody else’s dietetic policy. 

Obesity is on the borderline between health and disease, and 
success of the British Broadcasting Corporation enterprise may 
encourage a further experiment which crosses the borderline. 


DENMARK 

New Headquarters of the Danish Medical Association.—Further 
data concerning the new headquarters of the Danish Medical 
Association, Dorn us Medica (7. A. M. A. 139:247 [Jan. 22] 
1949), have now been published by Dr. Carl Mailand of Copen¬ 
hagen. The original Domus Medica was destroyed in 1944 by 
the Germans, who believed that the doctors of Denmark must 
be warned and punished because of their underground activities. 
After the war, there was little prospect of rebuilding on the 
old site because of shortages of material and prohibitive costs. 
Early in 1948, when the situation seemed hopeless, a magnificent 
building became available. It was the Plessen Palace, which 
had been built in 1901 by Baron Josef v. Plessen, a man of 
great culture and wealth, at the cost of one million Danish 
kroner, an impressive figure at that time. The purchase sum in 
1948 was one-and-a-half million Danish kroner, including the 
furniture and fittings. 

There was, however, much to be done to convert this palace 
into a building fulfilling the requirements of a modern corpo¬ 
rate body. To provide a lecture hall, two large rooms were made 
into one; even this arrangement provided seating accommoda¬ 
tion for only 130 persons. It should, however, be possible to 
build a much larger room on the premises or elsewhere. The 
old Domus Medica was financed to some extent by rental of 
several of its rooms to outsiders on festive occasions. This source 
of revenue was never quite satisfactory, as the visitors could not 
help interfering with the daily routine of the owners. In the new 
Domus Medica, such hospitality on a commercial basis will be 
reduced to a minimum, although accommodations will be pro¬ 
vided for corporate medical bodies wishing to entertain. About 
a ozen students, whose parents are doctors, are given resi- 
dential accommodation in the building, which also houses the 
medical society and other medical associations. Certain rooms 
are named for doctors who have contributed 10,000 kroner each: 
The national medical associations of other countries have con¬ 
tributed generously to the equipment of the building. Its walls 
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and library are being refurnished, and the thousands of books 
destroyed in the library of the old Domus Medica are gradually 
being replaced. 

Death of Dr. Otto Lassen.—Dr. Otto Lassen, who was born on 
March 17, 1881, and died on April 30, 1951, was a remarkable 
example of how much can be done without high academic rank. 
Early in his career he was put in charge of'a tuberculosis station 
or dispensary in Aarhus. Here he was also in general practice. 
He soon became so engrossed in the many aspects of the tuber¬ 
culosis campaign that this disease became and remained his chief 
interest. He was, in a certain sense, the father of the tuberculosis 
station system in Denmark, and his own station came to be the 
model for many others elsewhere in Denmark. It also became 
a teaching center, where many of his colleagues got their first 
training in tuberculosis work. He taught that the ideal tuber¬ 
culosis station must have at its disposal a certain number of 
hospital beds to make it a complete unit. One of his many 
articles on tuberculosis, submitted to a medical journal for pub¬ 
lication, was of such outstanding merit that he was urged to 
develop it as a doctorate thesis; he was 60 years old when he 
graduated as a doctor of medicine on this thesis. From his early 
days, before the stethoscope had been supplanted by radiologi¬ 
cal examination, until his death, he used to drive home certain 
elemental facts whose very simplicity tends to make them 
Ignored. For example, he stressed the fundamental importance 
of the finding of tubercle bacilli whose persistent absence should 
be a check on the unwary diagnosis of active tuberculosis. He 
was in favor of letting women go to term when pregnancy was 
complicated by tuberculosis, being convinced that mother and 
child could come safely through the ordeal when well cared 
for. His impression of the merits of BCG vaccination was such 
that he gradually extended the indications for this measure, 
which he at first confined to persons born into a tuberculous 
environment, nurses, and medical students. Later he advocated 
such vaccination for both children and adults if they were Man- 
toux-negative. Ugeskrift for Laeger published at the time of his 
70th birthday a series of articles on tuberculosis, many of them 
written by his old pupils. What touched him greatly on this 
occasion was the request by his hospital committee that he should 
continue to hold his hospital appointments despite his having 
reached the age limit. Death occurred, presumably as the result 
of coronary thrombosis, only a few weeks after he had cele¬ 
brated his 70th birthday. 


MEXICO 

Contributions of the Instituto Nacional de Cardiologia.—Pro¬ 
ductive investigations in several fields have been conducted re¬ 
cently at the Instituto Nacional de Cardiologia. 

Pharmacology .—A digitalis-like substance, thevetoidin, has 
been isolated from a Mexican species of Tbevetia (Thevetia 
gaumeri). Thevetoidin is a mixture of crystalline substances con¬ 
taining two types of polysaccharides, a small amount of a quater¬ 
nary ammonium base and a pure glycoside, which is in the 
process of being identified. Thevetoidin has a rapid action, 
similar to that of strophantbin. 

Physiology .—A new method has been developed for the study 
of coronary flow in the isolated heart which permits more 
accurate analysis of the factors that determine coronary output. 

Electrocardiography .—Institute workers for the first time 
have recorded the electrical phenomena within the mass of the 
septal wall, not merely septal surface phenomena. This has been 
effected by the use of simultaneously recovering electrodes 
placed at various depths within the septum. This method has 
revealed a septal activation different in many respects from 
previous concepts. 

Hemodynamics .—In December, 1948, for the first time, the 
institute hemodynamics team introduced a catheter through the 
patent ductus to the aorta from the pulmonary artery. Forty 
such catheterizations have been performed successfully. 


CORRESPONDENCE 


DEATH FOLLOWING CURARE ADMINISTRATION 
To the Editor :—In view of the recent report by Foregger, "Fatal 
ities Following Curare” (J. A. M. A. 142:1344 [April 29J19J0) 1 
felt it would be timely and valuable to report a case of proloRgjj 
apnea and death following anesthesia supplemented with curare 
and syncurine® (decamethylene-l,10-bistrimethylammonium di- 

bromide). 

On Feb. 13, 1950, a photographer, 53, underwent a gastric 
resection for duodenal ulcer. Other than the main complaint of 
obstruction and previous bleeding, there was nothing in ibis 
patient’s history pertinent to this problem. There was no history 
suggestive of myasthenia gravis. Examination of the heart and 
lungs and chest x-ray disclosed no abnormalities. Premedication 
consisted of 1 mg. of dibydromorphinone hydrochloride and 
0.40 mg. of atropine, given one hour before anesthesia was 
begun. 


The operation proceeded with somewhat greater than average 
difficulty, taking three hours and ten minutes. During this time, 
the blood pressure was well sustained except for a short intend 
when the duodenal stump was being manipulated, when tht 
blood pressure fell to 100/64. The anesthetic agent was nitrous 
oxide-oxygen-ether (not endotracheal). The patient received a 
total of 4 cc, (3 mg. per cubic centimeter) of rf-tubocurarine and 
5 mg. of syncurine.® No d-tubocurarine was given during the 
last hour and a half of the operation; the final dose of syncurine® 
was 1 mg., given for the closure of the peritoneum and fascia. 
The patient at all times was well oxygenated and had no res¬ 
piratory difficulty. As the closure was being completed, it was 
noted that the patient’s respirations were becoming more and 
more shallow and finally ceased. During the following seven 
hours, the patient was intubated and was artificially ventilated. 
In an early effort to stimulate the carotid body mechanism, mild 
cyanosis was allowed to prevail. In subsequent hours, the fol¬ 
lowing drugs were administered: nikethamide (coramine®), caf¬ 
feine, phenylephrine hydrochloride, and picrotoxi a. Procaine 
and the antihistamiuics were not used. Admixture of room air 
and ether vapor had no visible effect. 

Throughout the operation and the postoperative hours ol 
apnea, the patient received a total of 1,000 cc. of blood and 
1,000 cc. of 5% dextrose in isotonic sodium chloride solution. 
At no time did there seem to be respiratory obstruction. The 
patient could always be ventilated easily. Indeed, it was surpris¬ 
ing at times to see bow pink the patient’s color remained, 
even though ventilation was not performed manually, sometimes 
for minutes at a time. About four hours after the period of apnea 
had begun, the patient’s blood pressure began to fall and his 
pulse to accelerate and his pupils became dilated and unre¬ 
sponsive to light. The administration of phenylephrine hyoto- 
chloride corrected the blood pressure and pulse abnormalities, 
however, the pupillary dilatation persisted. It was felt at mis 
time that, even if- recovery should occur, irreversible cerebra 
damage had taken place. • 

The patient’s pharynx and tracheobronchial tree were aspirate 
ns indicated, although at no time was there an unusual 3 moun 
of mucus or moisture. Five hours after the period of apnea na 
begun, tbe patient was placed in a respirator, with the ena - 
tracheal tube in place and a catheter delivering oxygen to t 
patient through the endotracheal tube. About ‘wo hours M > 
the patient made efforts to reject the endotracheal tube, as 
was removed the patient died. ’A Levine tube was m P'« e 
throughout this entire period. 

This case suggests the existence of a medullary sideette 
d-tubocurarine and/or syncurine® which cannot as yet ba 
pated and for which no effective therapy is available. 

Harold Zimmerman, M.D., 

6 S. E. Second St., Evansville 9, Ind. 
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ERRORS IN BOOK REVIEW 

To the Editor: —I would like to point out some serious errors 
made in ffie review of my book “Physicians’ and Nurses Concise 
Medical Encyclopedia” in The Journal of Nov. 4, 1 • . 

Your reviewer condemned the book because he found a mis¬ 
spelling of “Gaffky” (a typographical error) and assumed that 
my spelling was poor. However, on page 98, under a leading 
article 6 ‘Gaffky” is spelled correctly. 2. Your reviewer quoted 
the first sentence of my article °n “pulmonary embolism as 
evidence that I did not know the etiology of the disease. The 
etiology, however, is given in the second sentence of the article. 

William H. Kupper, M.D., Beverly Hills, Calif. 


COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 


The following special report submitted by the Council to the 
House of Delegates and approved by that body at the annual 
meeting, June, 1951, is being printed in full because of the 
numerous requests received by the Council for information on. 
this subject. Donald G. Anderson, M.D., Secretary. 


POLICY OF THE AMERICAN MEDICAL 
ASSOCIATION REGARDING THE 
PRODUCTION OF PHYSICIANS 


Discussions of the supply of physicians In the United States 
in recent years have sometimes implied that the American Medi¬ 
cal Association, through its Council on Medical Education and 
Hospitals, seeks to limit the supply of physicians in this country 
by limiting the number of medical schools it approves, by cur¬ 
tailing enrolments in schools it approves, or by otherwise pre¬ 
venting expansion of the nation’s facilities for the training of 
physicians. It Is important that there be a clear understanding 
of the policies of the American Medical Association in this area. 

The American Medical Association has no desire to limit the 
production of properly trained physicians to serve the American 
people. The policy of the Association is to assist and encourage 
any responsible group or institution endeavoring to create 
new facilities or expand existing facilities for the training of 
physicians. 

The number of medical schools approved is determined en¬ 
tirely by the ability of schools to meet acceptable educational 
standards. AH medical schools in operation in the United States 
at present are fully approved by the American Medical Asso¬ 
ciation. 

The Association does not attempt to regulate the size of the 
national student body in medicine. The number of students ad¬ 
mitted to individual schools is determined by the faculties, ad¬ 
ministrative officers and governing boards of each school, in 
accordance with the school’s educational philosophy and its 
own judgment of its educational resources. In order to preserve 
high educational standards, the American Medical Association 
may advise a school to reduce its enrolment only when there 
has been an enrolment increase considerably in excess of in¬ 
creases in facilities. 


The number of medical students in approved schools has beei 
steadily increasing. In 1910 there were 12,530 students in ap 
proved schools; today there are more than 26,000. In the las 
10 years the number of medical students has increased by almos 
,000. This is the equivalent of creating at least 15 new medica 
sc ools of average size. The American Medical Association ha 
ent every aid and encouragement to this sound expansion. L 
many states the medical societies have provided effective leader 
s ip in the establishment of new medical schools and the expan 
sion of existing schools. 

Still further increases in the production of physicians are ii 
prospect. The present freshman class numbers more than 7,10i 
students, the largest on record. It is 23% larger than the fresh 
man class entering medical schools in 1940. During this perioi 


the general population increase in this country was 14%. In fact, 
physicians have increased in numbers more rapidly than has the 
population at large, for more than 20 years. 

It is probable that the freshman medical class will number 
7,500 or more within a year or two and that by 1960 the pro¬ 
duction of physicians will be at least 30% greater than in 1950, 
a rate of expansion that promises to exceed that of any other 
major profession, and will greatly exceed the general population 
increase. 

The American Medical Association has also facilitated the 
entrance into practice’ in this country of physicians educated 
abroad. After due study, it has recommended to state licensing 
boards that the graduates of 48 foreign medical schools be ac¬ 
corded the same opportunities for licensure as graduates of 
approved medical schools in the United States. This liberal policy 
in itself should make it clear that the Association is not attempt¬ 
ing for selfish reasons to limit the number of physicians practic¬ 
ing in the United States. 

The American Medical Association is duty bound to protest 
exaggerated estimates of the need for additional'physicians that 
can only be met by debasing the quality of medical education. 
It would be derelict in its responsibility to the American public 
if it failed to make clear that a deterioration in the quality of 
medical care is an inevitable consequence of lowered standards 
of medical education. 

In the past, half-century the American Medical Association’s 
efforts to improve medical education have been a major factor 
in the greatly improved health of the American people. For the 
future, the Association pledges its every effort to maintain high 
standards and to support expanding programs of medical edu¬ 
cation to the end that the American people may continue to 
enjoy the benefits of medical care unsurpassed in quality and 
quantity anywhere on earth. 


ESTABLISHMENT OF A QUOTA BASIS FOR 
THE APPOINTMENT OF INTERNS 

At its meeting June 8-9,1951, the Council on Medical Education 
and Hospitals approved the following statement of policy re¬ 
garding the approval of hospitals for intern training. 

Donald G. Anderson, M.D., Secretary. 


Since 1914, the Council on Medical Education and Hospitals 
of the American Medical Association has approved hospitals 
for the training of interns without specifying the number of 
interns that could be accepted under the program as approved. 
Until recent years, this policy created no problem since the num¬ 
ber of internships offered and the number of applicants were 
approximately equal. 

During the past 10 years however, the number of internships 
offered in approved hospitals has steadily increased to the point 
where it is estimated that there are now at least 3,000 more 
internship appointments available than there are applicants to 
fill them. This disparity has produced a number of undesirable 
effects. Hospitals, large and small with few exceptions, have 
been unable to assure themselves of a definite number of interns 
from year to year and have thus been handicapped in develop¬ 
ing stable educational programs. Applicants not infrequently 
have been subjected to undue pressure in making decisions with 
respect to hospital appointments. Some hospitals in competing 
for interns have stressed factors other than those of an educa¬ 
tional nature; still others have offered an excessive number of 
appointments, which when filled have resulted in overstaffing 
with a consequent deterioration of the quality of training 
provided. 

To ameliorate this situation, the Council hereafter, when ap¬ 
proving hospitals for intern training, will specify the number of 
internships for which a hospital is approved. The first list of 
hospitals approved on this basis will appear in the 1951 Intern¬ 
ship and Residency Number of The Journal, scheduled for pub¬ 
lication Sept. 29, 1951. As a basis for computing the quota for 
hospitals approved prior to April 15, 1950, the following formula 
will be used: 


1 , v uaiuiuj- uuiy; in mese nos- 

ink, 5 ; ?os? U i mber , n ° f ‘° ternshi P s t0 b e offered for the period 
July 1, 1952-June 30, 1953, will be limited to 80% of the num- 
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ber offered in 1950 as listed in the 1950 Internship and Resi¬ 
dency Number, 1 or to the total number offered in 1940, which¬ 
ever is the larger. 2 

2. Hospitals approved for intern and residency training: In 
these hospitals, the number of internships to be offered for the 
period July 1, 1952-June 30, 1953, will be limited to 70% of 
the number offered in 1950 as listed in the 1950 Internship and 
Residency Number or to the total number offered in 1940, which¬ 
ever is the larger. 2 

A similar quota based on comparable bed capacities and annual 
admission rates will be allocated to hospitals approved since 
the publication of the 1950 Internship and Residency Number. 
In no instance will the number of appointments in a hospital 
offering a rotating type of internship be reduced to less than 
four. 


BUREAU OF LEGAL MEDICINE 
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MEDICOLEGAL ABSTRACTS 


Building Restrictions: Right of Chiropractor to Maintain Office 
in Home.—The plaintiffs filed a suit for an injunction against 
the defendant chiropractor to restrain him from conducting or 
engaging in any business or profession in his private home. 
From a judgment of the trial court granting the requested in¬ 
junction, the defendant appealed to the Court of Appeals of 
Maryland. 

In 1942 the defendant acquired some real estate on Terrace 
Street in the Northern Heights Addition to the city of Hagers¬ 
town, Md., and constructed thereon a house that cost approxi¬ 
mately $40,000. The deed conveying this property contained a 
building restriction providing, among other things, that “the 
said premises shall be occupied and used for residence purposes 
only and not otherwise.” The plaintiff’s bill alleged that the 
defendant plans to engage in the business of practicing the pro¬ 
fession of chiropractic in the basement of this building and that 
he had informed one of the plaintiffs that he intends to occupy 
the building as a residence and also conduct his office and prac¬ 
tice his profession as a chiropractor in said building. In his 
answer the defendant denied he had expressed himself as intend¬ 
ing to conduct his office and professional practice exclusively 
in his residence but averred that he proposed only an incidental 
use of the said residence for professional office purposes, such 
use being supplemental, beyond usual office hours, to his regular 
office which is maintained in another location. The defendant 
admitted a desire to save office rent but refused to commit him¬ 
self to any plans for the near or distant future. He did testify, 
however, that he intends to perform, at his residence, his duties 
as secretary of the Board of Chiropractic Examiners. The trial 
court refused to recognize any distinction between practice of a 
profession wholly at or from one’s residence and “incidental” 
practice to a limited extent in special circumstances, but con¬ 
strued the covenant that the premises “shall be occupied and 
used for residence purposes only and not otherwise” as pro¬ 
hibiting conducting or engaging in any business or profession on 
the premises. The trial court therefore granted an injunction in 
the broadest terms, in the words of the covenant plus this im¬ 
plied prohibition, without any definition or limitation of “use 
for residence purposes only” or “engaging in any business or 
profession.” 

The narrower definition of “residence purposes only,” which 
is reflected in the trial court’s decree, was well expressed in a 
case in a Pennsylvania lower court decision: “Use as a private 
dwelling house means use by way of living, eating, sleeping 
and enjoying the various intellectual and social diversions inci- 


1. J. A. M. A. 142: 1149 (April 15) 1950. 

2. Appropriate adjustments of these quotas may be made on request by 
the hospital in those instances in' which bed capacities have been increased 
since 1950 or in which additional hospital services are presently being 
provided. ; . 


J.A.M.A., June 30, i 9 j ( 

dent to private family life. The practice of a profession howem 
is, in part at least, for the purpose of gain. It is similar in th,i 
respect to the carrying on of a business or trade. It is no answe 
to say that doctors, lawyers and dentists frequently condu-t 
their offices in their homes. To the extent to which they do this 
(at least habitually, regularly and continually), they are mint 
part of their dwelling houses for other than dwelling house 
purposes.” This definition, said the Court of Appeals which 
comprises little more than “eat, drink and be merry," is t00 
narrow. School children and undergraduate and graduate st u - 
dents are not the only persons who do “home work” in a house 
used “for residence purposes only." Even children may be actu¬ 
ated by a hope of future gain as well as an abstract love ol 
learning. Most people at home occasionally think and read 
frequently talk, and not infrequently “talk shop.” We cannot 
say that when one is reading Aristotle or Shakespeare or Dickem 
or “Gone with the Wind,” or a physician is talking politics or 
a politician is discussing medicine, he is within his rights, but 
when he is reading law or medicine or Dale Carnegie or a phy¬ 
sician is talking medicine or a politician talking politics, he is 
violating a restrictive covenant. All the work of a particular 
gainful calling may be home work, incidental to the use of 
premises “for residence purposes only,” e. g., Trolloppe’s self- 
imposed allotments of daily work on his novels. In this respect 
we see no difference between Ogden Nash’s published vers 
(if written at home) and verses written by members of a literary 
club for their mutual enjoyment or by an individual for Christ¬ 
mas cards for his friends. If, however, a novelist or other author 
works with a staff of secretaries, proof-readers or other assistants, 
such work would not be consistent with use of the premises 
for residence purposes only. Such activities might constitute use 
for both residence and business purposes, or for business with 
incidental residence use like the use of chambers in one of the 
Inns of Court by a barrister who resides at his chambers. 

The lower court expressed the opinion that the weight of 
authority supports the conclusion that property restricted ex¬ 
clusively for residence purposes cannot be used as contem¬ 
plated by the defendant. Does any use of the dwelling house 
for the purpose of conducting a real estate and insurance busi¬ 
ness therein, as a matter of Jaw, destroy its character as a private 
dwelling house? The suggestion has been made in judicial 
opinions that some kinds of personal business, such as that of 
a physician or a lawyer, may be carried on in one’s dwelling 
house without inconvenience to the neighboring property 
holders and without changing the general private character of 
the use of the building. Doubtless this may become a matter of 
degree, so that we refrain from holding that the complaint 
does not state a cause of action, but it does not follow that if a 
physician sees his patients or a lawyer meets his clients at his 
house in a room which he calls his office, he thereby destroys 
the character of his home as a private dwelling house in the 
usual meaning given to such words. 

As there is at least a doubt that the practice of medicine is 
prohibited, we must hold that it is not prohibited. If the prac¬ 
tice of medicine is not prohibited, it does not follow that any 
and all practice is permitted. Before and since 1910 somepny s1 ' 
cians so constructed or altered their houses that architected y 
their offices were offices and were distinct from, though co ¬ 
llected with, their residences. Such buildings would not bep ' 
mitted by the covenants now before us. It is undisputed 
defendant’s house is architecturally one of the best residet 
types. Many physicians now maintain offices, very dm 
from most physicians’ offices in 1910, with laboratories, var 
instruments and other facilities, associate physicians, secret ’ 
nurses, technicians or some such facilities or assistants o:r • 

Such offices would not be permitted by these covenants. ■’ 
the line can only be drawn case by case. Defendant s test® W 
indicates, not very clearly, that for what h f,f 1,s / n - C ‘ d , he ho use 
of his residence the only equipment he would locate in the ( 
would be “an adjusting table in the basement the sa 

had out at my home for my family, [and] any of the low a 
currents which are portable, the same as you would us ^ 
house call.” There is an outside entrance to the basern , ^ 

the basement, if not so used or put to some special “f ’ *' a t 
billiard room or a children’s play room, might not b 
ail or might be put only to the miscellaneous uses of 
ished cellar. We do not think such incidental use 01 
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' ment would impair the use of the house “for residence purposes 
I only ” concluded the Court of Appeals. If defendant should 
i abandon his present office and remove it to his residence, there 
is not sufficient evidence as to how the present office is conducted, 

! to enable us to determine whether or not such an office at the 
i residence would violate the covenants. Our decision will be 

i without prejudice to further proceedings in this case .or a new 

i case if and when such a change is made or threatened and 
plaintiffs are in a position to show the material facts. Defendant 
■ should not be permitted to maintain a professional or business 
i sign on his residence. A sign is a business use of property, 

' separable from residential use and also from incidental use in 

practice of a calling, and is therefore prohibited by these cov- 
, enants. Defendant proposes to keep in the basement five filing 

j cabinets and other files relating to his duties as secretary of 

the Board of Chiropractic Examiners and to perform his duties 
j there. We see nothing in the covenants to prevent a physician or 
f a i aW yer or the Secretary of Medical Examiners, Bar Examiners, 
or Chiropractic Examiners from doing his “paper work” at 
' home, including attention to correspondence or preparation 
j or marking of examination papers. Defendant, however, says that 

| at certain times “there are many, many candidates coming and 

. getting applications, some by writing and some by personal 
appearance.” Maintenance of such a public office to receive 
so much of the public as may have occasion to come in, is just 
as clearly a violation of the covenants as maintenance of a 
1 marriage license bureau would be. Accordingly the decree in 
r favor of the plaintiff was reversed and the trial court was ordered 
to enter a decree in accordance with the opinion of the Court 
of Appeals .—Osborne v. Talbot, 78 A. (2d) 205 (Maryland 
1951). 

Admissibility in Evidence of Results of Chemical Tests for In¬ 
toxication.—The defendant was convicted of driving a motor 
vehicle while intoxicated. From such convinction he appealed to 
the court of criminal appeals of Texas. 

The defendant admitted that he drove the vehicle at the time 
alleged but denied that he was intoxicated. He did, however, 
admit drinking four bottles of beer in the late afternoon and 
evening before his arrest. When taken to the City Hall by the 
police, the defendant signed a written permission for the officers 
to test his breath for alcohol by an instrument known as the 
Harger Drunkometer. The officers who arrested him and ob¬ 
served him after his arrest gave ample evidence to sustain the 
jury’s verdict independent of the results of the chemical test, 
the court indicated. In addition to the testimony of the officers, 
however, Dr. Beerstecher, a research biochemist at the Univer¬ 
sity of Texas, testified in part: “I am familiar with the instru¬ 
ment known as the Harger breath test; I have been studying 
that between ten and eleven months. I feel that the machine is 
extremely reliable. It shows how much alcohol is in a person’s 
blood at the time the test was taken.” On cross-examination, 
this witness stated: “There is disagreement among scientists as 
to the accuracy of the (Harger) breath test. A chemical analysis 
of the blood itself shows what per cent or proportion of alcohol 
is in that blood sample. The theory of the (Harger) breath test 
is that the breath indicates a per cent of saturation in the blood; 
it is a calculated proportion. This breath test is used in a number 
of states. From my work with this machine for some ten or 
eleven months, observing the officers making the tests, and 
from my knowledge as an expert on alcohol, my opinion is that 
the (Harger) machine is very reliable.” 

T he chief contention made by the defendant, said the court 
of appeals, is that it was prejudicial error for the trial court to 
permit the State to introduce evidence of an alcohol breath test 
of the defendant and the results purportedly shown thereby 
ccause the State did not prove that such breath-test and its 
results arc generally accepted by scientists as accurately estab- 
lis ung the alcoholic content of a subject’s blood to show whether 
® "as under the influence of intoxicating liquor and the extent 
o hts intoxication. The objection, said court, is to the conclu¬ 
sion reached because Dr. Beerstecher, after qualifying as an 
expert witness, stated that there was a difference of opinion 
among scientists as to its accuracy. The position that it is in- 
cum ent upon the State in the trial of the case to prove that 
l e test is scientifically accepted, said the court, may or may not 
e correct, depending upon the degree to which the fact is estab¬ 


lished by scientific research. This court may recognize generally 
accepted scientific conclusions, even though there should be 
some who disagree with them. In all probability a scientist may 
be found who will disagree with practically every generally 
accepted scientific theory. The opinion of such others by no 
means bars the evidence of a scientific truth before a jury, nor 
would it preclude the courts from taking judicial knowledge of 
the truth of it. Continuing, the court said that Northwestern 
University of Evanston, Illinois, has within the present year, 
1950, published a work from which the court quoted. “Medical 
science, through years of research and experimentation, has 
established that it is not the amount of alcohol consumed by a 
person that affects his driving ability but the amount of alcohol 
absorbed into his blood, and thus circulated to the brain, that 
affects his nerves and, correspondingly, his mental and physical 
faculties. . . . The most commonly used methods of determin¬ 
ing a person’s blood alcohol concentration is to chemically 
analyze the blood, urine, or breath. The amount of alcohol in 
the latter two substances directly parallels the amount of alcohol 
in the blood and, therefore, from the amount of alcohol excreated 
through the kidneys or lungs, the concentration of alcohol in 
the circulating blood can be determined accurately arid scien¬ 
tifically.” When supported by such authorities, said the court, 
this proposal is persuasive in supporting the evidence of Dr. 
Beerstecher, if that evidence needs to be supported, as to the 
effect of alcohol in the blood. Dr. Beerstecher testified that the 
instrument in question is accurate and he gave his reasons for 
it. He admitted that there are others who disagree with its 
accuracy. The objection to his testimony, therefore, goes to its 
weight and not to its admissibility. Our conclusion, said the court, 
is that this evidence is admissible as presented to us in this 
record for whatever it is worth, and it was not reversible error 
to overrule the defendant’s objection to it. Accordingly the de¬ 
fendant’s conviction was sustained .—McKay v. State, 235 S.W. 
(2d) 173 (Texas 1951). 


MEDICAL MOTION PICTURES 


Rodney: 16 mm., color, sound, showing time 11 min. Produced in 1950 
for the National Tuberculosis Association by Film Graphics, Inc., New 
York. Procurable on loan from local tuberculosis associations. 

This motion picture deals entertainingly with the serious prob¬ 
lem of tuberculosis control. The central figure is Rodney, a 
breezy caricature of typical American youth. During a routine 
physical checkup, the doctor discovers that Rodney has early 
tuberculosis; through his answers to Rodney’s questions, he 
provides information about the spread, treatment, and cure of 
tuberculosis. These answers contain many positive statements 
that serve to correct misconceptions. Points that are strongly 
stressed are the importance of rest in tuberculosis, the impor¬ 
tance of the tuberculosis hospital as the place for treatment, and 
the importance of the chest x-ray as a means of discovering 
tuberculosis in its early stage. 

The producer indicates that the film is intended for high school 
and college students and that the discussion leader has an ex¬ 
tremely important role to play at every showing. In the opinion 
of the reviewers, these are very important points. Guides for 
discussion leaders are available from the producer. The material 
presented is medically correct. However, the entertainment value 
appears at times to be greater than the teaching value. It is 
recommended for use mainly with high school students, as an 
introduction to a more detailed discussion of the subject. The 
photography and sound are excellent. 

SELECTED FILMS FOR HOSPITAL ADMINISTRATION 

The University Hospitals, State University of Iowa, have 
prepared a 32 page pamphlet listing 318 selected films of inter¬ 
est to hospital administrators and teachers of hospital admin¬ 
istration. Copies of the pamphlet may be obtained from the 
Committee on Medical Motion Pictures of the American Medi¬ 
cal Association or from the Extension Division, State University 
of Iowa, Iowa City. 
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A.M.A. Am. Journal Diseases Child., Chicago 

81:465-616 (April) 1951 

Congenital Pulmonary Stenosis: Postoperative Observations on 214 
Children. C. R. Leininger, S. Gibson and W. J. Potts.—p. 465. 

Care, Feeding and Fate of Premature and Full Term Infants Born of 
Tuberculosis Mothers. B. Ratner, A. E. Rostler and P. S. Salgado. 
—p. 471. 

Immunization in the Young Infant: Response to Combined Vaccines: 
I-IV. J. C. Peterson and A. Christie.—p. 483. 

Immunization in the Young Infant: Response to Combined Vaccines: V. 
A. Christie and J. C. Peterson,—p. 501. 

Immunization in the Young Infant: Response to Combined Vaccines: 
VI-X. J. C. Peterson and A. Christie.—p. 518. 

Use of Antihistaminic Drug for Treatment of Common Cold at Summer 
Camp for Boys. P. Fisher.—p. 530. 

Staphylococcic Infections m Hospital Nurseries and Pediatrics Wards. 
J. Felsen, J. Lapin, W. Wolarsky and others.—p. 534 

Simplified Transparent Tuberculin Patch Test. H. Vollmer and D. R. 
Lyons.—p. 541. 

Congenital Pulmonary Stenosis. —Leininger and his associates 
review the first 214 cases in which a Blalock or Potts-Smith pro¬ 
cedure was attempted at Children’s Memorial Hospital, Chicago. 
The preoperative diagnosis was tetralogy of Fallot in 199 cases 
and tricuspid atresia in 15. An anastomosis was performed in 
199 patients. Eighteen children (9%) died in the immediate post¬ 
operative period; one child died in an automobile accident three 
months after operation, and 35 children were not seen after 
surgery. The remaining 145 patients were observed for post¬ 
operative periods ranging from six to 42 months. Paroxysmal 
dyspnea, which occurred in 66 children prior to surgery, was 
not observed in any patient postoperatively. The average pre- 
operative values for red blood cell count and hemoglobin level 
were 6,930,000 per cubic millimeter and 18.3 gm. per 100 cc. 
respectively; the average postoperative values were 5,350,000 
per cubic millimeter and 14.4 gm. per 100 cc. The decrease in 
cyanosis following surgery was usually immediate and pro¬ 
nounced, and, in the majority of cases, this improvement re¬ 
mained essentially unchanged throughout the period of obser¬ 
vation. The decrease in the clubbing of the fingers and toes was 
fairly complete by the end of the first year. The increase in 
exercise tolerance was encouraging in all cases and dramatic 
in a few. The heart enlarged to some degree after surgery in all 
cases. Minimal (5 to 10%) cardiac enlargement occurred in 
seven patients, in spite of excellent improvement in cyanosis and 
exercise tolerance following surgery. Most of the patients 
showed mild (15 to 35%) cardiac enlargement, which usually 
occurred within the first six months after surgery. Seven showed 
severe (85 to 180%) cardiac enlargement with chronic heart 
failure requiring digitalis therapy. In each of these cases, un¬ 
usual cardiac enlargement was apparent within six months after 
surgery and there was no significant increase after 12 months. 
Four of these showed symptomatic improvement and decreased 
cyanosis in spite of marked cardiac enlargement. One patient 
died 11 months after surgery and four months after digitalis 
medication was started; another was given digitalis therapy four 
months after surgery and died seven months postoperatively. 
Postmortem examination revealed similar findings in each case; 
a tetralogy of Fallot with a partly overriding aorta was present. 


The Association library lends periodicals to members of the Association 
and to individual subscribers in Continental United States and Canada 
for a period of five days. Three journals may be borrowed at a time. 
Periodicals are available from 1940 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied with 
stamps to cover postage (6 cents if one and 18 cents if three periodicals 
are requested). Periodicals published by the American Medical Associ¬ 
ation are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 

Titles marked with an asterisk (*) are abstracted. 


Two other patients in this series manifested cardiac failure with 
severe enlargement of the heart. Five patients in addition t 
those described above died during the three-and-one-half year 
period of observation. Autopsy in two of the cases revealed 
transposition of the great vessels in addition to pulmonary sten 
osis. It was concluded that the Blalock or Potts-Smith procedur- 
alleviates the symptoms occurring in certain types of coneenitai 
pulmonary stenosis. 


A.M.A. Arch. Ophthalmology, Chicago 






H Cowper.-p a 367 Md V08t ' Koyanagi Syndrome: Uveocncephalitis, A. R. 

s cope and Limitations of Orthoptics in Nonsurgical Treatment of 0;uln 
Deviations. H. M. Burian.—p. 377. 

Experimental Cataract Produced by Three Centimeter Pulsed Microant 
Irradiations. A. W. Richardson, T. D. Duane and H. M. Hines-p Ji’ 
Theory of Ocular Dominance. G. L. Walls—p. 387. 

Iris Cyst Following Traumatic Implantation of Glass Splinter, id 
Foreign Body Probably Retained in Ciliary Area 45 Years. M Cda 
—p. 413. 


Postdiphtheritic Cycloplegia: Report of Two Cases. T. R. Gaines.-?. «(. 
Rose Bengal Test in Diagnosis of Deficient Tear Formation. H. V, 
Forster Jr.—p. 419. 

Peripheral Fusion. J. E. Winkelman.—p. 425. 

Experimental Studies on Early Lens Changes After Roentgen Irradiation; 
II. Exchange and Penetration of Radioactive Indicators (Na“, K“, I a , 
P“) in Normal and Irradiated Lenses of Rabbits. L. von Sallmann and 
B. D. Locke.—p. 431. 

Enucleation and Cosmetic Rehabilitation: Criteria for Evaluation-oi-Ctil-- 
rent Procedures. A. M. Culler.—p. 445. 

Amaurosis Fugax et Amaurosis Folminans. S. Behrman.—p. 458. 


A.M.A. Arch. Pathology, Chicago 

51:361-472 (April) 1951 

Arteritis, Carditis, Glomerulonephritis and Bilateral Renal Cortical 
Necrosis Induced in Rabbits by Injection of Horse Serum or Bovine 
Gamma Globulin Combined with Killed Group A Streptococci or 
Freund’s Adjuvant. R. H. More and S. D. Kobernick.—p. 361. 
EiTect of Tween 80® on Serum Lipids and Tissues of Cholesterol-Fed 
Rabbits. T. P. B. Payne and G. L. Duff.—p. 379. 

•Possible Pathogenic Mechanisms Responsible for Human Periarteritis 
Nodosa, as Suggested by'Occurrence of Two Instances of this Disease 
in Association with Glomerulonephritis. G. F. Kipkie and D. S. John¬ 
son.—p. 387. 

Fuchsinophilia in Adrenal Cortex: Critical Examination of Brosler-Vmes 
Technic. A. D. Zinsser and H. H. Zinsser.—p. 393. 

Correlation Between Cytoplasmic Basophilia and Nucleic Acid Content 
of Liver. E. Farber, D. Koch-Weser, P. B. Szanlo and H. Popper. 
—p. 399. .... 

Basophilic Cytoplasmic Material (Pentose Nucleic Acid): Distribuhon m 
Normal and Abnormal Human Liver. P. B. Szanto and H. ropp 
—P- 409. . ., 

Morphologic Lesions Due to Acute and Subacute Poisoning »nn a 
freeze (Ethylene Glycol). D. E. Smith.—p. 423. ^ 

Congenital Alveolar Dysplasia of Lungs. N. Kaufman and K. *• 

Changes in Serum Lipids of Rabbits with Acute Uranyl Nitrate Po>»" 
ing. F. C. Bauer Jr., G. C. Johnson, L. Carbonaro and t. ■ 

Thoracic Venous Anomalies: III. Atresia of Common Pu '® ona ( c 3 ^])'. 
Pulmonary Veins Draining Wholly into Superior Vena , , case 9- 

IV. Stenosis of Common Pulmonary Vein (Cor Triatrialu J Burc htll. 
J. E. Edwards, J. W. DuShane, D. L. Alcott and H. 

—p. 446. 

Pathogenesis of Periarteritis Nodosa; Occurrence in 
with Glomerulonephritis.—The histories of two pa , u j 0 . 
periarteritis nodosa are presented. Both patients had g 
nephritis. It is suggested that the periarteritis was • ^ 
the same pathogenic process that was responsibl ^ 
glomerulonephritis; (2) hypertension or (3) a f f ° na jonsoa 

pound and was an allergic reaction. Studies f“ d oeriarteritis 
these patients do not permit the conclusion that the P ^ ^ 
nodosa was due specifically to the operation of any fl „ 

suggested mechanisms. One of the two cases 1 exc i us ively 
record in which periarteritic lesions occurred exc 

the lungs. 
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American Journal of Hygiene, Baltimore 

53:121-236 (March); 1951. Partial Index 

Immunization of Cotton Rats with Inactivated Lansing Poliomyelitis 
Virus: I. Inactivation by Chemical Agents. C. E. Schwerdt, G. W. A. 
Dick, R. M. Herriott and H. A. Howe.—p. 121. 

Id.: II. Inactivation by Physical Methods. G. W. A. Dick, C. E. 

Schwerdt, W. Huber and others.—p. 131. 

The in Vitro Effect of Aureomycin and Chloromycetin on Cultures of 
Endamoeba Histolytica and Trichomonas Hominis: I. Ability of Anti¬ 
biotics to Prevent Growth and Multiplication of Organisms. J. G. 
Shaffer and J. Z. Biegeleisen.—p. 139. 

Id.: II. Disappearance of Organisms from Cultures Treated with Anti¬ 
biotics. J. Z. Biegeleisen and J. G. Shaffer.—p. 146. 

•Further Studies on Preparation of Smallpox Vaccine by Chick-Embryo 
Method. G. J. Buddingh and C. C. Randall.—p. 152. 

Life History and Breeding Habits of Eye Gnat, Hippelates Pusio Loew, 
in Coachella Valley, Riverside County. R. W. Burgess.—p. 164. 
Diphtheria Immunization Studies of Students in Urban High School. 

G. James, W. A. Longshore Jr. and J. L. Hendry.—p. 178. 

Postinfection Murine Typhus Antibodies in Sera of Rodents. E. R. 

Rickard.—p. 207. t- ..... „ .. 

Control of Anopheles Pseudopunctipennis in Mexico with DDT Residual 
Sprays Applied in Buildings: Part IV. Activity Pattern of Adult A. 
Pseudopunctipennis Thco. E. Bordas and W. G. Downs, p. 217. 
Common Respiratory Disease in Recruits. P. E. Sartwell.—p. 224. 

Chick Embryo Method of Preparing Smallpox Vaccine—A new 
method for the preparation of smallpox vaccine became avail¬ 
able with the successful propagation of vaccinia virus in the 
chorioallantois of the developing chick embryo. It is felt that 
the chick embryo may be safely substituted for the calf as a 
source for vaccine. Studies on the behavior of vaccinia virus in 
the chick embryo revealed the following points: 1. The best 
source for chick embryo-propagated smallpox vaccine is the 
36 to 48 hour membranal lesions obtained by carefully titrated 
inoculation of the 11 or 12 day chorioallantois. 2. A vaccine 
with the qualities of potent calf lymph can be prepared in quan¬ 
tity from the first passage in the chorioallantois. 3. Buffer saline 
serum is a superior protective diluent for smallpox vaccine pre¬ 
pared by the chick embryo method. 4. Smallpox vaccines pre¬ 
pared as l-in-50 suspensions in buffer saline serum have keeping 
qualities superior to those prepared as l-in-10 or l-in-15 sus¬ 
pensions. The l-in-50 suspensions meet the required standard 
potency titration tests after at least one year of storage at 0 
to 5 C. 

Am. Practitioner & Digest of Treatment, Philadelphia 

2:217-304 (March) 1951 

•Stellate Ganglion Block in Cerebral Thrombosis and Embolism: Pre¬ 
liminary Report. I. Sussman, R. Lempke and R. Wallace—p. 217. 
Complications of Gastric and Intestinal Intubation. L. J. Kleinsasser. 
—P. 221. 

Endocrine Therapy in Treatment of Diseases of Prostate Gland. N. J. 
Hcckcl.—p. 228, 

Cytologic Examination of Gastric Washings. N. R. Bothereau.—p. 231. 
Injuries to Elbow Region. I. W. Kaplan.—p. 234. 

Normal Diet; Variations in Diseased Conditions, and in Management of 
Hepatic Diseases. S. P. Lucia and N. Simmonds.—p. 238. 
Hospitalization in Treatment of Neuroses. H. B. Smith and L. H. 
Smith.—p. 241. 

Evaluation of Sex Hormones in Treatment of Male Infertility. N. J. 
Hcckel.—p. 247. 

Symptomatic Treatment of Common Cold. H. J. Johnson Jr.—p. 250. 
Pleural Eosinophilia with Special Reference to Its Association with 
Pulmonary Emboli. L. E. Danzig and R. H. Pope.—p. 254. 

Emotional Significance of Cancer: Psychiatric Conference. H. C. Shands, 
H. H. W. Miles and S. Cobb.—p. 261. 

Pulmonary Embolism—Present Status. W. F. Renner.—p. 266. 

Stellate Ganglion Block in Cerebral Thrombosis.—The rationale 
for the use of stellate ganglion block in the treatment of cere¬ 
bral thrombosis is that it causes dilatation of the cerebral ves¬ 
sels, thereby limiting the vasospasm and subsequent anoxic 
damage that usually follows occlusion of a cerebral vessel by 
a t trombus or embolus. Stellate ganglion block was done on 
alternate patients with a clinical diagnosis of cerebral throm- 
osis or embolism admitted to the medical service of the Jer- 
sey City Medical Center. Twenty patients had stellate ganglion 
b oc', and 22 patients served as controls. The anterolateral 
approac and the infiltration and diffusion technique were used, 
s ° ? middle cervica l ganglion was also blocked. A total 

o ocks were performed. The procedure was repeated daily, 
unti t ere was no further evidence of improvement or until 


the patient’s symptoms cleared. Forty-five per cent of the con¬ 
trols died, but only 30% of those receiving stellate ganglion 
block died. Many patients noted varying degrees of improve¬ 
ment immediately following the block. One patient died as the 
result of the stellate ganglion block. A thorough knowledge of 
the anatomy of the region and a careful technique are required, 
so that such serious accidents may be avoided. 

Angiology, Baltimore 

2:1-84 (Feb.) 1951 

Effect of Sympathicolytic Drugs on Cardiovascular System in Man with 
Special Reference to Hypertension. R. H. Goetz.—p. 1. 

•Prevention of Thromboembolism. L. Loewe, L. Berger and R. P. 
Lasser.—p. 26. 

Effect of Adrenalectomy and DCA on Radioisotope Intramuscular 
Clearance and Distribution in Rat. F. R. Franke, J. B. Boatman and 
R. S. George.—p. 46. 

Photometrical Studies on Viscerocutaneous Reflexes with Vasoconstriction 
in Venous Capillaries (Wernoe’s Symptom) in Gall-Bladder Diseases. 
J. Adams-Ray.—p. 51. 

Experimental Arterial Stenosis: Post Stenotic Dilatation and Collateral 
Blood Flow. J. Flasher, D. R. Drury and G. Jacobson.—p. 60. 
Bilateral-Dorsal Sympathectomy for Hyperhidrosis: Comparison of Re¬ 
sponse to Adrenalin and Pilocarpine of Pre-Ganglionic and Post- 
Ganglionic Sympathectomy in Same Patient. C. J. Mock and O. C. 
Julian.—p. 71. 

Trendelenburg Test: Recommended Changes in Terminology. A. M. 
Tunick.—p. 77. 

Prevention of Thromboembolism.—The authors believe that 
the frequency of thromboembolic disease in both medical and 
surgical patients warrants the adoption of broad prophylactic 
measures to reduce this incidence. In preoperative surgical pa¬ 
tients the following procedures should be done routinely: re¬ 
duction of weight in the presence of obesity, correction of 
varicose veins if feasible, medical supervision of cardiac abnor¬ 
malities, correction of anemia, and administration of a diet with 
high carbohydrate and vitamin content. Recommended post¬ 
operative prophylactic measures include early ambulation, leg 
exercises in bed, avoidance of compression of calf veins, use of 
elastic stockings in those with varicose veins, and use of anti¬ 
coagulant drugs. Of these, repository heparin is the most suit¬ 
able because of its simplicity of administration, rapid and 
prolonged effect, wide margin of safety, and requirement of 
minimal laboratory control. Prophylactic vein ligation should 
be reserved for patients in whom anticoagulants might aggra¬ 
vate a bleeding tendency, and for chronically bed-fast 
patients who have thromboembolic potentialities. The entire 
program of postoperative prophylaxis should be applied to all 
patients who (1) have a history of thromboembolic or occlusive 
arterial disease, (2) are in cardiac failure, (3) have large hearts 
or auricular fibrillation, (4) are obese, debilitated, polycythemic, 
or anemic, and (5) are over 50 and have no specific contraindi¬ 
cation to anticoagulant administration. For the majority of nor¬ 
mal patients below the age of 50 prophylaxis can be withheld 
unless periodic examination of the lower extremities reveals 
early phlebothrombosis. The authors report a decrease in the 
incidence of thrombosis and pulmonary embolism in a series 
of 102 postoperative patients receiving prophylactic anticoagu¬ 
lant therapy as contrasted with 102 control postoperative 
patients. They outline specific prophylactic programs for post¬ 
partum and orthopedic patients and for those with myocardial 
infarction, auricular thrombus and embolization, or recurrent 
idiopathic thromboembolism. In addition, they suggest that 
repository heparin may be useful in the therapy of thrombo¬ 
angiitis obliterans, diabetic atherosclerosis, endarteritis obliter¬ 
ans, and frostbite.. 

Arizona Medicine, Phoenix 

8:1-92 (March) 1951 

““ {or Rcscction in Pulmonary Tuberculosis. P. C. Samson. 
CI C 0 ommms ( .-p e 33 ' POr ' ) ' E ' L ° PeZ Quinones - R - Garcia D - and E. 
Tr an7r t N. f ShoS-p it 3 h 7 InlraVen ° US ‘ r ° n Cacod5,!ate - C - E - Bcnsema 
Ei B C r C e t az 0 c'a,c 0 ;"nd n L rat, F 0n Pfcr«.-p“ f"°'° sical Test * for Syphilis. E. L. 
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Arkansas Medical Society Journal, Fort Smith 

47:169-202 (March) 1951 

Meaning of Modern Pathology to the General Practitioner. A. Nettle- 
ship.—p. 169. 

State Hospital Problems in the Midwest, E. R. Smith.—p. 172. 

Major Trigeminal Neuralgia (Tic Douloureux). R. Watson.—p. 175. 


California Medicine, San Francisco 

74:151-224 (March) 1951 

An Evaluation of Cesarean Section. T, R. Nanninga and H. A. Stephen¬ 
son.—p. 151. 

Preliminary Studies of Gastrointestinal Tract with Colloidal Barium. 

F. Windholz, H. S. Kaplan and H« H. Jones.—p. 155. 

Treatment of Mediastinal Tumors. P. C. Samson and D. J. Dugan. 
—p. 161. 

•Antibiotics in Management of Staphylococcal Endocarditis: With Special 
Reference to Increasing Bacterial Resistance. D. C. Levinson, G. C, 
Griffith and H. E. Pearson.—p. 167. 

Private Practice—Health Department Relationships: How Can They Be 
Improved? E. L. Russel.—p. 171. 

Funnel Chest (Pectus Excavatum) In Infancy and Adult Life. A. L. Brown 
and O. Cook.—p. 174, 

The California Tumor Registry. L. Breslow, J. W. Elhs, M. C. Eaton and 

G. D. Kleioman.—p. 179. 

♦Return of Vestibular Function Following Streptomycin Toxemia. J. S. 
Chase.—p. 185. 

Prevention of Injury From X-Radiation. F. R. Holden, E. Tochilin, C. H. 
Hine and L. Lewis.—p. 188. 

Therapeutic Perspective. J. R, Scholtz and C. Williamson.—p, 193. 
Thalassemia (Mediterranean Disease) Occurring in Filipinos and Chinese. 

J. M. Nilsson, H. Mills and G. W. Miners.—p. 195. 

Irradiation Treatment of Lymphoid Hyperplasia of Nasopharynx. 5. B. 
Irwin.—p. 198. 

Antibiotics in Staphylococcic Endocarditis.—Eighteen patients 
with staphylococcic endocarditis were observed over a three 
year period. In nine of the cases the etiological organism was 
Staphylococcus aureus, and in the remaining nine it was 
Staphylococcus aibus. Twelve patients died, six in each etiologi¬ 
cal group. Of those with Staphylococcus aureus endocarditis 
who survived, only one responded to 20,000,000 units of penicil¬ 
lin daily. The other two responded dramatically to aureomycin 
given in a dose of 1 gm. every four hours. Two of the three 
surviving patients with Staphylococcus aibus endocarditis re¬ 
sponded to penicillin. In the third patient the organism was re¬ 
sistant to penicillin but relatively sensitive to aureomycin. Ther¬ 
apy consisted of penicillin in a dose of 2,000,000 units every 
three hours intramuscularly and 1 gm. of aureomycin every six 
hours. Within 24 hours after beginning of the therapy the 
temperature was restored to normal. In vitro bacterial sensi¬ 
tivity studies were done in 15 of the 18 patients. In 10, the 
organism was relatively resistant to penicillin. The infecting 
agent showed aureomycin sensitivity in three of four cases in 
which the organism was penicillin-fast. In one patient increasing 
resistance to aureomycin developed during therapy. Intially 5 7 
of aureomycin per cubic centimeter of culture were required 
for in vitro inhibition. At the end of 10 days of aureomycin 
therapy, the amount necessary had increased to 40 7. Results 
of sensitivity studies and therapeutic response reported suggested 
that aureomycin may be effective when bacterial resistance to 
penicillin is observed. Staphylococcic resistance to aureomycin 
may develop. 

Vestibular Function Following Streptomycin Toxemia.—Of 62 
patients with pulmonary tuberculosis who were given 2 gm. 
of streptomycin daily for an average of 110 days, 42 had com¬ 
plete loss of vestibular response to caloric stimulation. In the 
great majority of cases, response returnecf in varying degrees 
over a period of two years. More patients weighing less than 
125 pounds (56.7 kg.) lost response than did heavier patients, 
and the rate of loss was also higher among patients aged over 
45. Response returned earlier in the younger patients than in 
the older. Of 215 patients with pulmonary tuberculosis who 
were given 1 gm. of streptomycin daily for an average of 110 
days, 18 had complete loss of vestibular response to caloric stim¬ 
ulation. Sixteen regained response within a year, one in 17 
months and one was lost to study. 


Cancer, New York 


•m-zzu (Jan.) 1951. Partial Index 
Duration of Life in Untreated Cancer. M. B. Shimkin-n r 
My Conception of Cellular Nevi. P, Masson.—p. 9 . ' 

•Study of Natural History of Acute Leukemia with Special R,r, r —,, 
Duration of Disease and Occurrence of Remissions. C M Somh ° 
L F. Craver, H. W. Dargeon and J. H. BurchenalXp.' 39 S ° Ulham ’ 
Arrheaoblastoma: Incidence of Malignancy and Relationship i 0 p,,„ 
na £ c * 1° Sterility, and to Treatment. C. T. Javert and W. F. Finn 


Embryological Tumor of Retinal Anlage Involving Skull B E 
and H. Parsons.—p. 78. ‘ 

Third Case of So-Called Retina! Anlage Tumor. H. Martin and P w 
Foote Jr.—p. 86 . "• 


Case for Prophylactic Neck Dissection. H. Martin.—p. 92 , 
Composite Operation for Radical Neck Dissection ami Removal of 
Cancer of Mouth. G. E. Ward and J. O. Robben.—p. 98 . 
Replacement of Lining to Ora! Cavity Following Surgery. M. t p j,.,. 
ton Jr.—p. 110. 5 


Resection of Bony Thoracic Wall for Solitary Hematogenous Metastatic 
Tumors. G. N. J. Sommer Jr.—p. 120. 

Effect of Portal Cirrhosis on Development of Carcinomas. I. W. Hill 
and Shao-Chien Sun.—p. 131. 

Hormone-Treated Primary Operable Breast Carcinoma: Pathologic:) 

Study of 33 Cases. J, T. Godwin and G. C. Escher.—p. 136. 
Carcinoma in Situ of Right Lower Bronchus: Case Report. G. N. 

Papanicolaou and I. Koprowska.—p. 141. 

•Cytologicai Diagnosis of Mammary Cancer Associated with Incipient 
Paget’s Disease of Nipple. M. J. Eisen and R. H. .Taft.—p. 150. 
New Perspectives in Cancer Cytology. C. Barigozzi and G. Dellepia 
—p. 154. 


Virus-Like Bodies in Human Cancer. Electron-Microscope Stud)' cl 
Filterable Components of Normal and Neoplastic Tissue. J. D. Foi 
—p. 168. 


Relationship of Cancer to Phosphate Loss of Erythrocytes. A. F, Reid 
and E. B. Ryan.—p. 184, 

Anabolic Metabolism of Radioactive Sulfate by Animal Tissues in Vitro 
and in Vivo. L. L. Layton.—p. 198. 


Natural History of Acute Leukemia.—A study was made of 114 
male patients and 58 female patients with acute leukemia. The 
patients were between the ages of 2 months and 73 years and 
were seen at Memorial Hospital, New York, from 1926 through 
1948. Twenty-two of these patients were admitted after May 
1948 and were treated with pteroylglutamic acid (folic acid) 
antagonists. They were excluded from the total group of 172 
patients for computation of survival times and remissions but 
were included in all other analyses. Symptoms, signs, and hema¬ 
tological data were briefly considered. It was found that 8.7® 
of the 150 patients had some degree of temporary remission 
but that only 4 % had complete temporary remissions. No pa¬ 
tient in this group had more than a single remission. Remissions 
appeared unrelated to type of preceding treatment or to infec¬ 
tion. Mean survival time from the onset of symptoms was 20.3 
weeks. The longest survival was 58 weeks, but 50% of the 
patients were dead by 17 weeks and 90% by 36 weeks. Roent¬ 
gen therapy, nitrogen mustards, radioactive phosphorus, and 
urethane were all without significant therapeutic effect. Im¬ 
proved supportive measures, such as antibiotics and generous 
use of blood transfusions, appear to have caused a slight hut 
significant increase in survival time. Sixteen illustrative cases 
are reported in detail. 


ytological Diagnosis of Breast Cancer with Paget’s Disease.-- 
ire occurrence of intraductal cancer of the breast associate 
ith beginning Paget’s disease of the nipple in a woman age 
i is reported. There were no palpable masses in the ureas- 
re intraductal mammary cancer was not clinically detecta e 
r the usual means, and the diagnosis of the neoplasm was nrs 
tablished by cytologicai examination of smears made from 
scharge collected from the mouth of the lactiferous duct, 
rears were prepared according to Papanicolaou’s technique, 
id cancer cells were identified in the material. Intermitten - 
arge from the nipple, the symptom of the Intramamma y 
don, preceded by six months the appearance of an eros. 
e apex of the nipple, a biopsy of which revealed the cha »‘ 
ic evidence of Paget’s disease. This sequence lends addmona 
pport to the view that Paget’s disease of the nipple is sec 
intramammary carcinoma. 
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Circulation, New York 

3:321-480 (March) 1951 

•Acute Nonspecific Pericarditis: Clinical, Laboratory and Follow-up Con¬ 
siderations. D. B. Carmichael, H. B. Sprague, S. M. Wyman and 
E. F. Bland.—p. 321. . 

•Effect of Choline upon Experimental Canine Arteriosclerosis. J. D. 
Davidson, W. Meyer and F. E. Kendall.—p. 332. 

White Thromboembolism in the Hamster Cheek Pouch after Trauma, 
Infection and Neoplasia. B. R. Lutz, G. P. Fulton and R. P. Akers. 
—p. 339. 

•Beriberi Heart in Iowa Veterans. C. H. Gutenkauf.—p. 352. 

Mural Thrombosis and Arterial Embolism in Mitral Stenosis. Clinico- 
pathologic Study of 51 Cases. R. A. Jordan, C. H. Scheifley and 
J. E. Edwards.—p. 363. 

Variations in Electrocardiographic Responses during Exercise. Studies 
of Normal Subjects Under Unusual Stresses and of Patients with 
Cardiopulmonary Diseases. P. N. G. Yu, R. A. Bruce, F. W. Love- 
joy Jr. and M. E. McDowell.—p. 368. 

Determinants of Impairment of Cardiac Filling During Progressive 
Pericardial Effusion. W. E. Nerlich. p. 377. 

Isolation of Hypertension from Circulating Blood of Normal Dogs with 
Experimental Renal Hypertension by Dialysis in Artificial Kidney. 
L T Skeggs, J. R. Kahn and N. P. Shumway.—p. 384. 

Intracardiac Manometer: Its Evaluation and Application. E. J. Ellis, 
O. H. Gauer and E. H. Wood.—p. 390. 

Lack of Effect of Oral Doses of Cinchona Alkaloids on Circulation of 
Dogs with Renal Hypertension: Contrast to Their Action in Neuro¬ 
genic Hypertensin. I. Greene and E. P. Hiatt.—p. 399. 

Effect of Digitoxin on Sodium Excretion, Creatinine Clearance and 
Apparent Cardiac Output. M. J. Greve, E. E. Eddleman Jr., K. Willis 
and others.—p. 405. 

Studies of Tissue Response to Injections of Enzymes: V. Development 
of Subcutaneous Nodular Masses, and Plasma and Tissue Hexosamine 
Changes Following Subcutaneous Injection of Streptokinase. S. T. 
Schlamowitz and A. C. DeGraff.—p. 413. 

Studies on Spread of Excitation Through Ventricular Myocardium. 

R D Pruitt, H. E. Essex and H. B. Burchell.—p. 418. 

Extremity and Circumferential Chest Lead Electrocardiogram in Induced 
Acute Coronary Insufficiency. K. Chesky, A. M. Master, H. S. Arai 
and L. Pordy.—p. 433. 

Characteristics of Unipolar Precordial Electrocardiogram in Normal 
Infants. R. F. Ziegler.—p. 438. 

Emotion and Circulation. M. D. Altschule.—p. 444. 

Acute Nonspecific Pericarditis.—Thirty-five male and 15 female 
patients between the ages of 10 and 70 with acute nonspecific 
pericarditis are reported on. Forty-five of these patients were 
followed up for two to 18 years. The commonest presenting 
complaint was pain generalized over the entire anterior chest 
or limited to certain areas of the chest. The variable nature of 
the pain and the difficulty of differentiating it from the pain of 
other cardiac and pulmonary diseases was apparent. Malaise, 
fever, cough, and dyspnea were the commonest accompanying 
complaints. A pericardial friction rub, the physical finding of 
greatest significance in the diagnosis of this disease, was heard in 
37 patients. Enlargement of the cardiac shadow was observed 
in 25 instances, and pleural fluid was also noted in 14 instances. 
Follow-up examination showed that in general the majority of 
the patients were in excellent health. Six patients had recur¬ 
rences, and a recurrence was suspected in three additional pa¬ 
tients. In general, recurrences were of less intensity and of 
shorter duration than the initial illness. One patient died of 
chronic hypertensive cardiovascular disease, which had been 
present for years prior to the episode of acute pericarditis. De¬ 
spite the excellent prognosis indicated by the results of the fol¬ 
low-up examinations, residual significant electrocardiographic 
abnormalities were observed in six patients. Of 37 patients of 
whom x-ray follow-up examination was made, three had left 
ventricular enlargement and six had prominent left ventricle 
without cardiac enlargement. There was pericardial calcification 
in only one patient, and fluoroscopy revealed a diminution in 
the amplitude of cardiac contraction, but there was no evidence 
of impaired function. The prevailing theories of causation of 
acute nonspecific pericarditis include virus or tuberculous in¬ 
fection of the pericardium and pericardial response to unknown 
toxins or hypertension. 

Choline and Experimental Canine Arteriosclerosis.—Studies 
were made on the possible therapeutic effect of large amounts 
of dietary choline on arteriosclerosis produced in dogs by a 
regimen of cholesterol and thiouracil feeding. Three dogs were 
used for a 14 month pilot experiment and sLx dogs for a later 
four month experiment. In the serum level of cholesterol or 
phospholipids, in the degree of fatty infiltration of the liver, 


and in the extent and severity of the arterial lesions, dogs re¬ 
ceiving the largest amount of choline that they could tolerate 
did not differ from control dogs receiving no added choline. 

Beriberi Heart in Iowa Veterans.—Five alcoholic veterans be¬ 
tween the ages of 32 and 39 showed signs compatible with a 
diagnosis of beriberi heart disease, namely, cardiac failure, 
polyneuritis and cardiac enlargement. None of these Iowa resi¬ 
dents had been a prisoner of the Japanese. In the Occident, al¬ 
coholism and a thiamine-poor diet are jointly responsible for the 
majority of cases of beriberi. The thiamine intake of each of 
the five alcoholics had been approximately 0.15 to 0.26 mg. per 
1,000 calories, while an average young adult requires 0.25 to 
0.35 mg. of thiamine per 1,000 calories of balanced diet. Four 
patients showed moderate improvement of signs of congestive 
failure with rest and the usual hospital diet. Specific therapy con¬ 
sisted of administration of thiamine in daily doses of 20 mg. in¬ 
tramuscularly and 20 mg. orally. In addition, a high protein 
diet was given with oral and parenteral supplements of all vita¬ 
mins. AH patients ■ improved after treatment, and, in two in¬ 
stances, there was significant reduction in cardiac size. Edema 
and symptoms of congestive failure disappeared in seven to 10 
days, but two patients had persistent tachycardia for several 
weeks. The loss of edema may have been accelerated in four 
instances by sodium restriction. Maximal decrease in heart size 
occurred in from one to two months. Although none of the 
author’s patients had a control period of thiamine-free diet, 
their response to therapy was typical of beriberi heart disease. 
Because beriberi is a reversible form of heart disease, as shown 
by these five patients, its early diagnosis is important. 

Experimental Medicine and Surgery, Brooklyn 

9:1-206 (Feb.) 1951. Partial Index 

Electron-Histology of Heart Elements of Heart and Blood of Mouse. 
B. Kisch and J. M. Bardet.—p. 1. 

Ventricular Complex in Direct Leads from Auricles and Great Vessels, 
F. M. Groedel, M. Miller and P. R. Borchardt.—p. 48. 

Moniliasis of Female Genital Tract (Etiological and Experimental Obser¬ 
vations). Y. M. Bromberg, A. Brzezinski and F. Raubitschek.—p. 79. 

Folyphasic Adsorption Therapy in Food Poisoning. A. L. Lichtman. 
—p. 90. 

Comparative Effects of Growth Hormone and Liver Residue on Gain in 
Body Weight of Immature Hyperthyroid Rats. B. H. Ershoff—p. 98 . 

Adrenal and Thyroid Weights in Rats Following High Protein Diets and 
Testosterone Propionate. J. H. Leathern.—p. 138. 

Heart Murmurs Recorded Intrathoracically. F. M. Groedel and P. R. 
Borchardt.—p. 144. 

Influence of Globulin on Rcsolubility of Albumin Dried from Solved 
Slate. R. Willheim, B. Luwish-Harrison and O. Willheim.—p. 167. 

Choline Excretion in Patients With and Without Diseases of Liver and in 
Carcinoma of Gastro-Intcstinal Tract: Clinical Studies of Liver Dys¬ 
function. L. Pelner, S. Waldman, J. Berke and others.—p. 177. 

Proof of Early Utilization of Fat Administered Intravenously into Human 
Subjects. B. G. P. Shafiroff, J. H. Mulholland and J. Baker.—p. 184 


Journal of Allergy, Sf. Louis 

22:99-194 (March) 1951 

Effect of ACTH on Immediate Skin Reaction and Passive Transfer Test 
in Man. W. Leith, M. J. Graham and W. S. Burrage.—p. 99. 

Relationship of Etiologic Factors in Asthma in Infants and Children. 
R. Chobot, I. H. Uvitsky and H. Dundy.—p. 106. 

Interstitial Mediastinal Emphysema Due to Bronchial Asthma: Case 
Report. I. S. Kahn and J. W. H. Rouse.—p. 111. 

Vascular Allergy: Experimental Studies on Allergic Thrombosis of 
Retinal Veins. P. De Muro and M. Focosi.—p. 114. 

Allergenic Fractions of Low Ragweed Pollen: II. Some Immunologic, 
Electrophoretic, and Chemical Characteristics of Ditfusates. M H* 
Loveless, I. Wright and A. Ryan.—p. 120. 

Small Intestine Roentgen Studies in Food Allergy. M. J. Lepore L C 
Collins and W. B. Sherman—p. 146. 

Studies in Bacterial Allergy: IV. Transitory Nature of Dcsensitization 
of Passively Sensitized Guinea Pig Uterus with Bacterial Hapten with 
Note on 95 Per Cent Oi—5 Per Cent CO, as Aerating Mixture. 
O. Swineford Jr. and R. J. Reynolds.—p. 156. 

Studies on Mechanism of Fatal Anaphylaxis in Rabbit. S. G Cohen 
F. R. Franke and E. L. Karlson.—p. 160. ’ 

Isolation of Isoquercitrin from Giant Ragweed Pollen: Electrophoretic 
i a ' lc , r ‘ 1 and Biologic Activity of Pigment. F. A. Stevens, D. Moore 
and H. Baer.—p. 165. 

Studies in Contact-Dermatitis: VIII. Effect of Feeding of Antigen on 
Subsequent Development of Skin Sensitization. M. Grolnick.—p no 

Pollen Tannate Suspended in Peanut Oil with Aluminum Monostearate 
m Treatment of Hay Fever. H. L. Nalerman.—p. 175 . 

Vitamin Bu Therapy in Allergy and Chronic Dermatoses. S. W. Simon. 
—p. IS3. 
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J. American Med. Women’s Assn., Nashville, Tenn. 

6:83-124 (March) 1931. Parlial Index 

SYMPOSIUM ON SCHOOL HEALTH 

Present Day Concept of School Health Programs. C. A. Brown.—p. 83. 

School Health Services in Philadelphia. R. H, Weaver.—p. 87. 

College Health Program. M. J. Nelson.—p. 94, 

Family Life and Sex Education: Program in Los Angeles Public Schools. 
H. B. Randall.—p. 96. 

Traveling Child Guidance Clinic: Role of School in Its Functioning. 
A. A. Gronlund.—p. 99. 

’Management of Children with Heart Disease: Denver Public School 
Health Program. M. Poster.—p. 101. 

School Health Program for Children with Heart Disease.— 
The high death rate from rheumatic heart disease among school 
children in Colorado and in Denver stimulated special interest 
in this disease. A rheumatic fever diagnostic service was de¬ 
veloped. The Colorado Heart Association directs the policies of 
the clinic and has assumed an increasing share of the expense. 
Work of the clinic greatly sharpened the awareness of both the 
physicians and the general public to the problems of heart dis¬ 
ease in children. During the first four years of its operation, 
3,235 children were referred to the Denver Rheumatic Fever 
Diagnostic Service; 16.2% were shown to have rheumatic heart 
disease, and 6.2% were proved to have congenital heart defects. 
A small group were considered to have potential rheumatic 
heart disease and are being watched. Children classified as having 
possible, potential, or proved rheumatic heart disease are 
urged to have reexaminations the next year, or even sooner if 
evidences of the rheumatic state recur or other adverse condi¬ 
tions intervene. The prevention of false cardiac cripples is as 
important as adequate care in the real cardiac cases. In this se¬ 
lected group of children with heart murmurs or evidences of the 
rheumatic state, 67.3% had no cardiac disease. Children with 
active rheumatic fever are placed under medical treatment at 
once, either in private hospitals, at home, or in clinics. Children 
with congenital heart disease face a far brighter future than even 
a decade ago. 

Journal of Applied Physiology, Washington, D. C. 

3:513-572 (March) 1951 

Effect of Adrenaline on Resistance to Oas Flow in Respiratory Tract 
and on Vital Capacity of Normal and Asthmatic Subjects. M. B. 
Sheidon Jr. and A. B. Otis.—p. 513. 

Alveolar-Arterial Oxygen Difference—Comparison of Two Methods. B. 
G. Ferris Jr., K. A. Kriete and B. C. Kr.eic.—p. 519. 

Composition of Alveolar Air and Volume of Pulmonary Ventilation 
During Long Exposure to High Altitude. R. L. Riiey and C. S. 
Houston. —p. 526. 

Positive and Alternating Positive-Negative Pressure Resuscitation from 
Curare Poisoning. S. W. Handford and N. V. Ricchiuti.—p. 535. 

Clot-Accelerating Property of in Vitro Epinephrine and Nor-Epinephrine 
on Whole Blood Coagulation. J. M. Waldron.—p. 554. 

Pteroylglutamic Acid Clearance in Normal Adults. C. W. Denko 
—p. 559. 

Regional Differences in Some of Physical Properties of Human Femur. 
F. G. Evans and M. Lebow.—p. 563. 


Journal Clin. Endocrinology, Springfield, Ill. 

11:119-234 (Feb.) 1951 

Cortisone plus Insulin in Palliative Treatment of Rheumatoid Arthritis: 
Preliminary Study. E. Henderson, J. W. Gray, M. Weinberg and others* 
—p. 119. 

Induction and Maintenance of Decidual Changes with Progesterone and 
Estrogen. R. C. Long and J. T. Bradbury.—p. 134. 

Effect of Steroid Hormones in Rheumatic Heart Disease. T. F. Brewer. 
—p. 146. 

Adrenal Cortical Metabolism in Chronic Liver Disease. A. M. Bongio- 
vanni and W. J. Eiscnmenger.—p. 152. 

Effect of Testosterone on Pituitary-Adrenal Cortex Mechanism in Non- 
cancerous and in Breast Cancer Subjects. W. \V. Faloon, L. A. Owens, 
M. C. Broughton and L. W. Gorham.—p. 173. 

Pituitary-Adrenal Relationship in Full-Term and in Premature Infants, as 
Evidenced by Eosinophil Response. J. W. Jailer, A. S. H. Wong and 
E. T. Engle.—p. 186. 

Adrenal Cortical Changes in Rats with Various Types of Experimental 
Hypertension. H. W. Deane and G. M. C. Masson.—p. 193. 

Methylandrostenediol; Protein-Anabolic Steroid with Little Androgenic 
Activity, G. S. Gordan, E. Eisenberg, H. D. Moon and W. Sakamoto. 
—p. 209. 

Observations on Use of Male North American Frog (Rana Pipiens) in 
Pregnancy Diagnosis. S. L. Robbins.—p. 213. 

Pituitary Infantilism Treated with Purified Growth Hormone, Thyroid, 
and Sublingual Methyl testosterone: Case Report. F. R. Escamilla and 
L. Bennett.—p. 221. • 
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Michigan State Medical Society Journal, Lansing 

50:225-344 (March) 1951 

Development, Use and Effects of Atomic Energy. M. Miller—n xtt 
Instrumentation.. K. E. Corrigan.—p. 257. " ,er ’ p - - 5J - 

Pathologic Changes Produced by Radiation Effects of Atomic n, 

O. A. Brines.—p. 262. mamK 

B '—p ^™ curement in Time of Disaster. D. H. Kaump and J. A. Ki st w 

Medical Problems of Evacuation. A. B. McGraw and J E Colr-r. m 
Decontamination. L. E. Holly—p. 269. ' 

Survival Shelters, Emergency Supplies and First Aid Kits J J 
—p. 271. "*■ 

Management of Patients Burned by Atomic Explosion. M. M Mund— 
and R. E. L. Berry—p. 275. ' sstl ®“ 

Psychiatric Aspects of Civilian Defense. R. W. Waggoner and 1 F 
Hinder.—p. 278. 

Doctor’s Responsibility in Atomic Diseases. V. A. Geiting.—p 28’ 
Mass Blood Typing Program of Jackson, Michigan. J. H. Ahronheim, 

—p, 288. 

Outline of Medical Defense Activities in Wayne Medical Society. C. D, 
Benson and M. L. Lichter.—p. 289. 

Take Cover! Atomic Bomb! R. A. Alias.—p. 294. 


Minnesota Medicine, St. Paul 

34:193-280 (March) 1951 

Human Relations—International-and-Local.-W; Ogden.—p. 213. 
Fertility in Cryptorchids. C. E. Rea.—p. 216. 

Minnesota Reports Heart Disease. D. S. Fleming and B. Wolcyn.-p.M 
Chronic Alcoholic and Antabuse Therapy. J. V. Wallinga—p. 221. 
Assassination and Gunshot Wound of President James A. Garfield. 
O. W. Parker—p. 227. 

Spontaneous Pneumothorax Complicating Bronchial Asthma Due u 
Wood Dust. J. S. Blumenthal.—p. 234. 


Neurology, Minneapolis 

1:1-98 (Jan.-Feb.) 1951 

Past, Present and Future of Neurology- in the United States. P. Bailey. 

—p. 1. 

Cerebellopallidal Anisosthenia. R. Bing.—p. 10. 

Pendulousness of Legs as Diagnostic Test. R. Wattenberg.—p. 18. 
Electroencephalogram in Intracranial Aneurysms. E. Roseman, B., M. 
Bloor and R. P. Schmidt.—p. 25. 

Spinal Cord Tumors with Minimal Neurologic Findings. F, P. Moetscb, 
W. M. Craig and L. A. Christoferson.—p. 39. 

Role of Birth Injury and Asphyxia m Idiopathic Epilepsy. J. M. Nielsen 
and C. B. CourviUe.—p. 48. 

Polycythemia Vera and Nervous System. D. R. Johnson and W. S, Cba- 
gren.—p. 53. 

Newer Drugs in Treatment of Parkinsonism. L. J. Doshay and K. Con¬ 
stable.—p. 68. 


New England Journal of Medicine, Boston 

244:347-384 (March 8) 1951 

Gall-Bladder Surgery in Community Hospiial. R. H. Thompson.—p. W. 
•Interstitial Myocarditis in Children. C. G. Tedeschi and T. D, Stevenson 

Treatment Results in Major Psychoses: Report of Boston Psychopathic 
Hospital. J. S. Bockoven, M. Greenblatt 3 nd H. S otomo “' p ' ' 
Caries-Producing Effect of Similar Foods Grown in Different boil A 
A. E. Nizel and R. S. Harris.—p. 361. Ccv y. 

Medicine as Social Instrument: Organization of Medical care. - 
mann.—p. 363. 

Interstitial Myocarditis in Children—The occurrence of inter¬ 
stitial myocarditis in two children, one aged 11 mom 
the other six weeks, is reported. In both cases efldocaidm 
epicardium appeared to be involved m the inflammatory p • 
although less extensively than the myocardium. Since i 
been shown by others in similar cases, a revision of M 
that endocardium and epicardium are spared in this co 
is indicated. Signs of an upper respiratory infection v t 
outstanding symptoms in the first case and signs 'af 
intestinal disorder in the second case. There vmj ®, ic3 « 
of 26 hours in the first case and four days in the * 
between the onset of the symptoms of illness and dea , ^ ^ 
occurred suddenly and unexpectedly. Interstitial „ t 

a concomitant observation in both cases. The causal 
could not be demonstrated in either case. An ^a>P s 
Cures of these and similar cases cited in he hteratur SS a 
that so-called isolated myocarditis m children a 

manifestation of a more generalized disease of a mild 

number of factors and agents irrelevant and ^P arenl y ■ pre¬ 
nature per se may lead under special ^ircumManws 
disused persons to severe myocardial complications- 
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Ohio State Medical Journal, Columbus 

47:217-236 (March) 1951 

•Endemic Amebiasis. R. L. Frazier.—p. 217. 

Weil's Disease: Case Report. O. F. Rosenow and D. R. Lewis.— p.— 3. 
Study of Some Clinical Aspects of Spinal Analgesia. E. B. Depp. 

Present-Day Practice in Obstetric Analgesia. G. J. Andros.-p. 228. 
Diagnosis of Correctable Forms of Congenital Heart D 1 S ease. H. A. 

Zimmerman.—p. 232. »- . ' 

Endemic Amebixsis.-V-Fr«z>er found 568 cases of endemic 
amebiasis among 3,000 patients at a school for the mentally 
deficient in Orient, Ohio, between 1946 and 1949. The disease 
is apparently endemic in humans, with increased incidence in 
areas of poor sanitation. Heretofore, there have been no fac¬ 
tually based estimates on its incidence in this Ohio area. The 
incidence of endemic amebiasis in newly admitted patients was 
significant. The higher' incidence within the institution was 
caused by patients of infantile and childish levels of hygienic 
behavior. The disease is most frequent in patients of lower men¬ 
tal levels. The frequency among idiots was three times that 
among morons, and among imbeciles it was twice that of morons. 
Sex difference was pronounced, with a ratio of 10 affected males 
to one affected female. Early in the study, the predominant 
symptoms were those of diarrhea or dysentery with varying 
degrees of physical deterioration. Later, pallor, weight ioss, and 
abdominal pain became signs of greater frequency. These signs 
were not always associated with diarrhea or dysentery. Irritabil¬ 
ity, anorexia, headache, fatigability, or emotional depression 
may appear to dominate the picture. Although the signs and 
symptoms may be characteristic, they are not pathognomonic. 
Diagnosis rests on identification of the organism in the stools 
by microscopic examination. Acute and chronic appendicitis, 
hemorrhage, colitis, anemia, hepatitis, cholecystitis, malnutri¬ 
tion, and carcinoma present problems in differential diagnosis. 
The mere presence of the ameba does not explain the patient’s 
symptoms, and further diagnostic work, including therapeutic 
tests, is required. All cases, symptomatic or not, should be 
treated, since extensive pathology may occur without obvious 
symptoms. Three classes of drugs were used in these cases: 

(1) the oxyquinolines, in the form of diiodohydroxyquinolone 
(diodoquin®), chiniofon, or, iodochlorhydroxyquin (vioform®); 

(2) an arsenical in the form of carbarsone, and, within certain 
limitations, (3).the ipecac derivative emetine hydrochloride. Im¬ 
provement was usually noted in two or three days, and symp¬ 
toms were controlled in a week or two. Permanent elimination 
of the organism often required prolonged and varied treatment. 
There were four deaths in 76 cases in 1946; these were diagnosed 
late in the course of the disease, before adequate therapy could 
be used. There were four deaths in the years 1947-1949. Frazier 
further reports that the newly developed drugs chloroquine and 
the thioarsenites offer promise in the therapy of endemic 
amebiasis. 


South Carolina Medical Assn. Journal, Florence 

47:91-120 (March) 1951 

A< ilp j" fcctious LarynBOtracheobronchitis: Statistical Study. A. Berry. 

U lZmonT.lp!^ mi ' US: CaSC RCP0 "- R ' W - Lomi “ ck and C. J. 

U T. t. f Waring 3 p“ 7 Cr0ne Prem3turc Infants. C. G. Castles Jr. and 

Surgery of Newborn. N. D. Ellis.—p. 99 . 

Cancer of Larynx. R. W. Hanckcl Jr.—p. 100. 


Texas State Journal of Medicine, Fort Worth 

47:131-208 (March) 1951 

i r')r C „' 't) 1 ? 0 . 13 '"'! ia Gcncral Sut * cr J. H. K. Gray.—p. 135 . 

—P. 137 R atl0nsh,p ,0 p r«nancy. C. T. Javert and R. C. Morr 

M - *iv Asp 5 cls - P - W. Konzclmann.—p. 142. 

Slcbbinj 0 —P. S 4 ^ PWaiMl of Vc,Iow Fcver Vaccine Hepatitis. E 

Trealmcni^ot^F Faris and A. L. McMurrey.—p. 149 . 
t'rotoneM ’ ^ Slcril "y. C. C. Bochler.-p. !5t. 

Du,hai-p^4 Anil>SU l ° : CiSeS at He ™ ann Hospital. C 

N - P ° P fjS AUth0lila ' i0n in T<:las ' L ' S ' Smith and M. H. Gross, 


-U. S. Armed Forces Med. J., Washington, D. C. 

2:357-540 (March) 1951. Partial Index 

Coronary Heart .Disease in Midcentury with Note Concerning Its 
Military Importance. P. D. White.—-p. 357. 

Neuropsychiatric Implications of Illiteracy. W. A. Hunt and C. L. 
Wittson.—p. 365. 

Recent Advances in Military Ophthalmology. V. A. Byrnes.—p. 371. 
Eosinophil as Aid in Clinical Diagnosis. J. L. Sherman Jr.—p. 383. 
Emulsion of.Hexachlorocyctohexane for Scabies. S. C. Pflug.—p. 399. 
Prevention of Air Sickness by Benadryl-Scopolamine Mixtures. H. I. 

Chinn, B. A. Strickland, O. H. Waltrip and S, H. Gainer.—p. 401. 
Surgical Correction of Mandibular Prognathism. O. W. Wickstrom and 
R. F. Huebsch.—p. 405. 

Bronchogenic Carcinoma: Study of 100 Microscopically Proved Cases. 

R. B. Brown, L. R. Riddle and M. B. Sullivan Jr.—p. 415. 
Carcinoma in Situ of Cervix Uteri. L. G. Roth.—p. 425. 

Amebiasis with Hepatic Abscess and Pieuropulmonary Involvement. 
R. A. Radke.—p. 437. 

Recurrent Subluxation of Ankle Joint. K. Dunlap and E. F. Wierzalis. 
—p. 445. 

Management of Craniocerebral Injuries. T. H. Green.—p. 455. 
'Electromyography. C. D. Shields and J. H. Kuitert,—p. 465. 

Talcum Powder Granuloma. Si J. Camarata, R. W. DuPriest, J. T. Rush 
and J. H. Forsee.—p. 469. 

Lipemia Retinalis. M. B. Sullivan Jr. and P. H. Pennypacker.—p. 479. 
Congenital Duodenal Atresia. W. L. Peterson and L. W. Bass.—p. 483. 
•Moth Ball Poisoning. S. M. Abelson and A. T. Henderson.—p. 491. 

Moth Ball Poisoning.—A boy 2 years, 9 months old was ad¬ 
mitted to the hospital because of anorexia and listlessness of four 
days’ duration and frequent vomiting of two days’ duration. 
This was followed by fever and flushing of the face. On the 
morning of admission he passed a quantity of port wine-colored 
urine, and his mother noticed pallor and a yellow tint of his 
skin. The tentative diagnosis was acute hemolytic anemia of 
Lederer. The mother stated that just prior to the onset of the 
child’s illness she had found him playing with moth balls. 
The hemolytic process continued from three to seven days, 
during' which time transfusions were necessary to replenish 
the rapidly hemolyzed erythrocytes. To prevent crystallization 
of hemoglobin in the kidney with subsequent anuria the authors 
kept the urine alkaline by giving 0.6 gm. of sodium bicar¬ 
bonate every four hours. Since recovery was apparently com¬ 
plete with this therapy, a diagnosis of acute poisoning was sug¬ 
gested. Further observations will determine whether naphthalene 
poisoning is the most frequent cause of Lederer’s anemia. If 
symptoms like the ones described here occur in a child of the 
"poisoning age,” they should suggest naphthalene poisoning to 
the clinician. 


Virginia Medical Monthly, Richmond 

78:111-166 (March) 1951 

Recent Advances in Obstetrical Care. E. S. Gtoseclose.—p. 113. 

Endaural Approach for Suigery of Temporal Bone. F. D. Woodward 
and G. S. Fitz-Hugh.—p. 121. 

Early Functional Results in Fractures of Hip: Comparison of Types of 
Treatment Preliminary Report. E. B. Carpenter, F. A. Carmines and 
G. Taylor Jr.—p. 123. 

Care of the Premature Infant in Private Practice. A. M. Edmonds E L 

. kendig Jr. and K. Bailey.—p. 128. ’ * 

Sacro-Iliac Disarticulation (Hemipelvectomy)—Case Report. W F 
Becker.—p, 129. 

Toxicity of Antihistaminic Drugs: Case Report and Discussion W R 
Chitwood and C. D. Moore.—p. 132. 

i 'c™ i ! V r^ fOC Advanced Persistent or Recurrent Carcinoma of 
Cervix. A. Weinberg and J. B. Kaiser.—p. 136. 

T 7r h -p UC 13°9 Bi00d Pressure Determination in Children. W. H. Wood 


Wisconsin Medical Journal, Madison 

50:229-324 (March) 1951 

Multiple SclerosisrZ-Its Diagnosis and Treatment. A. B. Baker —p '>45 
Recent Advances in Use of BAL. E. L. Belknap.-p. 250 

: in R ° ck c — 
' AdVa " C “ , m Treatm ' nt of Carcinoma of Cervix. M. J. Jordan -p 261 
Kn0WledSe ° f Rickettsial Diseases. W. D. SutlifL 

RCP0U ° f F ° Ut A ' G ' 
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British Journal of Dermatology, London 

63:43-82 (Feb.) 1951 

Endocrines in Dermatology. D. M. Dunlop.—p. 43. 

Sex Hormones in Dermatology, T. N. MacGregor.—p. 52. 

Case of Occupational Iron Pigmentation of Skin. P. J. Hare.—p, 63. 


Hoja Tisiologica, Montevideo 

10:357-426 (Dec.) 1950. Partial Index 

•Treatment of Pulmonary Hydatid Cysts. V. Armand Ugdn.—p. 369. 
'Radiology After Pneumothorax. R. Racine.—p. 407. 

Treatment o£ Hydatid Cyst of Lung. —From 1944 to 1950, 
Armand Ugon observed 190 cases of hydatid cyst of the lung. 
Treatment was surgical. In a first group of 129 patients the 
operation, performed by the transpleural route, consisted of 
enucleation of single unilocular hyalin cysts (78 cases) or re¬ 
moval of parasitic remains after recent rupture of the cyst (51 
cases). In a second group of 55 patients with multiple hyalin 
cysts localized in one lobe of the lung, with vomica formation 
far in the past or with bronchiectatic hydatid cavities, the treat¬ 
ment consisted of lobectomy (41 cases), atypical pulmonary re¬ 
section or cystectomy (10 cases), and pneumonectomy (four 
cases). In a third group of six patients puncture and drainage 
of the cyst were performed. In the whote group of 190 patients 
there were two deaths, one in the group of 10 patients who bad 
atypical resection of the lung and one in the group of six patients 
who had puncture and drainage. The actual mortality rate of 
2% in the whole group as compared with 20 % in the last decade 
shows the improved prognosis for the patients, which results 
from advance of surgical treatment of the disease, 

Radiology of Post-Pneumothorax.—Racine discusses the roent¬ 
gen aspects of the lung after discontinuation of pneumothorax 
in 55 patients of both sexes above the age of 10. The type of 
pulmonary tuberculosis for which pneumothorax was estab¬ 
lished was cavitary in 36 cases and infiltrating in 19 cases. Col¬ 
lapse was good in 45 patients and partial in six. In four cases 
pneumothorax failed to collapse the diseased portion of the lung. 
The duration of collapse varied from less than six months to 
more than four years. Pneumothorax was discontinued because 
of clinical cure in 35 patients, pleurisy in eight, progressive 
pleuropuimonary adhesions in seven, contralateral pulmonary 
lesion in three, and abandonment of treatment by two patients. 
The author found that pneumothorax often produces irreversible 
parenchymatous or pleural lesions of the lung that are demon¬ 
strable roentgenologicalfy. Pleural lesions include adhesions, 
pleurisy, and the complications of pneumolysis. Pleural lesions 
that are not seen by roentgen examination are visible by pleuros- 
copy. Pulmonary lesions are acute and diffuse in cases of dif¬ 
fuse pleurisy and are located at the bases of the lung only when 
the lesion is the result of a pleural synechia limited to the basal 
zone. Retraction of certain zones of the lung causes structural 
and morphological changes of the bronchi that are visible by 
bronchography. The author shows, by illustrations, the roentgen 
aspect of the reexpanded lung and the bronchographic changes 
caused by pneumothorax as he observed them in the afore¬ 
mentioned patients. 

Medizinische Well, Stuttgart 

20:235-268 (Feb. 24) 1951. Partial Index 

Action of Aureomycin in Internal Diseases, W. H, Hauss and B. Veit, 
—p. 235. 

Absorption and Elimination of Paraaminosalicylic Acid (PAS) Following 
Inhalation. J. Vonkennel and G. Worth.—p. 238. 

♦Paralysis Caused by Injections. H. Gliickert. —p. 244. 

Treatment of Coronary Diseases. \V. Pahde.—p. 246. 

♦Investigation on Problem of Soot Lung and on Injurious Effects of Pure 
Coal Dust in Dust of Coal Mines, H. Gartner and F. W, Brauss. 
— p. 253. 

Paralysis Caused by Injections. —According to one estimate, in¬ 
juries in connection with injections have an incidence of about 
one in 100 , 000 , including abscesses, phlegmons, gas gangrene 
infections, and injuries to nerves. Toxicity of the injected drug 


An asterisk (*) before a title indicates Utat tire article is abstracted. Single 
case reports and trials of new drugs are usually omitted. 
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or a wrong technique are responsible for the nerve injuries re 
suiting in paralysis. Subcutaneous or intramuscular injections 
should never be made into the upper arm, because injury to the 
radial nerve is possible. Intravenous injections made into a ve ; n 
in the bend of the elbow should not employ the basilic vein 
because in cases of accidental paravenous injection the median 
and uinar nerves are easily injured. In cases of intragluteal in- 
jection it is not only important that the injection be made in the 
upper externa! quadrant, but the direction of injection is al 50 
important, and it should never be made more than 4 or 5 cm. 
deep. When a nerve is injured during injection the patient may 
complain of a painful sensation as is experienced during elec¬ 
trization. Paralysis may be evident at once or may develop 
later. The prospects of complete recovery from paralysis are 
slight when the injection was made into the nerve. When the 
injection was made close to the nerve, large quantities of iso¬ 
tonic sodium chloride solution should be injected. In the milder 
cases of paralysis massage, electric treatment, and exercises 
might produce improvement. In serious injuries in which there 
is no sign of regeneration the nerve should be exposed, but 
only rarely will this be adequate to release the nerve from the 
constricting cicatricial tissues. If nervous conduction is com¬ 
pletely interrupted, resection and subsequent nerve suture may 
be tried. 

Soot Lung and Effects of Coal Dust.—Roentgenologic exami¬ 
nations were made on the lungs of the employees of a plait 
producing lampblack (soot). Two types of soot were product! 
in the plant in question: so-called flame soot and gas soot. Ex¬ 
posure to the inhalation of soot was especially great in the 
workers who removed the soot from the flame-soot chambers 
and also in the workers who produce the gas-soot and in those 
who pack the soot. Of 189 workers who were thoroughly inves¬ 
tigated 13 had fully developed and 18 incipient pulmonary 
changes; that is, more than 16% had such changes. After com¬ 
menting on the importance of the length of exposure and the 
appearance of the roentgenologic shadows, the authors say that 
the inhalation of soot may continue without harmful effects. 
In some of the workers, roentgenologic changes appear in the 
lungs after many years of exposure, but functional Impairment 
is minimal and the workers are able to continue in their occu¬ 
pation, so that the term dust-lung disease is really not justified- 
The harmfulness of pure carbon in the form of soot, graphite, 
or coal dust is evaluated from reports cited in the literature. 
Pneumoconiosis in coal miners differs according to region; for 
example, the coal miners in the Ruhr region, who are exposed 
more to rock dusts than the miners in South Wales, have a sili¬ 
cosis modified by coal dust, whereas, in;the mines of South 
Wales, the coal dust factor plays a more important part. 


Mederlandsch Tijdschriff v, Geneeskunde, Amsterdam 
95:265-332 (Jan. 27) 1951. Partial Index 

'Lobectomy, Segmental Resection, and Pneumonectomy for Pulmonary 
Tuberculosis: Observations on 200 Cases. L. D. Eerland.—-p. 275. 
Serologic Reactions in Diagnosis of Rheumatic Diseases. S. A. den uuos- 
ten and P. E. van Logliem-Langereis.—p. 289. 

Pulmonary Resection in Tuberculosis.—Eerland describes his 
sxperiences in the course of 200 pulmonary resections that Re 
las performed on tuberculous patients since May 1943. tan 
number included 111 pneumonectomies, 73 lobectomies, a 
16 segmental resections. There were 110 men and 90 wom • 
Resection may prove difficult in extremely obese pa te » 
patients who have been sick for years, and in those who 
have extrapulmonary tuberculosis. This last factor 1 > no 
definite contraindication but makes caution essentia * 
may be technically difficult in patients who have ariagp _ 
other collapse operations, particularly extrapleural pn wnw 
[horax or thoracoplasty. While the patient is bemg p P , 
pulmonary resection, breathing exercises should be cm p 
and the patient should learn to control the thoractc as well as 
the abdominal respiration. Administration ojjte B ° f vtn 
vitamins and vitamin C is also advisaDle Strep on ycin g 

from seven to 10 days before and may be con^dfrm 
or four weeks after the operation Paraammosaheyh 

also of great value; it may be continued for from s, ^ 

weeks after the operation. The postopera 1 ,f, e 0 pera- 

4.5%. The death of nine patients was connectod tbt . m 
[ion; four died later. The sputum had become negat 
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of the 187 patients who were still alive on Oct. 1, 1950. Of the 
187 patients the prognosis was definitely unfavorable in four, 
and 70 we« still in the sanatorium. Of the 117 who had been 
discharged, 104 had resumed their occupations. 


Nordisk Medicin, Stockholm 

45:41-80 (Jan. 10) 1951. Partial Index 
•What Is Mental Hygiene? J. W. Sraitt.—p. 41. 

Life Span of Erythrocytes Estimated by Differential Agglutination, k. Aas. 

RoTmgenoIogic Measurement of Pelvic Outlet. J. Asplund and S. Yden. 

Dupuytren’s Contracture with Report on Familial Occurrence. C. L. 
2 n.1 ng ■ - p 52 

Primary'Ovkrian Cancer as Complication in Pregnancy and Delivery. 
R. Feniger.—p. 61. 


What Is Mental Hygiene?— Smitt outlines some of the main 
features of the concept of mental health. The aim of the men¬ 
tal health movement, he says, is to help the individual to live 
harmoniously with his fellow men. The cultural patterns in 
large parts of the world will have to be modified. More consid¬ 
erate upbringing of children and kinder treatment of adults 
would probably decrease some biosocial problems, such as mal¬ 
adjustment of children, psychosomatic diseases, psychoses, neu¬ 
roses, alcoholism and criminality. The medical profession, to 
be adequate and up-to-date, must enter into biopsychosocial 
preventive work. The evolution of medicine in the direction of 
prevention is indicated by the establishment of the World Health 
Organization and the World Federation for Mental Health. 


Philippine Journal of Surgery, Manila 

5:95-136 (May-June) 1950. Partial Index 
•Relief of Pain by Prefrontal Lobotomy: Report of Four Cases. M. M. 
Javier and E. Lucas.—p. 95. 

Herniated Lumbar Nucleus Pulposus: Its Diagnosis and Surgical Manage¬ 
ment. R. H. Gustilo and A. E. Walker.—p. 99. 

Rcoperations After Appendectomies. F. Guzman and V. Nanagas.—p. 115. 
Why and How Early During Childhood Should Squinters be Operated 
on? G. dc Ocampo.—p. 118. 

Prefrontal Lobotomy for Relief of Pain.—Javier and Lucas feel 
that when pain is accompanied by fear or anxiety or when it 
is followed by panicky conduct due to remembrance of previous 
racking experiences, then the patient is a good subject for 
lobotomy. Previous experiences with lobotomy suggest that the 
more posterior lobotomies are most effective in psychotic pa¬ 
tients, whereas more anterior ablations are more advantageous 
for the treatment of intractable pain, because the resultant per¬ 
sonality changes are less. The authors describe a modification 
in which the cut is made closer to the extreme frontal pole of 
the cortex. Their procedure is intermediate between the closed 
method of Freeman and Watts and the open technique of Lyerly, 
Poppen, Penfield, and others. The treatment was used in four 
patients with intractable pain from metastatic carcinoma, and 
it relieved pain and mental suffering without causing personality 
changes. The authors regard it as the operation of choice for 
relief of intractable pain and the associated mental suffering. 


Rasscgna Medica Sarda, Cagliari 

52:487-730 (Sept.-Dee.) 1950. Partial Index 

Comparative Study of Some Colloidal Lability Tests with Special Refei 
cnee to Hepatic Function. D. Casula and O. Boi.—p. 487. 

Meningioma of Clivus Producing a Syndrome of Lateral Amyotrophi 
Sclerosis: Clinical and Anatomic Study. G. Nl. Uccheddu.—p. 529. 
Hard Alveolar Carcinoma of Renal Pelvis. F. Santa Cruz and T. Lisa 
—p. 549. 

•Central and Peripheral Hematological Picture in Normal and Pathologic: 
, U s w,tl > High Doses of Synthetic Chloramphenicol. C 

Binaghi, U. Carcassi and C. Pirastu—p. 563. 

Calcified Splenic Hydatid Cyst. F. Santa Cruz.—p. 578. 

Effect of Chloramphenicol on Hematological Picture.—Th 
authors direct attention to the conflicting opinions in the liters 
ture on the toxicity or lack of toxicity of synthetic chlorarr 
p cnicol on the blood and the blood-forming tissues. The 
studied the behavior of the myelogram, and they performe 
studies-of the peripheral blood of two patients with brucellos 
and two normal persons 24 hours before administration c 
chloramphenicol and 24 hours after completion of treatmen 
e rug was given orally, the racemic form to patients an 


the levorotatory form to normal persons, in a total dose vary¬ 
ing between 45 and 53 gm. of the racemic drug, in nine and 12 
consecutive days respectively, and in a' total dose of 25 gm. of 
the levorotatory form in five consecutive days. The results 
showed that chloramphenicol, in either the racemic or the levo¬ 
rotatory form, has no toxic action on the blood and blood- 
forming tissues, contrary to previous reports in the literature 
of a few cases, which were probably due to infection in patients 
with constitutional lability of the blood. 


South African Medical Journal, Cape Town 

25:37-52 (Jan. 20) 1951. Partial Index 

♦Postcricoid Pharyngo-Oesophageal Perforation Due to Endoscopy. L. Knox 
—p. 37. 

Bilharziasis in the Transvaal: Its Diagnosis and Incidence. R. L. van 
Wezel.—p. 44. 

Pharyngoesophageal Perforation in Endoscopy.—While per¬ 
foration of the esophagus after endoscopy has long been rec¬ 
ognized as a danger, particularly where there is a lesion such 
as a carcinoma or a stricture, it is only in recent years that atten¬ 
tion has been drawn to perforation occurring in a healthy 
esophagus in the postcricoid area, i. e., at the pharyngoeso¬ 
phageal junction. A total of 17 postcricoid perforations follow¬ 
ing gastroscopy have been recorded. In the past most of these 
patients were treated expectantly. Of the 17 patients, 10 died. 
Goligher was the first to recommend urgent exploration of the 
pharyngoesophageal area, with immediate suturing of any tear, 
as soon as surgical emphysema is noted in the neck after endos¬ 
copy. A patient in whom Goligher did this made a satisfac¬ 
tory recovery. Knox here reports a case that leads him to 
give emphatic support to Goligher. Delay in operation led to 
an increase in the friability of the esophageal wall, with a con¬ 
sequent cutting through of the stitches. Failure to operate when 
surgical emphysema was noted was an error, since the degree 
and the rapid development of the emphysema should have indi¬ 
cated that the laceration was not small and therefore not likely 
to seal spontaneously. A delay of five months in the hope that 
natural closure of the fistula would occur achieved nothing but, 
discomfort for the patient. 

Ugeskrift for Laeger, Copenhagen 

1X3:199-222 (Feb. 15) 1951. Partial Index 

•Comparative Investigations on Galli Mainini and Friedman Pregnancy 
Reactions. J. V. Thorborg.—p. 199. 

•Clinical Experiences with Mainini Test. Bufo Pregnancy Reaction. C. F. 
FeJding.—p. 203. 

Leukemia in Children in Denmark 1942-1949. P. E. Andersen.—p. 205. 

Comparative Investigations on Galli Mainini and Friedman 
Pregnancy Reactions.—Comparing Galli Mainini’s pregnancy 
reaction in the common toad (the bufo reaction) with Friedman’s 
pregnancy reaction in 1,042 cases, Thorborg found that the 
bufo reaction was slightly less sensitive than the Friedman test, 
but that all positive bufo reactions were correct. A positive bufo 
reaction is considered as certain as a positive Friedman reac¬ 
tion, or possibly more certain, but a negative Friedman reac¬ 
tion must be regarded as more certain than a negative bufo 
reaction. The Friedman reaction is to be preferred in cases in 
which a moderate gonadotropin excretion may be expected, i. e., 
at a very early stage of pregnancy, in the last half of pregnancy! 
and in extrauterine pregnancy. The advantages of the bufo test 
are its speed (about 24 hours as against 40 or 48 hours for the 
Friedman test), its inexpensiveness and simplicity, and the small 
space required for storing the toads. 

Clinical Experiences with Mainini and Bufo Pregnancy Tests. 
—Felding says that with due regard to its field of application, 
which on the basis of two years’ experience he sets at about 
six .weeks after the last normal menstruation for the lowest 
limit and four months’ pregnancy for the upper limit, the bufo 
reaction proved reliable in 250 positive reactions. A positive 
reaction has always proved to be correct. The bufo test is less 
sensitive than the Friedman reaction and should be supple¬ 
mented by it if the result is negative and there is reason to sus¬ 
pect extrauterine pregnancy, very early, pregnancy, or far ad¬ 
vanced pregnancy. Its advantage over other more sensitive 
tests is that the reaction to it, more quickly becomes negative 
in incomplete abortion and probably also in missed abortion. 
It is readily performed and inexpensive. 
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The Neurosurgical Treatment of Traumatic Paraplegia. By J. Lawrence 
Pool, M.D., Professor of Neurological Surgery, College of Physicians and 
Surgeons, Columbia University, New York. Publication number 83, 
American Lecture Series, monograph in American Lectures in Surgery, 
edited by Michael E. DeBakey, M.D., Professor of Surgery, Chairman, 
Department of Surgery, Baylor University College of Medicine, Houston, 
Texas, and R. Glen Spurling, M.D., Clinical Professor of Surgery, 
University of Louisville, Louisville, Kentucky. Division of Neurosurgery, 
editor: Barnes Woodhall, M.D. Cloth. $3. Pp. 107, with 24 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ili.; 
Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, England; 
The Ryerson Press, 299 Queen St., W., Toronto 2B, 1951. 

Before World War II, patients who suffered a complete tran¬ 
section of the spinal cord rarely survived for more than a few 
weeks. Few patients who had suffered this type of injury re¬ 
covered sufficiently to become even partially rehabilitated. 
Deaths resulted from infected decubitus ulcers, infections of the 
urinary tract, or respiratory complications. Only two or three 
hospitals had the trained personnel, the equipment, and the 
financial resources necessary for the tedious task of rehabilitat¬ 
ing patients who were paralyzed because of spinal cord injuries. 
The paraplegic was indeed the “forgotten man.” 

During and since World War II, lessons learned and taught 
by Deaver, Rusk, Munro, Pool, and their colleagues have been 
used to develop other paraplegic rehabilitation centers. Several 
of the best of these are to be found in Veteran’s Administration 
hospitals. 

In this excellent monograph, Dr. Pool has briefly reviewed 
the history of paraplegia, its etiology and pathology, and in a 
very clear and concise manner has discussed diagnosis and treat¬ 
ment. Treatment, as outlined by Dr. Pool, begins with the place 
and time of injury to the patient and is carried through a recom¬ 
mended program of rehabilitation. All who treat traumatic 
paraplegia should have a copy of this splendid little book. 

Personnel Administration in Public Health Nursing. By William Brody, 
Director of Personnel, New York City Department of Health. Cloth. 
$3.25. Pp.,209, with 12 illustrations. C. V. Mosby Company, 3207 Wash¬ 
ington Blvd., St. Louis 3, 1951. 

With expanded public health programs either contemplated 
or already under way, an increase in public health nursing per¬ 
sonnel can be expected. More emphasis will necessarily be 
directed toward sound principles of personnel management in 
dealing with this particular group. This volume stresses that 
personnel administration as an applied science can contribute 
as much to health administration as it has to other public and 
private, social and industrial services. Specific attention is di¬ 
rected toward those aspects of employment that are unique to 
a social and educational field like public health nursing. The 
author emphasizes that the person must be allowed the fullest 
possible personal and professional growth with stimulation and 
adequate appreciation of creativeness, special skills, and knowl¬ 
edge. Furthermore, individual personal differences in emotions, 
attitudes, and habits must be taken into account. 

Such subjects are discussed as types of service and methods 
of recruitment, selection, and service evaluation. The importance 
of inservice training and working conditions, which involve 
salary, leaves of absence, promotion, resignation, retirement, 
and dismissal, are considered briefly. 

This volume should serve to stimulate progressive thought and 
action in personnel administration in public health nursing. 
While it affords only a brief discussion of the many complex 
aspects of the field, it tends to emphasize those points which are 
most obviously vital to efficient administration. The volume is 
directed toward public health nursing practitioners and students 
and to all those associated with public health nursing in an 
administrative capacity. It should be of academic and practical 
interest to these groups. 


The reviews here published have been prepared by competent authorities 
and do not represent the opinions of any official bodies unless specifically 
stated. 


R ? ea £f ^ ise “ e: >•» “lasnosls and Treatment. By Emanuel Goldbeater 
B.S. M.D Associate Attending Physician, Montefiore Hospital New 
York. Cloth. $10. Pp. 651, with 90 illustrations. Lea & Febicer (M e 
Washington Sq., Philadelphia 6, 1951, 8 ’ ™ *■ 


When a new book on heart disease is published, one may vtell 
ask why there is need for any more books on the subject in 
view of the plentiful supply of such treatises. It was with this 
point of view that this book was analyzed. In its favor is the 
fact that it is complete in its scope; its bibliography is up-to- 
date, and some of the illustrations and tables are very informa¬ 
tive, particularly those on fluoroscopy and electrocardiography. 
Furthermore, this book attempts to integrate into a pleasing 
whole the old traditional viewpoint of cardiovascular disease 
with the more modern methodologies which have sprung up 
recently, and in this effort, excellent coordination is achieved. 
The format is pleasing, although it might have been better not 
to have so many subheadings, and it might have been advisable 
to avoid having so many cross references (with page number) 
within the text. The text is also uneven, at times being some¬ 
what like a compend and at other times being rather lengthy 
and involved. It is, therefore, an uneven presentation, and some¬ 
times one has the feeling that there is not that maturity of judg¬ 
ment that is expected in a textbook on an important subject 
such as heart disease. Of course, there are many isolated items 
in the text with which one cannot agree; some of these are 
matters of personal judgment, but some of them are serious 
content errors. One gets the feeling that the author has read 
the literature extensively and has summarized a great deal of 
this in some areas without the benefit of a large amount of 
personal experience. 

The author starts out in the first section with the normal 
heart, methods of physical examination, and the special methods 
of laboratory examination. In the second section he presents 
the abnormal heart, its symptoms and signs, and the roentgeno- 
graphic, electrocardiographic, and other circulatory examina¬ 
tions. In the third section, he deals with cardiac syndromes like 
congestive heart failure, shock, syncope, the anginal syndrome, 
neurocirculatory asthenia, and the cardiac arrhythmias. In the 
fourth section, there is a systematic description of the cardiac 
abnormalities, with congenital heart disease as the starting point. 
This is followed by myocarditis, rheumatic fever, rheumatic 
heart disease, bacterial endocarditis, syphilitic and hypertensive 
heart disease, coronary heart disease, cor pulmonale, diseases 
of the pericardium and of the blood vessels, the heart in endo¬ 
crine disorders, tumors of the heart, and trauma. In the last 
section, he deals with such things as pregnancy, surgery, and 
employment. The scope of the book is ambitious, and if the 
author has not always come up to expectations, this should not 
deter from the fact that the reader will find this book of value 
as a reference source of the present state of knowledge. 


Organized Health Services In a Rural County. By Milton I. Ro . 
and Ethel A. Wilson. (This study was conducted as a cooperative tts 
project between Monogalia County (West Virginia) Health Depann 
and U. S. Public Health Service, States Relations Division.] FaP«- v 
144. Washington. D. C.. 1951. 


This is a mimeographed brochure of considerable lengt an 
letail, dealing with the study of organized health servl '“ , 
donongalia County, West Virginia. This study was condii 
is a cooperative research project between the county n 
lepartment and the United States Public Health ervice, 
larticipation of West Virginia University departments of 
:ine, sociology, and social work. It should be of ; 

>attern for those interested in making similar studies or p 
mting therein. There is nothing in the brochure or in t ^ 
ompanying information to indicate whether it is av ^ b ' h 
ide the state and, if so, the price. Presumably the county* J |h 
lepartment or the States Relations Division of the Public 
ervice would answer inquiries from interested persons. 
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„. . „ nf pharmacy: A Guide and a Survey. By Edward Kremers. 
Ph(i Ph M. Ph.D., Sc.D.. and George Urdang, Ph.G., D.Sc.. Nat.,Sc.D.. 

Historv of Pharmacy, University of Wisconsin, Madison, 
Profess [h 50 p p 522 , with illustrations. J. B. Lippincott 

Company d 227-231 S. 6th St, Philadelphia 5; Aldine House, 10-13 Bedford 
St . London W.C.2; 2083 Guy St. Montreal. 1951. 

This book is a completely revised and enlarged edition. It 
retains the approach characteristic of the original edition, 
which presents facts and events as part of an integrated picture 
of the development of pharmacy rather than the chronologic 
narration of historical details. While emphasis is placed on the 
history of American pharmacy and the contribution of its dis¬ 
ciples a significant portion of the book is devoted to the develop¬ 
ment of pharmacy on the Continent and international pharma¬ 
ceutical trends. . , , . 

The volume is divided into four parts. The first part is devoted 
to the background of pharmacy in earlier civilization and its 
transition from ancient times through the Middle Ages. The 
birth of professional pharmacy in Europe and its development in 
the leading countries on the Continent comprise the second 
major portion of the book. Part three records the history of 
pharmacy in the United States. It is divided into two sections: 
the development of pharmaceutical practice from colonial times 
through the period of westward expansion, and an outline of 
the growth of associations, the rise of legislative regulation, the 
development of education, the literature, and the economic 
structure of American pharmacy. Part four highlights the dis¬ 
coveries, inventions, and other contributions to society by 
pharmacists. A bibliography, chronology, glossary, and an index 
of one hundred fourteen pages complete the remaining portion 
of this volume. 

The full significance and value of this book is perhaps best 
stated in the concluding sentence of the text: “If we do not wish 
to lose the great men of and deeds that emerge from pharmacy, 
we must cultivate the ground from which they spring.” The 
authors of the “History of Pharmacy” should take pride in the 
knowledge that they have not only enriched the literature of 
pharmacy but have provided a book which should be a source 
of inspiration to all who have espoused this old and honored' 
profession. 


Blood Groups in Man. By R. R. Race, Ph.D., M. R. C. S., Director, 
Medical Research Council Blood Group Research Unit, Lister Institute, 
London, and Ruth Sanger, Ph. D., B.Sc. With foreword by Professor 
R. A. Fisher, F.R.S. Cloth. $6.50. Pp. 290. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publica¬ 
tions, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, 1950. 

This book contains an up-to-date, authoritative discussion of 
blood groups and their inheritance. In addition to ABO groups, 
the newer blood groups such as MN, P, Rh, Lutheran, Kell, 
Lewis, and Duffy are reviewed, and methods for identification 
of blood group antibodies are described. The significance of 
blood groups in hemolytic diseases and blood transfusions, and 
the contributions of blood group investigations to problems of 
parentage and identity are reported. The discussion is supple¬ 
mented with numerous tables and charts. Each chapter con¬ 
cludes with a list of references, and both an authors' index and 
a subject index are included at the end of the book. This volume 
should be a useful reference for physicians, geneticists, anthro¬ 
pologists, members of the legal profession, and all others inter¬ 
ested in blood group research and its practical application. 


SomaUc and Psjchialric Treatment of Astbma. Edited by Harold A. 
Abramson, M.D., Associate Physician and Chief, Allergy Clinic, Mount 
cwiT° 5P ' tal ' Ncw Yortc - Cloth. $ 11 . Pp. 751, with illustrations. Williams 
& Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 1951. 

This is a rather exhaustive treatise on the treatment of asthma, 
with special consideration given to psychiatric management. 
The book consists of six parts. Part one deals with basic con¬ 
cepts, and here the chapters on the physiology and psychody¬ 
namics of respiration and air flow in asthma are especially 
valuable. Part two concerns general methods of testing and 
treatment. Peshkin’s chapter on “Critical Evaluation of Diag¬ 
nostic Tests for Sensitization” is a complete and noteworthy 
contribution. Part three includes a discussion of inhalant aller¬ 
gens and their use in specific therapy. Part four deals with 
somatic therapy. This chapter contains contributions by many 
authors, and there is much overlapping and repetition of discus¬ 


sions. One may well question the wisdom of having separate 
chapters on intravenous treatment, antihistamines, inhalation 
of gases, .aerosol therapy, and experimental production of 
asthma with aerosols in man. Part five is a discussion of psy¬ 
chotherapy. On the whole, the psychosomatic approach in this 
phase of therapy is dealt with in a common sense manner, 
although one may find it difficult to accept the emphasis given 
to the concept of maternal rejection. Part six deals briefly with 
some aspects of asthma therapy in Latin America. This part 
seems superfluous: the necessary botanical material could have 
been included in a paragraph or two in another portion of the 
book. 

This book has all the faults that can occur in a compilation 
by a large group of authors. Overlapping discussions and multi¬ 
ple haphazard division of subjects naturally result in “padding." 
Quality is distinctly uneven. There are scholarly chapters rep¬ 
resenting material never found before in complete form in a 
textbook. On the other hand, there are also chapters so dogmatic 
and elementary that they seem not to fit in with other portions 
of the book. This volume will be valuable to the allergist and 
physiologist, and it will serve internists because of the special 
features that it contains. However, it is not the type of textbook 
that can be. recommended particularly for the embryo allergist, 
the medical student, or the average practitioner who is as yet 
inexperienced in allergy. 

Tile Doctor: His Career, His Business, His Human Relations. By 
Stanley R. Truman, M.D. Cloth. $3. Pp. 151, with illustrations. Williams 
& Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 1951. 

The medical student, the recent graduate, and the mature 
physician will each find much of interest and value in this book. 
It is written from the standpoint of a general practitioner of 
broad experience and of a thoughtful student of many of the 
problems that impinge on medicine today. It offers excellent 
advice and guidance to the young physician about to enter 
practice on such practical matters as location, selection, and 
equipment of an office and the various procedures necessary to 
establish oneself in a community. It goes further and instructs 
him on how to adjust himself to his colleagues, to organized 
medicine, to his patients, and to society as a whole. 

The discussion of many of the problems of medicine are brief 
and often didactic, since they merely express the author’s views 
on a number of highly debatable subjects. Certain of these prob¬ 
lems are oversimplified, but their presentation should serve to 
stimulate the physician to further inquiry and to arouse in him 
a feeling of responsibility for aiding in their solution. 

Of especial value are the last three chapters dealing with the 
relation of the physician to his colleagues, to the public, and 
tQ his patients. The thread of idealism that runs through these 
chapters is properly balanced by a sense of reality. They are 
worthy of the thoughtful consideration of every physician inter¬ 
ested in the enduring progress of medicine. 


Paracelsus: Magic Into Science. By Henry M. Pachter. Cloth. $4. Pp. 
360, with 12 illustrations. Henry Schuman, Inc., 20 E. 70th St.. New 
York 21, 1951. 

This book portrays in easily readable fashion the true history 
of the life, adventures, beliefs, and prophecies of a man who can 
be considered the founder not only of biochemistry and chemo¬ 
therapy, but of experimental science itself. At the time of Para¬ 
celsus, chemistry was a technique rather than a science, but 
largely because of his efforts this craft won recognition among 
the sciences. In fact, he was the first to use the word “chemist,” 
and the first to classify chemical substances. 

In his search for truth and knowledge, Paracelsus traveled far 
and wide in a troubled world, disagreeing with the medieval 
folk-medicines and cures and refusing to believe patients doomed 
merely because the books did not prescribe a treatment. From 
his many travels, he brought home experiences that became the 
foundation of his doctrines in medicine and chemistry. 

The fact that Paracelsus lived in the age of the Renaissance 
and the Reformation might explain his development of a phil¬ 
osophy that was to become the instrument of a radical departure 
from the conservative view. 

Dr. Pachter’s well-illustrated novel contains a wealth of 
historical facts interwoven with the biography of Paracelsus 
making it extremely worth-while reading. 
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ATHEROSCLEROSIS AND ARTERIOSCLEROSIS 

To the Editor: —Please explain the difference between athero¬ 
sclerosis and arteriosclerosis. M.D., Florida. 

Answer.— Atherosclerosis, so named in 1906, is the most im¬ 
portant chronic arterial disease. It is responsible for at least 90 
per cent of coronary artery disease, for example. It is almost ex¬ 
clusively a disease of man among mammals. It occurs in birds, 
notably in chickens, fed for market. In these animals it is domi¬ 
nant in the male, as is true in man. It is a specific focal disease 
which arises in selective sites in the arterial system, where scav¬ 
enger cells, macrophages carrying excess crystalline esters of 
cholesterol, invade the arterial intima in waves. The esters of 
cholesterol are irritant and slowly stimulate the growth of con¬ 
nective tissue. Intermittent waves of invading cholesterophages 
in time produce fibrous thickening of the intima and narrowing 
of the arterial lumen. These conditions in the coronary arteries 
favor thrombosis or insufficiency of the vessels. Calcification is 
a terminal deposit in necrotic lesions. Reproduction of human 
lesions follows feeding of cholesterol in rabbits or chickens and 
feeding of cholesterol and thiouracil in dogs. 

Arteriosclerosis is the older term (1830) applied to the com¬ 
mon chronic arterial disease, especially of the aorta, when we 
knew little about arterial disease. As used today it is all-inclusive, 
embracing atherosclerosis, Monckeberg’s sclerosis and diffuse 
arterial changes, such as dilatation, tortuosity, thinning or 
thickening, which are probably due to wear and tear and age, 
particularly in an already diseased vessel. Monckeberg’s sclerosis 
is a primary necrosis of the media in peripheral arteries, in rings 
or continuously, with fixation of the vessel, by calcification or 
ossification, in the dilated position. Narrowing of the lumen, 
when it occurs, is due to engrafted atherosclerosis. 

MULTIPLE SCLEROSIS 

To the Editor: —A 34 year old married woman had her first 
attack of multiple sclerosis in March 1949, with peripheral 
sensory derangement involving one arm, mild ataxia and 
exaggeration of most reflexes lasting about four weeks. A re¬ 
mission of subjective symptoms lasted one year; then she 
had a severer attack, with general cutaneous hyperesthesia, 
ataxia, nystagmus with diplopia, severe headache and bladder 
retention lasting six to eight weeks. She has had a less com¬ 
plete remission since this last attack and has been able to 
attend to most of her household duties. Many of the objec¬ 
tive neurological findings have persisted. Bladder function is 
normal. Can a similar exacerbation be predicted? Is there any 
new therapy? L. M. Lide, M.D., Florence, S. C. 

Answer. —It is characteristic of multiple sclerosis that the 
possibility of exacerbations cannot be predicted in any specific 
way. Some workers believe that alterations in capillary fragility 
occur before an exacerbation is clinically detectable. This does 
not, however, have universal acceptance. 

No statistically valid seasonal variations are known to exist. 
However, this statement must be qualified with the observation 
that unusual climatologic stress may precipitate reactivity of 
the disease in the way that other stresses, such as pregnancy, 
infection and emotional disturbances, have been observed to 
antedate exacerbations. 

There is no new therapeutic regimen for multiple sclerosis. 
It is considered that supportive measures, such as adequate nu¬ 
trition with vitamin supplements, appropriate patterns of rest 
and exercise and dynamic psychotherapy, all play an important 
role in enabling the patient to withstand the rigors of the disease. 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 


THROMBOPHLEBITIS 

To the Editor:—/! patient had thrombophlebitis of the homo- 
lateral extremity following herniorraphy. This became chronic 
with recurrent acute exacerbations. Seven years later thrombo¬ 
phlebitis of the opposite lower extremity developed. Six years 
later repeated pulmonary infarctions occurred, despite anti- 
coagulation therapy and bilateral femoral ligations. Eventually 
the patient submitted to ligation of the inferior vena cava. 
At operation involvement of both iliac veins was observed. In 
such a situation, is it possible that the iliac veins and veins oj 
the second extremity were involved in that order from the 
original source? 

Elmer A. Kleefield, M.D., Forest Hills, N. Y. 

Answer. — The history as outlined is typical of a progres¬ 
sive thromboembolic disease that originated with postoperative 
thrombosis. The original level of this thrombosis may have been 
in the foot or calf muscles of the affected extremity or in the 
pelvis. The prolonged progressive course may be due to several 
factors. The patient himself may have had a tendency to clot; this 
thrombophilia seems to be familial. Once a thrombosis devel¬ 
ops, the circulatory stasis that it produces is an additional factor 
in the production of ascending or descending thrombosis. The 
clot itself has a propagating quality. Other factors that help to 
reactivate a latent thromboembolic disease are trauma to the 
affected extremity, inadequate elastic support and continued 
smoking. 

Therapeutic measures have a great deal to do with persistence 
of thromboembolic disease. Insufficient anticoagulant therapy, 
either with heparin or bishydroxycoumarin prolongs the disease 
and may increase the clotting tendency. Anticoagulant therapy 
in acute thrombosis must be intensive. Token doses are worse 
than no therapy at all. When vein ligations are done, they must 
be above the level of the thrombus; superficial femoral ligations 
are useful only when the clot is still below the knee. When they 
are done in the presence of iliac thromboses or phlebitis of 
periprostatic, perirectal or perivesical origin, they may even stir 
up a latent periphlebitic process. 

Vena cava ligation was the method of choice in this case, since 
all other methods failed. Even so, patches of periphlebitis may 
occur on both lower extremities unless the patient’s thrombo¬ 
embolic disease has been eradicated. 


SEVERE DRYNESS OF MOUTH 

To the Editor: —A 59 year old woman complains oj dryness 
of the mouth and pharynx of 17 months’ duration. This is 
so pronounced that she finds it difficult to swallow food. 
She had infected teeth, blood pressure of 260/140 and urine 
with specific gravity of 1010, with‘fluid restriction. The 
tongue and mucous membranes were so dry that the tongue 
depressor stuck to them as if glued. Otherwise the results oj 
physical examination were normal. After extraction of w 
teeth she felt better, but her mouth did not change, net 
blood pressure dropped to 140/110, and the specific grainy 
of the urine would occasionally be as high as 1016. Her 
nonprotein nitrogen is 32 and sedimentation rate 25 mm. 
Have you any suggestions? 

Charles A. Rose, M.D., Hornell, N- '• 


\nswer. —The Jacksons (Diseases of the Nose, Throat, an 
- Philadelphia and London, W. B. Saunders Company, > 
145) in discussing Mikulicz’s disease mention dryness 
mouth and the conjunctiva which may be due to the r 
cement of secretory tissue by an infiltration 
Is. In xerostomia, others mention the role of dehydrat. 
owing diarrheas (typhoid, cholera) and severe febn e 

es. Chronic kidney disease and epidemic parotitis ate 
:ated, as is the use of belladonna and its denvanves 
am. Dryness following roentgen treatment of facia^ ni 
;s is well known. Diabetes mellitus and insipidus are inctu 
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as causes of xerostomia. One author mentions its occurrence 
in elderly women, in whom it is said to follow mental shock. 
The sense of taste is said to be lost, and speaking and swallow¬ 
ing are difficult. Because of dehydration, the tongue resembles 
crocodile skin (The Merck Manual, ed. 8, Rahway, N.J., Merck 
& Co., Inc., 1950, pp. 309-310). 

Some of the loosely described symptoms given above may 
really belong to what is more recently described as Sjogren’s 
syndrome, a complex characterized by dryness of the con¬ 
junctiva, mouth, nose, pharynx, trachea and bronchi. Gastric 
and vaginal secretion may be minimal. Depending on the loca¬ 
tion, and possibly owing to the action of some secretoinhibitor 
mechanism, there are symptoms divisible into ophthalmic, oro¬ 
pharyngeal and a so-called classic type, in which the chief 
complaints are swelling of the salivary glands, fever, and gastro¬ 
intestinal complaints. 

Cooperman (Cooperman, H. O.: Ann. West. Med. & Surg. 
4:344, 1950) suggests that the cause may be too little acetyl¬ 
choline or too much cholinesterase at the end organ. He suggests 
the use of diethylstilbestrol and methyltestosterone, because 
of the possible relation of the complaints to the menopause, 
and pilocarpine, because of its cholinergic character. Glycerin 
mouth washes are said to be helpful; nasal obstruction should 
be treated to minimize mouth breathing and lost teeth replaced 
by well fitting dentures to help avoid respirational dryness. 

HOT FLASHES IN A MAN 

To the Editor: — For the past year I get “hot flashes" affecting 
the upper part of the body and face, lasting a few minutes 
and concluding with perspiration of the back and the axillas. 
These “flashes" usually occur several times a day with free 
intervals of several weeks or months; they occur at any time 
of the day but, as a rule, in a hot room, and there is a gen¬ 
eral intolerance to heat. Otherwise 1 feel well but tired. 
My blood pressure is 150/105 mm. Hg. Eighteen months ago 
1 had homologous serum hepatitis, and the cephalin floccula¬ 
tion test was still 2 + a few months ago. I have taken vita¬ 
min B complex in the usual dosage on and off for the last 18 
months. The hepatitis was due to a blood transfusion I had 
received three months previously. Could the flashes be due to 
disturbed heat metabolism of the liver or to the vitamin B? 
Could the flashes be due to the “male climacterium?" 1 am 
52 years old. Is there any treatment for this condition? 

M.D., New Jersey. 

Answer.— The hot flashes which you describe probably do 
not bear any relation to liver function or to the administration 
of vitamin B. The possibility of the male climacteric should be 
considered, although this condition usually does not develop 
until after the age of 52. A therapeutic trial of androgen might 
be made, with intramuscular testosterone propionate injections, 
50.0 mg. three times a week. If the hot flashes are caused by 
the male climacteric, they will disappear with this form of 
treatment. 

TINGLING OF SOLES OF FEET 

To the Editor:— A man, 60, smokes two packages of cigarets 
a day. Ilis dorsalis pedis artery pulsation is very good but 'lie 
complains of burning and tingling of the bottoms of both 
feet which wakes him up at night. He obtains relief only by 
soaking his feel in cold water. His blood pressure is normal, 
and lie has no cardiac symptoms or dropsy; the color of his 
feet is good. What can be done to relieve this patient? 

Aurbey L. Lewis, M.D., San Angelo, Texas. 

Answer. —This patient’s symptoms are suggestive of erythro- 
melalgia, since the heat, burning, and tingling are relieved by 
cold water. Such a lesion may be on a vascular, a neurologic, or 
a purely functional basis. 

Nothing has been said about the presence or absence of the 
posterior tibial pulse; this should be palpated and its pulsation 
or absence of pulsation noted. If the patient has no reflexes, 
particularly no achilles tendon reflexes, a complete neurological 
examination, including a spinal puncture, is important. It would 
e also necessary to exclude polycythemia, this being a frequent 
cause of erythromelalgia. X-rays should be taken of both feet, 
possibly on one film, and the presence or absence of osteoporosis 


noted. Cord lesions and even arteriosclerotic ischemia of the 
cord might produce the symptoms described. 

Generally speaking, this man should have a complete exami¬ 
nation and his neurovascular status evaluated; if nothing is 
found, large doses of thiamine hydrochloride and vitamin Bn 
might be administered for symptomatic relief. 

BEAUTY SHOP OPERATORS 

To the Editor: — A beauty shop operator has been complaining 
for months of “tingling and bursting" in her fingers; at times 
they become numb. She is 55, shows pronounced nervous¬ 
ness and is otherwise normal. She has been taking small doses 
of thyroid extract for some time, because of a mildly abnor¬ 
mal basal metabolic rate. Hot water, massage, and moving 
the digits relieves the symptoms somewhat. Placing them in 
cold water does not precipitate the spell. There is no obvi¬ 
ous discoloration. The patient seems to think that some 
cold wave permanent preparations may be responsible, es¬ 
pecially since her right hand is affected primarily. I would 
appreciate your opinion. 

1. Alan Ulert, M.D., Houston, Texas. 

This inquiry was referred to two authorities, whose respec¬ 
tive replies follow.—E d. 

Answer. —Numbness and tingling of fingers in a 55 year old 
nervous woman is not uncommon. It is doubtful that such symp¬ 
toms could have been connected with the use of ammonium 
thioglycolate. Detailed studies of the circulation, including a 
finger plethysmogram and capillary microscopic study, together 
with a study of sensory and vibratory sense could rule out a 
purely functional disturbance. “Bursting” pain is often aggra¬ 
vated by heat and relieved by cold, it is one of the symptoms 
of erythromelalgia and may be present without color changes. 

Answer.— A review of the literature on cold wave prepara¬ 
tions does not indicate that they have been proved responsible 
for “tingling and bursting” in the fingers. The only unfavorable 
reactions that have definitely been established as caused by cold 
waving preparations are sensitizations and irritations, and these 
occur very infrequently. 

Beauty shop operators are more likely to suffer reactions than 
the occasional user of a home permanent. It is urged by all in¬ 
vestigators that beauty shop operators wear gloves in handling 
these solutions, inasmuch as a severe incapacitating dermatitis 
can result if sensitization does develop. 

Following is a summarizing statement of a report of the Com¬ 
mittee on Cosmetics by Dr. A. J. Lehman (J. A. M. A., 141:844 
[Nov. 19] 1949). 

The number of cold waves given each year employing salts of thiogly- 
colic acid can no doubt be estimated in the millions. The number of com¬ 
plaints in comparison with the total number of applications is small. 
From rigorous laboratory evaluation of the hazards involved, it may be 
stated that the judicious use of ammonium thioglycolate as a hair-waving 
preparation should prove a relatively innocuous procedure. The majority 
of complaints from patrons and operators are probably due to the mis¬ 
use of the product because of failure to heed directions or precautions. 
Allergic responses to the thioglycolates appear to have occurred only 
rarely. Allowance must also be made for allergic responses to the other 
ingredients, such as wetting agents and perfumes. 

It is believed that protection for the hands is essential in the case of 
operators or persons who have occasion to be exposed daily to varying 
amounts of the waving solution. 

SPIDER NEVI 

To the Editor: — What can be done for the spiderweb-like veins, 
telangiectasis, 1 believe they are called, on the thighs of a 
healthy girl of 20? MD 

Answer.— Spider nevi are small pinpoint-sized to pinhead¬ 
sized red spots with fine, weblike projections, which radiate from 
the center and are often associated with hepatic disease. They 
may show pulsation. Cutaneous spiderbursts, however, consist 
of a delicate network of fine venules, which have a central pool 
and frequently appear on the thighs of young women. Many 
more develop at a later date, especially during menopause. 
While an individual burst may be injected centrally with a drop 
or two of a sclerosing solution or touched with a fine electric 
cautery, the cosmetic effect is always doubtful and, of course, 
the appearance of new lesions is not prevented. Since the bursts 
are harmless and cause nothing but anxiety on cosmetic grounds, 
reassurance and covering powders or pastes are sufficient. 
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REHABILITATION OF THE APHASIC PATIENT 

To the Editor: —l would appreciate information regarding , 
methods of rehabilitation of aphasias secondary to cerebral 
accidents. Some of these patients are unable to write because 
of residual involvement of the arms and hands. 

M. A. Gold, M.D., Butte, Mont. 

Answer. —In evaluation of the aphasic patient for rehabili¬ 
tation, the specific area of language disturbance (reading, writ¬ 
ing, speaking) must first be determined. An aphasic is usually 
one of four types: (1) expressive, (2) receptive, (3) expressive- 
receptive, or (4) global (e. g., has complete losses in all language 
phases). The prognosis for retraining in language depends prima¬ 
rily on (1) age, (2) duration of aphasic symptoms, (3) motiva¬ 
tion of the patient, and (4) his emotional status. The "expressive 
type” aphasic has the best prognosis for language therapy. 

The methods employed in retraining all types of aphasics are 
similar to those used in language teaching for young children 
and in teaching the deaf. The materials used, although elemen¬ 
tary, are adapted to adult interests. For the right hemiplegic, 
left-handed writing is taught concurrently with reading and 
speaking. The procedures in retraining an “expressive type” 
aphasic include: (1) utilizing all residual automatic speech, such 
as numbers, days, and other units which contain logical series; 
small successes are highly encouraging to the patient; (2) with 
the use of groups of pictures of objects (clothing, food), the 
patient is taught to write, read, and say the names of concrete, 
everyday objects; (3) teaching the patient to handle everyday 
language situations (e. g., writing letters, adding bills). 

Joseph Wepman’s “Recovery from Aphasia” (New York, 
Ronald Press, 1951) is recommended as an easy-to-read, com¬ 
prehensive account of rehabilitation processes for the aphasic 
patient. 

LEG PAINS IN CHILDREN 

To the Editor: —In the excellent discussion on “Leg Pains in 
Children," which appeared in Queries and Minor Notes, April 
28, 1951, 1 should like to add that it is well to consider a 
functional origin. 1 recently examined two girls of different 
families, 3 and 6 years of age, in whom the complaint of leg 
pain at night appeared to be an attention-gaining mechanism. 
The physical examination in each instance, including postural 
appraisal, was quite negative. In both cases there was an un¬ 
usual degree of reciprocal attachment between mother and 
child, as well as an interloper in the shape of a younger 
brother. One of the patients, the 3 year old, relapsed into bed¬ 
wetting after the arrival of the baby. The mother of each of 
these girls was in the habit of leaving her own bed at night 
in order to comfort the child. The patients have been treated 
solely along functional lines, one with great improvement, 
the other with apparent cure. 

1 believe that a postural explanation for pain of this type 
should be consigned to the same attic where “growing pains" 
now rest in deserved oblivion. “Proper” posture is a dog¬ 
matic, not a normative, concept; hence postural flaws may 
be detected in almost any human, adult or child. We know 
by practical experience that “ pood’ posture can be decid¬ 
edly symptomatic—at any rate the aching back and the sore 
knee become well after postural correction—but the symp¬ 
toms are quite different from those mentioned above. 

Russell V. Fuldner, M.D., 

85 Trumbull St. 

New Haven 11, Conn. 

To the Editor: —Whoever answered the question on "Leg Pains 
in Children" in The Journal, April 28, page 1393, was some¬ 
what distracted when he read it. Possibly he was making out 
his income tax. I will try to give what I think is a better 
answer. 

Otherwise healthy and normal children who complain of 
.revere pains in the legs do so, in most cases, because over¬ 
fatigued muscles in the legs are cramping. Such fatigue and 
cramping may be due to simple hyperactivity, or it may be 
due to faulty foot mechanics and most frequently to con¬ 
genitally short heel tendons. Pain in the pretibial area is 
most frequently caused by fatigue and spasm in the anterior 
tibial muscle brought on by the effort to overcome a con- 
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genitally contracted heel tendon. This may be aggravated 
■ by going barefoot and by low-heeled or heelless shoes, sue!, 
as smalt children wear, and by tennis shoes, such arsomevlw 
older children frequently wear. ■Raising the heels % to U in 
will relieve a large percentage of cases. Those having actual 
- pronation or flat foot -may also be further benefited by an 
arch support inside the shoe, which should include an exlen- 
sion under the first metatarsal if indicated. The arch stippo «, 
should not be put in without the heel lift. Inside heel lifts 
may be used in the tennis shoes. If the child is old enough, 
heel stretching, exercises should be given. If the simple meas¬ 
ures described in the question fail to give relief, 0.25 to 950 
gm. of mephenesin orally, either in pills or liquid form, will 
usually be effective and will permit the child and the family 
to get some sleep. Duncan C. McKeever, AI.O., 

836 Bankers Mortgage Bldg., 
Houston 2, Texas. 

To the Editor: —In Queries and Minor Notes, April 28,1951, 
the subject of “Leg Pains in Children" was deficient in a 
number of important conditions. Rheumatic fever, nighi 
cramps, and several orthopedic conditions were mentioned as 
causes. The subject matter would not be complete without 
inclusion of the following conditions for differential diag¬ 
noses: 

1. Acute infectious lymphocytosis. 

2. Sickle cell anemia. 

3. Peripheral neuritis (vitamin B, deficiency or other 
factors). 

4. Acute poliomyelitis. 

5. Periostitis due to congenital syphilis ("sabre-shill") and 
other conditions. 

6. Coarctation of the aorta. 

7. Arterial thrombosis due to post-infectious diseases. 

A characteristic feature of these conditions is that they may 
cause pains in the entire leg or pretibial region. 

Nathaniel E. Reich, A/D., 
41 Eastern Parkway, 
Brookyn. 


PUSTULAR BACTERID 

To the Editor. —1 was interested in the query on “Pustular 
Bacterid" written by a physician in California. This appeared 
in the April 21 issue of The Journal, page 1306. lit reading 
the treatment recommendations l noticed that nothing was 
said about footwear. Several years ago, a physician had a 
pustular dermatitis of the feet and hands. He had had-a 
thorough examination for all foci of infection at a nearby 
medical center. He was able to obtain a pair of vegetable- 
tanned leather shoes which were free of all rubber, adhe¬ 
sives and the like. Wearing these shoes exclusively brought 
about a gradual improvement, and today this physician is 
well. He lost only two weeks from the office and l feel that 
changing the footwear was instrumental in helping to solve 
this case. L. Edward Gaul, A/D., 

509 Hulman Bldg., 
Evansville, Ind. 


VERNAL CONJUNCTIVITIS 

To the Editor:— In answer to the query on vernal conjunctivitis 
in The Journal of April 21, 1951 (page 1305) one must take 
exception to the statement that “sensitizing agents are aw 
never found.” The causes are generally pollens, dust, or mo ■ 
Rarely are foods incriminated. However, in my exper > 
these cases rarely react to scratch testing. Followingnegat 
scratch test reactions, intradennal tests must be earned 
with potent extracts. We use pollen extracts m so 
(30,000 Noon units per cubic centimeter). The test co 
of 0.05 cc. (1,500 Noon units) mtradermally. When skm 
are carried out with materials of this strength■posi 
actions are found in the majority of patten * 
conjunctivitis. Specific treatment based on such posin 
reactions is usually successful. 

Samuel J. Levin, M. D-, . 

3001 W. Grand Bird., Detroit 2- 
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APPLICATION OF PHYSIOLOGIC AND PATHOLOGIC PRINCIPLES 
TO SURGERY OF THE OVARY 

Emil Novak, M.D., Baltimore 


The purpose of this paper is twofold. First, it consti¬ 
tutes a plea for the still widely persecuted normal ovary 
and the essentially normal “cystic ovary.” Secondly, it 
offers for consideration certain pathologic principles that 
must be envisaged in operations on ovaries that ate the 
seat of definite disease, especially the benign and malig¬ 
nant neoplasms. 

NORMAL AND CYSTIC OVARIES 
It was in 1872 that Robert Battey, of Georgia, inci¬ 
dentally one of the founders of the American Gyneco¬ 
logical Society, instigated perhaps the first serious 
onslaught on the ovary, which he accused of responsi¬ 
bility for all manner of neuroses and menstrual difficulties. 
Many thousands of ovaries were sacrificed before this 
theory was abandoned. The greatly increased knowledge 
of the biologic importance of the ovary has happily en¬ 
gendered such a high degree of conservatism that no con¬ 
scientious and well-trained gynecologist of today would 
treat the normal ovary wantonly. 

I am not saying that removal of an anatomically and 
physiologically normal ovary is never justified, as we all 
do this in radical operations for uterine cancer. Indeed, 
some of us believe that there is such a thing as making a 
fetish of conservatism as in conservation of the ovaries 
when the uterus is removed because of benign disease at 
or after the menopause. There are some who urge this 
plan because they feel that the ovary must have a func¬ 
tion even beyond the menopause. I know of no evidence 
to support this view, while, on the other hand, the post¬ 
menopausal ovary is often the seat of neoplastic disease, 
including even cancer in its usual insidious and highly 
malignant ovarian forms. We know of no function for the 
appendix, and yet most of us consider that in the absence 
of contraindications its prophylactic removal in combina¬ 
tion with many pelvic laparotomies is fully justified and 
to the advantage of the patient. It is usually just as tech¬ 
nically easy, and sometimes easier, to remove the adnexa 
with the uterus as to leave them behind, and my own 
ee ing is that this is a wise and a worth-while prophy¬ 


lactic procedure in women at or beyond the menopause, 
and that the retention of the ovaries under such condi¬ 
tions would be false conservatism. 

I am aware that there are differences in viewpoint on 
this question, and that there are circumstances in which 
the local involvement in the pelvis, the general state of 
the patient, or the patient’s psychological, though often 
mistaken, attitude toward removal of the ovaries under 
the above-described conditions will influence the wise 
surgeon to make exceptions. When one attempts to set an 
age limit beyond which removal of normal ovaries is 
justified in women still menstruating, one encounters far 
greater differences of opinion, though approximately 45 
years appears to be a popular figure. Here again, one is 
likely to be influenced by various individual factors, and 
certainly there can be no criticism of those who prefer to 
retain at least one ovary in all women who are still men¬ 
struating. As a matter of fact, in many women beyond 40, 
who are still menstruating normally and in whom hys¬ 
terectomy is necessary, I have often deliberately removed 
one of the normal ovaries and conserved the other jn the 
belief that one ovary suffices for the endocrine needs of 
the patient, while the removal .of the other divides the 
hazard of later ovarian neoplastic disease. 

However, the chief purpose of this section of my paper 
is not to preach against conservatism in the treatment of 
the ovaries, but rather to plead for a scrupulous hands-off 
surgical policy when the ovary is grossly normal or when 
it is the seat of minor and usually transient alterations 
that are apt to be loosely designated as “cystic degenera¬ 
tion.” In taking gynecologic histories, one is struck with 
the frequency of combined appendectomy and resection 
or removal of a cystic right ovary. I believe that it may be 
fairly stated that this operation is not as common in the 
repertoire of gynecologists as it is in that of the general 
surgeons who perform such a large proportion of the 
gynecologic operations throughout the country. When 
such histories are reconstructed, one is likely to find that 
appendectomy was done, often with an incomplete diag¬ 
nostic study, that the appendix was found to be discour- 
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agingly normal in appearance, and that the surgeon de¬ 
cided to “fire both barrels of his gun” and to remove the 
close-by “cystic” right ovary, as well as the appendix. To 
compound his error, the surgeon not infrequently thus 
removes two innocent organs instead of one, overlooking 
such real causes of pain as right urinary tract disease or 
functional gastrointestinal disorder. 

With rare exceptions the cystic ovary should receive 
the same surgical respect as one that appears entirely 
normal. There are few ovaries that do not show at least 
some tiny cysts, representing nothing more than the 
blighted, atretic follicles that come and go from month to 
month throughout the functional life of the ovary. Even 
when the ovary is studded with these tiny cysts, there is 
no reason to suspect it of responsibility in the production 
of pelvic pain, especially in the absence of inflammatory 
pelvic disease. With the latter, one may see more serious 
degrees of cystic change, especially when the ovaries are 
matted beneath dense adhesions that conceivably might 
make rupture of mature follicles difficult. Still other types 
of cystic ovary are seen, such as those in which the ovar¬ 
ian condition is merely a local expression of endocrine 
dysfunction, of either ovarian or pituitary origin, as in 
certain cases of functional bleeding. However, these 
types are less likely to be the object of direct surgical at¬ 
tack and need not be included in this discussion. 

At times one or more of the atretic follicles may, for 
some unknown reason, become extremely hydropic, giv¬ 
ing rise to follicular cysts that may attain a diameter of 
many centimeters. Even these tend toward resorption and 
ultimate disappearance, but during their lifespan they 
produce distinctly palpable ovarian enlargement and, in 
the occasional case, pelvic discomfort, and, rarely, may 
be complicated by torsion of the pedicle. Gynecologists 
are in agreement that small palpable cysts of the ovary 
are in general to be treated expectantly, simply because 
of their tendency to spontaneous disappearance, with not 
infrequently a reappearance of similar functional cysts 
in the same or opposite ovary. The patient is exposed to 
no hazard by this expectant plan. If however, the cyst 
grows steadily larger from month to month, operation is 
advisable because of the reasonable certainty that a 
genuinely neoplastic cyst is presented. When moderate¬ 
sized follicular cysts are encountered at operation for 
other conditions, simple needling of the cyst hastens its 
resorption and is generally preferable to excision of the 
cyst. The old dictum that an ovary should be either left 
alone or removed entirely is no longer acceptable; there 
is, nevertheless, a large nugget of truth in it. Whenever 
partial resection of the ovary is done, as in the removal of 
large follicular cysts, small dermoids, or small localized 
areas of endometriosis, there is a hazard of such sequelae 
as intestinal or omental adhesions or tubal angulation, 
no matter how careful the surgeon may be not to leave 
any raw surfaces. 

What to do about the ovaries is often a difficult prob¬ 
lem in cases of endometriosis, and only a somewhat less 
difficult problem in cases of inflammatory pelvic disease. 
The greater importance of this question with endometri¬ 
osis is due to the fact that the condition is under the phy¬ 
siological control of the ovaries. Radical removal of all 
ovarian tissue is fully justified and strongly advisable in 
' the minority of cases of very extensive endometriosis in 
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which both ovaries are seriously involved, as well as ad¬ 
jacent organs, such as the rectum and sigmoid. Fortu¬ 
nately such cases are less likely to be encountered among 
patients of the younger group than among those ap¬ 
proaching middle life, on whom the sacrifice of the repro¬ 
ductive function has already been inflicted by the disease; 
the sacrifice of endocrine function is often a modest price 
for such patients to pay for relief of their symptoms. 
There is no longer a place for the extensive and hazard¬ 
ous resections that were at one time recommended for the 
widespread infiltrations of the rectum and sigmoid in 
some of these cases, although colostomy is in rare cases 
necessary because of existing or impending obstruction. 
Removal of all ovarian tissue brings about regression of 
the endometriosis and also of the patient’s symptoms. 
When, as is true of an occasional case, the removal of all 
ovarian tissue is technically impossible, postoperative 
irradiation will accomplish the desired abolition of ovar¬ 
ian function. 

Far more frequently, however, the endometriosis is of 
much more moderate extent and there is now little dif¬ 
ference of opinion about the wisdom of conservative 
plans of surgical treatment adapted to the findings in the 
individual case, but with always the end object of pre¬ 
serving the endocrine and reproductive functions. Even 
when one ovary must be removed because of a large en¬ 
dometrial cyst, the excision of a smaller endometrial 
cyst in the other ovary is preferable to bilateral oophorec¬ 
tomy. Associated lesions of the uterosacral ligaments may 
be treated by cautery destruction or local excision, but 
the latter may be difficult and admittedly sometimes in¬ 
complete. Yet the patient is likely to be relieved of her 
symptoms, especially if presacral neurectomy is also car¬ 
ried out when dysmenorrhea has been severe. 

One cannot argue that the lesion is always completely 
eradicated by such conservative operations, or that there 
is not a possibility of its later resurgence, with the neces¬ 
sity of further operation. However, the incidence of this 
sequence is far less than might be imagined, while, on the 
other hand, the fairly frequent occurrence of subsequent 
pregnancy has been noted in all the statistical studies that 
have been made. I am sure that every gynecologist always 
has under his care a certain number of patients in whom 
he is sure a primary or a residual postoperative endome¬ 
triosis is present, but with no symptoms or with easily 
tolerable symptoms. Expectant or simple palliative treat¬ 
ment of such patients is to be preferred to operation, just 
as one would ordinarily abstain from operating on pa¬ 
tients with such clearly palpable evidences of chronic in¬ 
flammatory pelvic disease as adherent and enlarge 
ovaries, when these occur with few or no symptoms. 

A word may be interjected here in behalf of the usually 
normal tubes encountered in association with endometri¬ 
osis, and also the frequently normal ovary seen m cases 
of chronic salpingitis. It is often advisable to conserv 
such normal organs, since the later development of ser ¬ 
ous pathologic involvement on the other side may mas 
reoperation necessary. I have often wished or sue 
spare ovary when removal of the remaining ovary wa 
necessary in patients who had previously been opera 

on for tubal pregnancy on the contralateral side, an 

whom the surgeon had unwisely and usually thong 
lessly removed a good ovary with the pregnant tube. 
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OVARIAN NEOPLASMS 

What has been said thus far has applied to the sur¬ 
geon’s proper attitude toward ovaries that are anatomic¬ 
ally entirely normal or that at most display relatively 
harmless departures from the normal. The ovary is often 
the seat of definite and sometimes grave pathologic in¬ 
volvement, especially of neoplastic type. In these cases 
the surgeon is often posed with difficult problems of the 
scope and extent of the operation that should be done in 
the best interests of the patient. It is clear that the sur¬ 
geon who knows something of the gross characteristics 
and the pathologic potentialities of the various ovarian 
neoplasms has an advantage over the one who does not. 
On the other hand, the most pathology-minded surgeon, 
or even the one who can have at his elbow the most ex¬ 
pert pathologist, is not always certain to make the right 
decisions. The frozen section as an aid to operating-room 
technique has some value but also definite limitations, 
and I for one have depended on it much less than on the 
gross characteristics of the ovarian lesion. Only a few of 
the more important problems that arise in this field can 
be touched on in this paper, and probably most conven¬ 
iently by discussing surgical principles as applied to the 
major tumor groups. / 

Cystadenomas of Ovary .—It is not always possible 
from the external or even the internal appearance of a 
cystadenoma of the ovary to be sure whether the neo¬ 
plasm is of pseudomucinous or serous type, or whether 
both varieties are represented in the ovary, as occasion¬ 
ally happens. However, certain generalities in regard to 
the management of neoplastic cysts may be profitably 
discussed. 

If a large unilateral ovarian cyst shows a smooth outer 
surface, a thin or at times an almost translucent wall, and 
if on being opened it shows many locules and no papil¬ 
lomatous excrescences, it is likely to be of benign pseudo¬ 
mucinous type and can be safely treated by unilateral 
adnexal removal. It must be remembered, however, that 
even the histologically benign pseudomucinous epithe¬ 
lium of such cysts is capable of implantation on the peri¬ 
toneum if disseminated through rupture of a cystic 
locule, giving rise to the rare but usually ultimately fatal 
pseudomyxoma peritonaei. This is the basis of the gen¬ 
eral practice among gynecologists of trying to remove 
such cysts intact, even when very large and when their 
removal without preliminary trocar drainage involves a 
very long incision. In some cases extensive and firm ad¬ 
hesions make this impossible, and in these the trocar 
decompression of the cystic mass must be carried out 
with proper precautions against peritoneal contamina¬ 
tion, such as adequate packing-off, placing of a purse- 
string suture around the cannula, and drawing the point 
of puncture of the cyst wall outside the abdominal wall 
as soon as the cyst is sufficiently collapsed. This is not to 
say that peritoneal contamination with the fluid of such 
cysts will inevitably be followed by peritoneal implanta¬ 
tions; for pseudomyxoma peritonaei has always been 
rare, in spite of the fact that accidental contamination of 
the peritoneum has certainly often occurred, and the 
gynecologists of a former day rather generally practiced 
ecompresston of large cysts. We can only speculate 
about the determining factors of this condition, but there 
seems to be no question of the advisability of avoiding 


peritoneal contamination in such cases. Again, we must 
not forget that a cyst that appears to be benign may be 
undergoing carcinomatous change somewhere in its wall, 
and that genuine peritoneal carcinomatosis may thus 
occur instead of the implantation of benign epithelium. 

It seems advisable to emphasize here a point that I be¬ 
lieve to be an important one. I refer to the wisdom of 
opening every cyst immediately after its removal, before 
the abdomen is closed. I shall have occasion to stress this 
point with regard to the solid or semisolid tumors of the 
ovary. A cyst that because of its smooth and thin wall 
looks innocent may, on being cut into, show, perhaps in 
a localized area, a mass of papillary or fungoid appear¬ 
ance or a hard nodular mass or a mass or nodule of fine- 
meshed spongy appearance. The discovery of such areas 
must at once sound the alert, and I believe that most of us 
would feel safer to make the operation a radical rather 
than merely a unilateral one. In some cases a frozen sec¬ 
tion may be helpful, but a report is not always quickly 
obtainable, and, even if it is it is all too frequently not 
decisive. All too often the surgeon who removes a large 
cyst intact wants to keep in intact until he gets a photo¬ 
graph or a drawing, or shows it with pride at the next 
staff meeting. But if he keeps in mind only the best inter¬ 
ests of. his patient, he will have the cyst opened immedi¬ 
ately after its removal, so that it can be more intelligently 
evaluated by himself or by his pathologist colleague. 

The papillary type of cyst, usually of serous character, 
presents the most difficult problems of surgical judgment. 
Undoubtedly, this group is possessed of far greater and 
more wicked potentialities than is the pseudomucinous 
type, which is usually nonpapillary. Naturally and prop¬ 
erly, therefore, the attitude of most gynecologists toward 
papillary cysts is likely to be much more radical than 
toward the nonpapillary group. No one can assume-an 
oracular role in outlining the surgical policies to be pur¬ 
sued, for many tumors of the papillary group exhibit 
clinical vagaries that make prognosis difficult. 

A few general statements can be offered for considera¬ 
tion and discussion; but, before I embark on this, it 
should be emphasized that not only the clinician, but also 
the pathologist in his interpretation of the microscopic 
picture of tumors of this group, must recognize the dif¬ 
ficulties of prognosis. For example, the pathologist does 
not hesitate to report that certain tumors are histologic¬ 
ally entirely benign, but can he in such cases assume that 
the patient may not return with a peritoneal recurrence? 
He will be the first to emphasize that he cannot make 
this assumption without error in at least a small propor¬ 
tion of cases. Again, he will have no doubt in diagnosing 
many tumors as both histologically and clinically malig¬ 
nant. However, in an inevitable proportion of cases he 
cannot be too certain of even the histologically benign 
and histologically malignant, and he is likely to find dif¬ 
ferences of opinion among other pathologists to whom he 
refers his sections. 

This digression on pathology is justified simply be¬ 
cause it emphasizes the difficulties and the seriousness of 
the surgeon’s problem in such cases, his decisions being 
necessary even before the results of complete pathologic 
study are available. As a matter of fact, in some cases the 
scope of the operation and the decision whether it should 
be conservative or radical are influenced by weighing one- 
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factor against another. The surgeon has to consider the 
age of the patient and the importance or unimportance of 
preserving the reproductive function against the possi¬ 
bility of future hazard to his patient if, on the basis of his 
evaluation of the tumor, a conservative operation is done. 
This method seems to make him something of a scientific 
gambler, but he should not make a great many mistakes 
if he has some knowledge of the gross pathologic charac¬ 
teristics of tumors of this sort. 

In the case of a patient of the younger group, in which 
the surgeon would of course like to be conservative if pos¬ 
sible, if an ovarian cyst, on being opened, shows a 
number of discrete and not very exuberant papillary in¬ 
growths and if the other ovary is entirely normal, simple 
unilateral removal is fully justified, with ordinarily no un¬ 
pleasant repercussions. Even if a few warty outgrowths 
are seen on the outside of the cyst, a similar plan can be 
followed. These do not indicate malignant penetration of 
the papillary growth but are produced merely by the 
manner of development of the tumor, representing a com¬ 
bination of surface papilloma and serous papillary cyst. 
As a matter of fact, the solid papillary portion may 
greatly dominate the picture and may be present in the 
entire absence of any cyst formation. 

It is difficult to explain why such exuberant external 
papillomas may be present without peritoneal implanta¬ 
tion, while with at least some histologically benign papil¬ 
lary cysts such implantation may occur. I recall a patient 
whose whole pelvis was filled with an enormous bilateral 
papillary ovarian growth that infiltrated surrounding or¬ 
gans and that could literally be scooped out by the hand¬ 
ful. It was certain, therefore, that in spite of the radical 
operation that was done, innumerable tumor cells must 
have been left. And yet this patient has remained per¬ 
fectly well for more than 25 years. 

The fact remains that when a cyst is filled with large 
masses of this papillary material, often necrotic, it is 
likely to be malignant and certainly should be treated 
accordingly. 

Solid and Semisolid Tumors .—When one comes to 
solid or semisolid tumors of the ovary, some knowledge 
of gross pathology is again of value, with again an inevita¬ 
ble possibility of error. Fibromas and Brenner tumors are 
usually readily recognized by their sharp circumscription 
and by the whitish or slightly yellowish appearance of the 
homogeneous-appearing cut surface. 

In all but a small proportion of the solid or semisolid 
forms of carcinoma, a presumptive gross diagnosis can be 
made. There are certain solid types, it is true, in which 
mistakes can be easily made, as in the scirrhous carci¬ 
noma or even the unilateral Krukenberg tumor, either of 
which can be mistaken for fibroma. 

The mention of Krukenberg tumor is a cue for empha¬ 
sizing the importance of careful palpation of the abdomi¬ 
nal organs, especially the stomach, in all cases of tumors 
in which malignant change is suspected. Not only may the 
primary tumor be revealed, but also the presence of me¬ 
tastasis in the liver, omentum or parietal wall may be 
determined. 

Unfortunately, the malignant nature of many solid or 
semisolid ovarian tumors is at once obvious enough be¬ 
cause of the infiltration of surrounding tissue, the granu- 
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Iarity, friability, and often necrosis of the tumor tissue 
and very often the presence of extensive peritoneal metas¬ 
tasis. In the less advanced cases of unilateral tumors 
either solid or semicystic, which are still well encapsu¬ 
lated, one need not make many mistakes if one bears in 
mind the fact that such tumors ordinarily have the tissue 
characteristics that were mentioned above for the more 
advanced infiltrating growths. 

While radical operation is the desideratum in malig¬ 
nant ovarian growths, it is unfortunately impossible in°a 
large proportion of cases because of the already wide¬ 
spread dissemination of the disease. Even in the presence 
of peritoneal or visceral metastases, removal of the pri¬ 
mary growth is advisable if this is technically possible 
without too great a hazard, as gynecologists are fairly 
well agreed that removal of the primarily involved ova¬ 
ries does appear to have a definitely retarding effect on 
the course of the disease. Incidentally, the presence of 
ascites, and hydrothorax does not justify the conclusion 
that a solid tumor of the ovary is malignant, but a roent¬ 
genogram of the chest is always advisable when malig¬ 
nant change is suspected. 

With regard to the less common types of ovarian malig¬ 
nant growths, such as the granulosa-cell carcinoma and 
thecoma, dysgerminoma, or arrhenoblastoma, one will 
often be alerted to them by the age of the patient and the 
biological effects produced by the functioning group. The 
possibility of dysgerminoma should always be envisaged 
in tumors in young girls, but there are other possibilities, 
such as teratoma and sarcoma. The granulosal tumors of 
young girls often reveal themselves in the precocious 
puberty syndrome that they produce at this age. In any 
of the dysontogenetic group of tumors, when encountered 
in early life, conservative unilateral operation is fully 
justified if, as is most usually the case, the tumor is of 
small or moderate size and if it has not broken through 
the capsule and infiltrated surrounding tissues. To say 
that recurrence and metastasis cannot occur would be 
incorrect in the light of the many reports in the literature 
to the contrary, but the hazard is numerically not suffi¬ 
ciently great in cases of the type described above as to 
justify routine radical procedures. The granulosothecal 
group of tumors occurs most frequently in middle or 
late life, and, although the degree of malignant involve¬ 
ment with this type is definitely less than with the com¬ 
moner ovarian cancers, I believe that at these age perio s 
they should call for radical operation. I have always felt 
that most pathologists take these tumors much too 
lightly, and that metastasis and recurrence, sometimes 
early, but often very late, occur much oftener than is 
generally believed. It is my impression that the stu y 
of the steadily growing material of the Ovarian Tumor 


egistry will confirm this belief. 

There are many gaps in the above discussion ot t 
xgical physiology and surgical pathology of ovarian 
:oplasms, but even this necessarily brief consideration 
ill, I hope, emphasize the clear advantage to the sur- 
:on of training himself to be his own operating-room 
ithologist. The next best thing is to have at his elO 
competent pathologist, but this is not always possio, 
>r are all general pathologists highly 
ther soecial field of gynecologic pathology, ins gy> 
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cologist who is unhappy if he cannot follow his material 
through the pathologic laboratory will acquire an in¬ 
creasing knowledge of correlated gross and microscopic 
natholoav This gives him increasing confidence in the 
decisions^he must make at the operating table, besides 
adding to his daily work a zest and scientific enthusiasm 
that his more mechanistic confrere can never enjoy. 


ABSTRACT OF DISCUSSION 

Dr Ludwig A. Emge, San Francisco: The essayst will for¬ 
give me for not sharing-his belief that the ovary is of little 
consequence during the menopausal years. This period of a 
woman’s life is an uncertain time quantity, and here in Cali¬ 
fornia where menopause occurs most frequently at 50 yr. or 
over the casual removal of the ovaries at hysterectomy done for 
purely uterine causes in the middle forties, just because that 
period is considered the traditional age of menopause, is not 
warranted. The assumption that removing just one ovary will 
reduce the incidence of cancer by 50% unfortunately is de¬ 
feated by the law of probability, since ovarian cancer occurs 
bilaterally in 50%, and, when it occurs unilaterally, it has no 
choice of location. I doubt that the protective value of such a 
prophylactic approach would yield more than a bare 10% prob¬ 
able safety factor against a cancer that is relatively rare. This 
does not justify the casual sacrifice of thousands of normal 
ovaries. I have never seen cancer of the ovary after hysterectomy 
except in a few instances in which the appearance of the cancer 
warranted the conclusion that the disease had been overlooked 
at the time of operation. If one ovary is good enough to remain 
with the host, why not both? I see no parallel between so-called 
prophylactic appendectomy and casual oophorectomy. I am 
afraid of such a philosophy because it encourages unnecessary 
surgical intervention. We do not apply such a principle to any 
other vital organ. There is no objection to the removal of ad¬ 
vanced senile ovaries, but many are left behind in vaginal hyster¬ 
ectomies in old women, and no harm ensues from doing so. In 
regard to the treatment of cancer of the ovary, I should like to 
plead for two procedures that have been of great help in pal¬ 
liation, as well as cure, on one hand and of inestimable value 
in evaluating the extent of the disease on the other. Not infre¬ 
quently pathologists find it difficult to determine with finality 
the true nature of cystic ovarian neoplasm. I have for years 
taken free fluid from the abdomen as soon as the abdominal 
cavity has been opened, for the purpose of ascertaining the 
nature of the cells in the abdominal fluid. The presence of malig¬ 
nant cells can be determined almost as quickly and reliably as 
with a biopsy. The same holds true of the study of the contents 
of cysts. Today, with the steadily improving cytologic smear 
facilities, this procedure is now more feasible than ever to prog¬ 
nosticate subsequent events. A second plea is to desist from 
immediate surgical intervention wherever the operability of a 
malignant ovarian tumor is in question. Obtain free fluid for 
study, or obtain a metastatic nodule if it exists, but do not make 
a biopsy of the tumor proper solely for academic reasons. Close 
the abdomen, and let the radiologist take over. Should the tumor 
shrink, it is often possible to remove the malignant mass rela¬ 
tively easily after the skin has recovered. Not only has palliation 
in my hands improved immediate results materially, but five- 
year survivals have come up from 18 to nearly 30%. 

Dr. Lyman W. Mason, Denver: If there is one part of Dr. 
ovaks paper to which I should like to add my emphasis, it is 
that which has to do with the frequent surgery done on the 
p lysiologically normal ovary. This consists in the removal of 
normal follicles, normal corpora lutea, and simple retention 
cysts, even though of considerable size. He also called attention 
to the seeming preponderance of “cysts” in the right ovary. It 
too me some years to realize that this seemingly increased sus¬ 
ceptibility of the right ovary to pathologic changes, usually 

cysts, was dependent on the fact that the right ovary was 
accessible through an appendectomy incision, while the left 
usually was not. Thus, by a distance of 7 or 8 in. (18 or 20 cm.) 
t ic left ovary usually escaped damage. I agree with Dr. Novak 


that “there is a large nugget of truth” in the dictum that an 
ovary should be either left alone or removed entirely. Ovaries 
do not stand too much interference in their circulation. It is 
a mistake to leave a very small portion of one ovary when ex¬ 
tensive pelvic surgery has been performed. Such pieces become 
incarcerated in scar tissue or embedded in the posterior surface 
of the broad ligament, with the production of menometrorrhagia 
and/or pain, necessitating subsequent operative procedures. Sur¬ 
gical intervention is not indicated when the ovary is only mod¬ 
erately increased in size, when it is not progressively increasing 
in size, when the patient’s menstrual periods are within normal 
limits, or when the enlarged ovary is not producing other symp¬ 
toms. If left alone, most of these enlargements will eventually 
disappear. I have cured many more cases of menstrual abnor¬ 
malities with the use of thyroid than I have with ovarian surgery. 
There is a laudable growing interest in conservative surgical 
treatment of endometriosis, especially in the interests of fer¬ 
tility. I agree that there is no reason to leave the ovaries in 
any woman over the age of 45 when pelvic surgery is done, 
since they have, or have about, reached the end of their span. 
In women between the ages of 40 and 45, it is my practice to 
leave those ovaries that are not pathological, since many women 
do not cease to menstruate until between the ages of 50 and 
55, and in women under the age of 40 to leave all those in 
which the visible pathologic change is minor. I agree with what 
Dr. Novak has said about the surgery of ovarian neoplasms, 
those definitely malignant, as well as the pseudomucinous cysts 
and serous cystadenomas. Dr. Novak did not mention the seem¬ 
ingly extensive involvement that may appear in ovaries in con¬ 
nection with hydatidiform mole and corionepithelioma. I am 
sure that the surgical measures of many who do pelvic surgery 
would be much more conservative if their testicles were involved 
rather than their patient’s ovaries. 


Dr. Emil Novak, Baltimore: On all points except one Dr. 
Emge and I are apparently in full agreement. My paper has 
included a plea for conservatism in ovarian surgery for benign 
lesions during reproductive life. On the other hand, when hyster¬ 
ectomies are done in menopausal and postmenopausal women, 
it is my belief that it is false conservatism to retain the ovaries. 
So far as I know, no one has ever shown that these organs, 
so important during reproductive life, are of any functional 
importance after the menopause. Moreover, while I agree with 
Dr. Emge that carcinoma in such residual ovaries is rare, there 
are few of us who have not at times been obliged to reoperate 
because of other lesions, chiefly cystic and at times cystadenom- 
atous. The removal of the ovaries at the times of hysterectomy 
is ordinarily just as easy as the hysterectomy alone, sometimes 
easier, and it is likely to leave a cleaner and better peritoneal- 
ized pelvis. It would be foolish to set arbitrary age limits beyond 
which the complete operation is to be performed, and individual¬ 
ization must be practiced here as in all surgical problems. In 
the occasional woman, usually one with wrong ideas concern¬ 
ing the effects of ovarian removal at this age, the surgeon had 
better leave one or both ovaries to avoid any psychologic re¬ 
percussions. As a rough working rule, the age of 45 would prob¬ 
ably be considered a fair point of departure, although exceptions 
in either direction can properly be made. 


Balanced Anesthesia.—The modern trend in anaesthesia is 
toward the employment of small doses of various drugs which 
may be given by several routes and excreted in different ways. 
This balanced anaesthesia,” as it is called, is another method of 
attempting to obtain the ideal. The argument is presented that 
small amounts of many agents are less toxic to the patient than 
a large amount of a single agent. The safety factor to the patient 
is widened, and the balanced anaesthesia induced keeps him 
close to the physiologic normal during operation. These trends 
are a healthy sign in the specialty. They indicate that the 
anaesthetist, unlike his patients, is not sleeping quietly, content 
with the knowledge which has been accumulated. He is look¬ 
ing forward and upward, in the realization that only the fringe 
a. P°' e " Ual P° ssibilities has been explored—C. R. Stephen, 
* ’’ aru * M. Slater, M.D., Anesthesiology, March, 
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PILOT STUDY OF MATERNAL AND NEONATAL FACTORS IN PREMATURE 

INFANT MORTALITY 

Helen M. Wallace, M.D., New York; Henry Rascoff, M.D., Brooklyn 

and 

Hilda Knobloch, M.D., New York 


Since premature birth is the largest single cause of 
infant and neonatal mortality 1 nationally as well as 
locally in New York City, it is evident that further signifi¬ 
cant reduction in these mortality rates will be achieved 
only by the prevention of premature birth and by the 
provision of better pediatric and nursing care for the 
prematurely born infant. Significant reduction of ma¬ 
ternal mortality has occurred to a great extent as a result 
of intensive studies which medical and public health 
groups have conducted of individual maternal deaths 
and as a result of the application of the knowledge thus 
acquired. It is reasonable to expect that a comparable 
method, if applied to deaths among prematurely born 
infants, might accomplish similar results. Therefore, a 
pilot study of a sample of deaths among prematurely 
born infants in Brooklyn was undertaken jointly by the 
Child Health and Welfare Committee of the Kings 
County Medical Society and the Maternity and New¬ 
born Division of the New York City Department of 
Health. 

METHOD OF STUDY AND SAMPLE STUDIED 

Death certificates were obtained for all premature infants 
(those born alive weighing 5'A lb. [2,500 gm.] or less at birth) 
who died during the month of February 1949, before reaching 
their first birthday. A special form was prepared for the study, 
which included detailed questions regarding the antepartum, 
labor and delivery course of the mothers, as well as the condition 
and care of the premature infants in the delivery room and nurs¬ 
ery. The hospital clinical records of the mother and infant and 
autopsy reports were reviewed by a pediatrician, the available 
information recorded on the study form, and the data tabulated. 
As the data are presented, it will be apparent that not all hos¬ 
pital records contained the necessary information. Yet, valid 
information in many important areas of care can be presented. 

During February 1949, 55 premature infants died in Brook¬ 
lyn. This figure represents approximately one-twelfth of all 
annual premature infant deaths and 1% of all annual premature 
infant births in Brooklyn. Two infants were excluded from the 
final tabulations because death occurred at four and one-half 
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months of age from causes apparently not related to prema¬ 
turity. One infant died at home after a fracture of the right 
femur and ensuing bronchopneumonia due to a fall from bed. 
The second infant, gaining well for two months after discharge 
from the hospital, was admitted three days after the onset of 
an acute upper respiratory infection and died four days later 
of lobar pneumonia. 

The remaining 53 infants died in 24 different hospitals in 
Brooklyn. All except five deaths occurred in the hospital of birth. 
Two infants were born at home and transferred by ambulance 
to hospitals one hour after birth. A third infant was discharged 
from the hospital of birth at 6 days, admitted to the hospital of 
death at 12 days, and died on the 15th day. A fourth infant was 
discharged from the hospital of birth at 7 days, admitted to the 
hospital of death at 31 days, and died on the 66th day. A fifth 
infant, weighing 794 gm., was transported from the hospital ol 
birth by the Special Premature Transport Service of the New 
York City Departments of Health and Hospitals at 47 hours oi 
age; he died 7 hours after transport. Forty of the 53 infanis 
were white. , , 

PERTINENT MATERNAL FACTORS 


There were 50 mothers of this group of 53 infants, ol 
whom 44% (22) were primiparas; the parity in this 
series is the same as that of all women delivered in New 
York City. Other previous studies 2 indicate a high inci¬ 
dence of premature birth in women in their first preg¬ 
nancy. The 28 women who had had previous pregnancies 
had delivered 24 full-term, 20 whose status is unknown, 
and 13 premature infants—at least one out of 4.5 previ¬ 
ous pregnancies had terminated prematurely. 

Of this group of 50 mothers where the nature of the 
antepartum care was stated, approximately 50% (24) 
were private patients and 25% (13) were general serv¬ 
ice patients. Five women had had no antepartum care. 
In only 17 instances was any detailed information about 
the antepartum course recorded. 

Taylor and his co-workers 3 have shown that when 
the mother has a serious medical or surgical complica¬ 
tion, the premature infant mortality rate is four to nve 
times that of infants born of healthy mothers. Thirty- 
eight per cent (19) of the mothers in this series a 
complications of pregnancy which may have played a 
role in premature labor and delivery, either because they 
necessitated early termination of pregnancy or because 
they indicated interference with the nutrition of the tetus. 
Included were cases of bleeding, toxemia, ruptured ap- 


iix, and malnutrition. 

is well accepted that women who are in premai 
r should receive no analgesia 4 in order to P r0t <* 
respiratory mechanism of the fetus. Certainly m - 
e is usually considered to be the most depressan ^ 
nalgesic agents. In this sample, the mothers of al 
i (23) of the infants received some type ol a 
i, including the mothers of 6 infants who receive 

ohine (table 1). ■ 

milarly, it is generally accepted 3 that Nation 
lature labor should not receive a generalinhal 
of anesthesia because of the anoxia P roduce ^“ 
possible to administer an anesthetic to the m 
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of 8 infants because they precipitated in bed or delivered 
at home. Almost 30% (13) of the remaining 45 infants 
were subjected to the possible adverse effects of inhala¬ 
tion anesthesia (table 2). _ 

It is generally felt by obstetricians that because of the 
fragility of the vascular system and the tendency towar 
hemorrhage, premature infants should be delivered by 


Table 1 .—Status of Analgesia 


Type of Analgesia 

Meperidine (demerol®) . 

Morphine ... 

Meperidine and scopolamine. 

Secobarbital . 

None . 

No information ... 

Total . 


* Two home deliveries. 


No. 

13 

G 


of Infants 
23 (44%) 
28 (55%) 


53 


low forceps immediately after full dilatation of the cervix 
when the head is on the perineum; certainly a second 
stage of labor longer than 30 minutes is not desirable. 
In this series, the mother of 17% (9) of the infants 
remained in the second stage of labor for from 30 min¬ 
utes to 2 hours. 

It is well known that breech presentation 0 and cesar¬ 
ean section carry a higher neonatal mortality than does 
vertex presentation but that additional factors other than 
the method of delivery influence the survival rate in 
cases of premature labor. Acken 7 has shown that there 
has been a marked decrease in the maternal mortality 
rate following cesarean section without any comparable 
decrease in fetal mortality rates and that prematurity is 
the most frequent cause of the fetal mortality. One might 
conclude that section should be performed for maternal 
indications, but that it does not offer any advantages if 
performed for fetal indications alone. In this series, 14% 
of the babies were delivered by cesarean section and 
6% by breech extraction. The over-all incidence of ce¬ 
sarean sections in New York City is 3.6%. 

It is strongly recommended by most obstetricians that 
episiotomy be used at the time of delivery, low forceps 
is almost as widely accepted as a necessary procedure. 
In only 25% of the instances in which it was possible 


Table 2.— Status of Anesthesia 


Type of Anesthesia No. of Infants 

Inhalation . 13 (30%) 

Spinal . o 

Saddle block . 4 

Local ." ’. 4 

Caudal . 3 

Pudendal .’.... 2 

None .'.!!!!!'.!!!"!!.. 12 

Not possible to administer. 8* 

No Information . 2 

Total . 53 


Precipitated in bed or delivered at home. 


was episiotomy performed or low forceps used. A combi¬ 
nation of the two procedures was used in only 20% of 
the possible cases (table 3). 

CARE OF THE PREMATURE INFANT IN THE 
DELIVERY ROOM 

Obstetric, pediatric, and anesthesiology authorities are 
becoming increasingly aware of the importance of resus¬ 
citation as a lifesaving measure in the delivery room 
when spontaneous respiration is delayed. The Kings 


County Medical Society 8 has recently issued an excellent 
guide on the preventive and therapeutic methods of man¬ 
agement of asphyxia neonatorum. No information was 
recorded in the clinical records about spontaneous res¬ 
piration in 51% (27) of the infants, or about the use of 
resuscitation in 38% (20). It was stated that 22% of 
the infants breathed spontaneously. Resuscitation of 
varying types (intratracheal or nasopharyngeal aspira¬ 
tion with or without oxygen, given directly or under posi¬ 
tive pressure) was used for 40% (21) of the infants, 
including two who breathed spontaneously (table 4). 

One of the cardinal principles in the care of the prema¬ 
ture infant is that the infant must be assisted in main¬ 
taining respiration. It has been shown that supplying 
oxygen may change the periodic type of respiration, fre¬ 
quently seen in premature infants, to a regular pattern. 5 
Most pediatric authorities agree that oxygen should be 
provided continuously from birth for at least 24 hours, 
particularly for small premature infants. Only 13% (7) 

Table 3. —Use of Low Forceps and Episiotomy at Delivery 
(in Cases in Which This Was Possible)* 

Low 

Forceps Episiotomy 
Only Only Both 


Yes...... 5t G 

No. 23 33 25 


38 31 


* Thirteen breeches, 7 cesarean sections, 2 home deliveries, 
t Total of 8 patients with low forceps. 

X Total of 11 patients with episiotomy. 


Table 4. —Spontaneous Respiration and Use of Resuscitation in 
the Delivery Room 


Status of Spontaneous Respi- Spontaneous 

ration and Resuscitation Respiration Resuscitation 


Yes. 12 (22%) 21 * (40%) 

No. 14 2 

Not necessary. 12 

No information. 27(51%) 20 (38%) 


Total. 


55 * 


* Two infants breathed spontaneously at birth hut were also “resusci¬ 
tated.” 


of all infants received oxygen continuously in the delivery 
room, and an additional 20% (10) received it only in 
the course of resuscitation. Of those 19 infants who were 
stated to be cyanotic at birth, 63% (12) received oxy¬ 
gen, either continuously or during the course of resusci¬ 
tation (table 5). As would be expected, there was an 
inverse relationship between birth weight and tendency 
toward cyanosis, and all 7 premature infants who re¬ 
ceived oxygen continuously in the delivery room weighed 
less than 1,500 gm. 

There was no information on the use of oxygen in 
the delivery room on 41% (22) of the clinical records, 
and no information at all about the provision of heat 


n . / ,, ic7kmann ' w - J -: Mortality in Breech Delivery, Am. J 

53 i, 349 ’ 1946 ' Cmord ' S • Reduction of Premature 
Faetore M R r .f y ’ J 'a Pedia i : 139 ’ 1934 ‘ Brcese ’ B - B., Jr.: Influence of 
12 ! MS 193 S 3nd at Dehvery on Prema 'ure Infant Mortality, ibid. 

7. Acken, H., Jr.: Fetal Mortality in Caesarian Section, Am. J. Obst. 
& Gynec. 53: 927, 1947. 

_..f• R[ cv ™tion and Treatment of Asphyxia of the Newborn, by the 
t-nild Health and Welfare Committee, Maternal Welfare Committee, and 
(May)T9 I 49 Uee ° n Aneslhetic Study, Bull. King County Med. Soc. 28: 179 

J - L.; Reardon, H. S., and Murayama, M.: Anerobic 

Newborn^ n™ * ** ° n The Resistance of the Fetus and 

Newborn to Oxygen Lack, Pediatrics 1: 581, 194S. 
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and oxygen in the transfer of the infant from the delivery 
room to the nursery. 

Because the premature infant is physiologically un¬ 
equipped to withstand changes in external environment, 
it is well accepted that means of controlling environ¬ 
mental temperature and humidity must be supplied. Only 
10% (5) of the infants were stated to have been pro¬ 
vided with heat in the delivery room. 


Table 5.— Correlation of the Presence of Cyanosis with 
Administration of Oxygen in the Delivery Room 


Presence of Cyanosis 

_- - J — 


Use of Oxygen 

Yes 

Xo 

Not 

Stated 

Total 

Oxygen continuously at birth 

( 3 

1 

3 

7 (13%) 

Resuscitation oxygen only at 63% 
birth . 

. 

0 

1 

10 (20%) 

Oxygen not given. 

4 

3 

7 

14 (20%) 

No information . 

3 

G 

14 

22 (41%) 

Totals... 

ID 

0 

2 «> 

53 (100%) 

CARE OF THE INFANT 

IN 1 

THE 

NURSERY 

To complete the picture of the 

use 

of the heat and 


oxygen, oxygen was supplied to 96% and heat to 80% 
of the 49 infants who survived to reach the nursery. 
Although this finding is in contrast to the recording in 
the delivery room, there was a delay in the provision of 
these necessary adjuvants in approximately 20% of the 
cases (table 6). This delay varied in time from one hour 
to 34 days, and in four cases it was given just prior to 
death. 

Although the scientific value of the use of vitamin K 
in the prevention of hemorrhagic manifestations is not 
proved, nevertheless, many obstetric and pediatric au¬ 
thorities recommend its routine use for women in prema¬ 
ture labor, or for premature infants immediately after 
birth. In 33% of the cases, neither mother nor infant 
received vitamin K. 

Proper feeding is one of the most important aspects of 
premature infant care. Some of the factors to be con¬ 
sidered are the period of starvation prior to initial feed- 


Table 6. —Time of Provision of Heat and Oxygen After 
Arrival in Nursery 


Time of Provision Heat O xygea 

Continuous in delivery room and nursery.. f> 7 

On arrival in nursery. 2G 29 

Within 30 min. after arrival. 2 

1- 2 hr. after arrival. 1 1 

2- 3 hr. after arrival. 3 3 

4-7 hr. after arrival. 2 2 

Within 1st day after arrival. 7 1 11 

33 br. after arrival... 1 

72 hr. after arrival. 1 i 

34 days after arrival... 1 

None provided at all..... 3 1 

No information . 7 j 20% 2 4% 

Totals. 49 * 49 * 


* An additional 4 babies died in delivery room. 


ing, the method of feeding, reactions to feeding, and the 
training of the personnel who feed the infants. In the final 
analysis, the time of initial feeding depends on the clinical 
evaluation of the individual infant. It is generally ac¬ 
cepted, however, that time for rest, for the establishment 
of an adequate swallowing reflex, and allowance for 
homeostasis are more important than the provision of 
calories in the first days of life of a small premature in- 


10. Gordon, H. H.: Feeding of Premature Infants, Am. J. Dis. Chiid. 
■73:713 (June) 1947. 
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fant. Many pediatric authorities feel that for these reasons 
it is safer to wait 24 to 48 or even 72 hours prior to feed¬ 
ing an infant weighing less than 1,500 gm. at birth and 
that certainly no premature infant should be fed prior to 
12 hours. 10 The period of initial starvation varies in¬ 
versely with the birth weight. 

One infant weighing less than 1,000 gm. at birth, 2 
in the 1,000 to 1,499 gm. group, 1 in the 1,500 to 1,999 
gm. group and 3 in the 2,000 to 2,499 gm. group, or a 
total of 7 infants, were fed within the first 12 hours after 
birth. Thirty infants died before feeding was initiated 
(table 7). 

All varieties of methods were used for the 23 infants 
who were fed—gavage, dropper, Breck feeder and nip¬ 
ple, alone or in combination. A' Breck feeder, which 
most pediatric authorities feel may be a serious hazard 
from the viewpoint of aspiration, was used in three in¬ 
stances. Although it was not possible in most instances 
to tell from the records whether the infants were held 
or supported when fed, personal observations have 
shown that the propping of bottles, even for premature 
infants, is not an uncommon practice. 

An important clinical guide in planning the method of 
feeding of premature infants Is the infant’s reaction to 
feeding. Of the 23 infants who were fed, approximately 


Table 7. —Birth Weight Correlated With Time of 
Initial Feeding 

_Birth Weight, Gro._ 


Less 

Time oi Initial Xot than 1,000- 1,500- 2,Wi9- 

Fecdin- Weighed 1,000 1,190 1,999 2,199 Total 

No feeding . 3 U 7 2 4 30 

4 through T hr. 0 0 0 112 

8 through 11 hr. 0 1 SO 2 5 

12 through 23 hr. 0 1 2 3 1* 

24 through 47 hr. 0 2 2 3 2 9 


3 18 13 9 10 » 


50% had regurgitation and cyanosis following feeding. 
No information on these points was given for another 
40%. The frequency of these reactions varied from 
after one feeding to after all feedings. It seems reasonable 
to suggest that, because of the relatively high incidence 
of unfavorable reactions to feeding, more judgment must 
be used in selecting the method of feeding for each in¬ 
fant, and the skill of the personnel who do the feeding 


must be carefully scrutinized. 

It is generally agreed by pediatricians that nursing 
skill is one of the most important factors in the feeding 
of premature infants, as well as in their general care. 
In this series, a wide variety of nursing personnel and, 
it times, medical personnel fed these infants. Included 
were registered nurses, practical nurses, student nurses, 
aospital attendants, pediatricians and house staff meru- 
oers. Of all the individual members of the nursing per- 
.onnel who fed premature infants, only one had had ad¬ 
vanced training in the care of premature infants at the 
ime these infants received care. 

There were 186 nurses who gave care to this group o 
53 premature infants; 63% were registered professions 
rnrses, 23% were practical nurses, and 6% were tin e 
lurses. It is interesting to note that 50% of the leg^e 
orofessional nurses worked in 4 of the 24 fa«pi ■ 
vlore important, eight infants received their 
:are from practical nurses. It was found that care 
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given wholly by practical nurses to an additional four 
infants on one tour of duty and to an additional two 
infants on two tours of duty. 

Just as skilled nursing is necessary in the care of pre¬ 
mature infants, so too is skilled pediatric supervision. 
Seventy-five per cent of the 27 infants who were under 
the care of an attending physician were supervised by a 
pediatrician. Twenty-four infants were under the care of 
house stag almost exclusively from the pediatric service. 
In other words, 80% (43) of the infants were under 
some type of pediatric supervision (table 8). Of the two 
infants who had no medical care, one died in the delivery 
room immediately after birth. The time after birth when 
the infants were seen by an attending pediatrician is like¬ 
wise of importance. Half were seen by an attending 
pediatrician in the infant’s first 24 hours of life. The other 
half were seen for the first time by attending pediatricians 
from the second to the tenth day of fife. 

AGE AND CAUSE OF DEATH 
It is-well known that the first 48 hours of life are the 
critical period for the premature infant. The infants in 
this series show little deviation from the usual pattern. 
Fifty per cent of the infants who died did so in the first 

Table 8.— Medical Care of Infant 


Type of Medical Care No. of Infants 

Attending physician . 27 

Pediatrician . 21 

General practitioner . 4 * 

Obstetrician . 2 

House staff only. 24 

Pediatric . 22* 

Obstetric . 2 * 

No medical care... 2* 

Total . 


* One infant in each group died in delivery room. 

24 hours, and a total of 86% died in the first week. 
Only 3 of the 34 infants weighing less than 1,500 gm. 
at birth who died survived the first week, while 25% 
of the larger infants lived longer than seven days (as 
shown in the chart, where the solid column represents 
infants who weighed over 1,500 gm. at birth and the 
stippled column represents infants who weighed under 
1,500 gm. at birth). As would be expected, 40% of the 
deaths occurred in infants weighing less than 1,000 gm. 
at birth. Approximately 20% of the remainder of the 
deaths occurred in each of the other three birth weight 
groups (table 9). 

Obviously, one of the points of greatest interest to 
clinicians is the specific cause of death in this group of 
premature infants. There were three sources of informa¬ 
tion on cause of death: the autopsy report, the clinical 
record of the infant in the hospital, and the death cer¬ 
tificate. 

Autopsies were performed on 29 of the infants; 60% 
were done by pathologists, and the remaining 40% by 
residents in pathology. Seven autopsies were incom¬ 
pletely done. No clinical diagnosis was recorded on the 
hospital record of 12 infants. 

was attributed to prematurity alone in over' 
<o of the cases on the death certificate and in the 
c tnical records, while some other cause was found in 
all instances when an autopsy was performed. Death 
was attributed to cerebral hemorrhage in a significantly 


higher percentage of cases in which an autopsy was done 
(26% as compared with 7 and 8%), while some abnor¬ 
mality of the respiratory tract was fisted with equal 
frequency in the three sources of information. It is sig¬ 
nificant that following autopsy over 60% of the respira¬ 
tory deaths were found due to aspiration pneumonia. 
Prematurity and congenital atelectasis formed the largest 
single group on the anatomical reports (table 10). 



AGE AT DEATH 

Age at death of premature infants. Stippled columns represent numbers 
of infants whose birth weights were less than 1,500 gm.; solid columns, 
infants whose birth weights were more than 1,500 gm. 


Of further interest to both clinicians and public health 
workers is the degree of correlation of information re¬ 
garding the cause of death between the autopsy report, 
the clinical record and the death certificate. Since infor¬ 
mation on the death certificate is usually derived from 
data on the clinical record, there was a high degree of 
correlation between these two sources of information 
(65% complete and 25% partial correlation). For the 
reason just cited, other comparisons represent substan¬ 
tially a correlation of clinical and anatomical diagnosis 
and they are all proportionately the same. There is no 
correlation in 40% of the cases, with 30% complete 
and 30% partial correlation. (Table 11 shows these 
correlations, where sufficient data were available to make 


Table 9.— Weight of Infants at Birth 


Biith Weight, Gm. 

Not weighed .. 

Under 1,000 . 

1,000-1,409 . 

No. of 
Infants 

. 3*1 

. 18 ) 

. 13 

Per Cent 
of Total 

40 

1,500-1,999 . 



2,000-2,499 . 



Totals . 


100 


* This group consisted of 1 baby, 14.5 cm., 17 weeks* gestation; 1 baby 
not weighed, 0 months* gestation, and 1 baby not weighed, 5 months’ 
irestation. 


them.) The fact that prematurity with congenital atelec¬ 
tasis only is listed as the cause of death in such a high 
proportion of the autopsy protocols indicates that either 
there was no demonstrable cause of death, or that the 
caliber of the autopsy was such that no cause was found. 

COMMENT 

After presentation of these clinical data on this series 
of premature infant deaths, one might logically ask 
“What are the lessons to be learned and what are the next 
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steps to be taken?” Beck 11 in 1941 reported on the role 
of the obstetrician in the prevention of premature birth 
and in the prevention of death in premature infants. 
Recent studies stressing the influence of antepartum nu¬ 
trition on the status of the infant at birth and emphasizing 
antepartum care indicate a potential approach to the 
prevention of premature birth. Beck and others have 
also stressed the importance of the management of the 
pregnant woman with complications. The King County 
Medical Society Committee on Maternal Welfare 12 has 
drawn up an excellent set of recommendations for the 
care of antepartum patients. Consideration must also be 
given to the use of episiotomy and outlet forceps in the 
delivery of the infant and the use of vitamin K. The Den¬ 
ver group has recently reported on the importance of 
nonuse of analgesia and inhalation anesthesia for women 


Table 10.— Cause of Death 


Cause 

Drjth 

Certificate 

Clinical 

Anatomical 

Prematurity . 

22 (42%) 

19 (46%) 

0 

Prematurity with atelectasis. 

15 (30%) 

9 (22%) 

12 (44%) 

Cerebral hemorrhage .. 

4 (8%) 

3 (7%) 

7 (26%) 

Respiratory deaths . 

12 (22%) 

10 (25%) 

8 (30%) 

Bronchopneumonia . 

7 

5 

0 

Bronchopneumonia with sepsis,.. 

1 

0 

1 

Aspiration pneumonia . 

2 (16%) 

3 (30%) 

5 (62%) 

Asphyxia . 

1 

l 

1 

Pulmonary edema, gastroenteritis 

1 

l 


Pulmonary hemorrhage . 



i 

Autopsy done, no information. 



2 

No autopsy . 



21 

No clinical diagnosis . 


V2 


Totals . 

51$ 

53 

53 


Table 11 . —Correlation of Information on Causes of Death 
(in Cases Where It Was Possible)* 


Status of 
Correlation 

Complete. 

Partial. 


Source of Information 


Death Certifl* Death 

All Three Clinical and cate and Certificate 
Sources Anatomical Anatomical and Clinical 


No. 

% 

No. 

% 

No. 

or 

/O 

No. 

% 

5 ) 

30 

Cl 

30 

8 1 

30 

27 ] 

G5 

h 

12 

110 


‘ 37 

0 J 

30 

0 J 

30 

8 J 

30 

10 j 

25 


None. 


9 40 


40 11 40 i 10 


Totals. 


20 100 20 100 27 100 


41 100 


* No clinical diagnosis in 12 cases and no anatomic diagnosis in 20 


in premature labor. It is evident, therefore, that there is 
a gap between available scientific knowledge and present 
day obstetric practice. 

So, too, there is a gap in the application of the avail¬ 
able pediatric knowledge of the care of the premature 
infant in the delivery room, in transfer from delivery 
room to nursery, and in the nursery itself. It seems clear 
from the material presented that there must be wider 
dissemination of knowledge regarding the value of 
proper means of neonatal resuscitation as a lifesaving 
measure, followed by the training of physicians, includ¬ 
ing house staff members, so that the recommended pro¬ 
cedures may be performed safely. Likewise the cardinal 
principles of care of the infant—the provision of oxygen, 
heat, and proper feeding—must be translated from the 
theoretical stage to practical application. All these facts 
point up the need of additional joint training of physi- 


11. Beclc, A. C.: How Can the Obstetrician Aid in Reducing the Mor¬ 
tality of Prematurely Bom Infants, Am. J. Obst. & Gynec. 42: J55, 1941. 

12. Mintmom Standards for Prenatal Cafe, prepared by the Maternal 
Welfare Committee of the King County Medical Society, Seattle, C. A. 
Gordon. Chairman. 


cians and nurses in the care of the premature infant 
Because of the number of small premature infants beinu 
cared for wholly by practical nurses, a definition of the 
role that nonprofessional nurses should play in the care 
of the premature infant is also needed. 

One of the important aspects of care which the hospi¬ 
tal with the averaged-sized maternity service finds most 
difficult to provide is the skilled nursing care required 
by the premature infant on a round-the-clock basis. It 
has been estimated that if the premature survival statis¬ 
tics of two large hospitals, which have an adequately 
trained and supervised nursing staff in their premature 
units, were applied to all premature infants in New York 
City, the lives of 500 to 600 infants, or 30% would be 
saved annually. Therefore, the logical step seems to be 
the provision of special premature centers where such 
•specialized care may be given. Early transfer of prema¬ 
ture infants to such centers immediately after birth 
should be strongly encouraged, particularly for infants 
weighing less than 414 lb. (2,000 gm.) at birth. Each 
hospital should, of course, be expected to provide safe 
immediate care for the infant prior to transfer, including 
the provision of heat and oxygen continuously from 
birth. 

It is realized that some of the data of this report are 
incomplete because of lack of information on the hospi¬ 
tal records. The two greatest areas where information is 
lacking are. in the antepartum history of the mother and 
in the care of the infant in the delivery room. It is in 
precisely these two areas that concentrated effort may 
be expected to produce very fruitful results in the solu¬ 
tion of the problem of prematurity. While the status of 
records is primarily an administrative problem within 
the hospital, complete information must be available to 
the medical personnel for study as well as for action. The 
medical directors of the’obstetric and newborn services 
should share in the responsibility for rectifying the 
situation. 

In New York City, approximately 40% of all infant 
deaths are autopsied annually, in contrast with an 80 to 
90% autopsy record in Chicago. It is evident that further 
interest must be stimulated in this area, if the potential 
knowledge gained from the study of individual deaths is 
to be made available for general application. This prob¬ 
lem is not only a quantitative one, but the results of the 
autopsies show that it is also qualitative. There is a S re ? 
need for more pathologists interested and trained i 
neonatal pathology. One group in Brooklyn, under e 
aegis of Dr. Charles A. Gordon, has already taken 
first step by providing a pathologist well trained inne 
natal pathology. In New York County, plans are 
made by the Infant Mortality Committee of the - 
York County Medical Society for the formation o 
team composed of pathologist, obstetrician an pe 
trician who would be available to serve_as consultant 
to Manhattan hospitals to perform autopsieson ne' 
infants and to review the obstetric and pediatric 1 
in the care of such infants prior to death 

As a result of this pilot study, plans should b ' g 
to carry on a continuous investigation °f^ death 
premature infants in a manner similar to that of n* 
ternal Mortality Committees. Continuous 1 , 

gations by the Medical Society and Health Depa 
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have been successfully carried cm for a period of years 
in Chicago, 13 Philadelphia 14 and Maryland, 15 and have 
led to the development of joint programs for action. 


ternity patients and their prematurely born infants are 
discussed. It is hoped, as a result of this study, that 
methods will be developed to evaluate and improve such 
care on a continuing basis. 


SUMMARY 

This report describes the method used and the findings 
in a pilot study of' 55 premature infants who died in 
Brooklyn in February, 1949. Certain deficiencies in the 
recording of information and in the care given to ma¬ 


• 1313 Bedford Ave. 

13. Lander, H.: Personal communication to the authors. 

14. Rose, E. K.; Gowing, J.; Hartley, H. H., and Swift, A. D.: Further 
Neonatal Salvage, Pennsylvania M. J. 51: 645, 1948. 

15. Davens, E.: Personal communication to the authors. 


CHICAGO PLAN FOR CARE OF PREMATURE INFANTS 

Julius H. Hess, M.D., Chicago ■ 


The importance of proper care for premature infants 
has been slow in being recognized. While my interest in 
this phase of the practice of medicine goes back to 1906, 
it was not until 1922 that a premature infant station of 
size was finally established in the Sarah Morris Hospital 
of Michael Reese Hospital in Chicago. This station was 
willing to accept premature infants from all sources, 
whether born in a home, at Michael Reese Hospital or 
at some other hospital where necessary equipment and 
nursing care were not available. The success in establish¬ 
ing and operating our premature station has been due to 
the efforts and interests of the Infants’ Aid Society of 
Chicago, a group of philanthropic women now number¬ 
ing over 1,100 active members, who have supplied most 
of the equipment for the station, have provided care for 
a high percentage of our charitable and semicharitable 
cases, and have established an endowment fund, the 
income from which may be used only for the employ¬ 
ment of nurses in the station or the procurement of 
breast milk in necessary instances. These activities of 
the Infants’ Aid Society have been given in some detail 
as a helpful suggestion to other institutions desiring to 
have a premature station. 

In 1922, when our premature infant station was 
opened, it was obvious that infants born in homes or 
other hospitals could not be accepted into the clean 
newborn nursery in Michael Reese Hospital and for this 
reason the station was located in the Sarah Morris Hos¬ 
pital for Children. The possibilities of the station were 
slow in being recognized by the medical profession, and 
the wisdom of opening such a station in a hospital for 
children was not immediately admitted, as evidenced 
by the fact that only 19 patients were accepted for care 
in 1922, 28 in 1923, 47 in 1924, 66 in 1925, and 106 
in 1926. From that point on the admissions increased 
until 492 premature infants were admitted in 1947, 488 
in 1948, and 435 in 1949. 

By 1932 the demands on the station had reached a 
point where it could no longer provide for all the appli¬ 
cants who were referred for care, and the small station 
previously established at Cook County Hospital was 
enlarged. At the present time the Sarah Morris Hospital 
station has a maximum bed capacity of 35, and the Cook 

ounty Hospital station, a somewhat larger capacity. 
From 193_ to 1934 these two stations were operated in- 

bKS tt’™" cncoura S ement from <h. Chicago 


In 1934 the city-wide plan for the care of premature 
infants was inaugurated, and the Chicago Board of 
Health and the premature stations at Sarah Morris and 
Cook County Hospitals combined their facilities for the 
care of these infants in Chicago and Cook County. The 
seven basic principles which were established at our 
station and which are considered necessary to the opera¬ 
tion of a qualified premature infant station were included 
in the Chicago city-wide plan and are discussed briefly. 

1. It is obvious that to be of service to the infant the 
Board of Health must know of its birth. Therefore, in 
the city of Chicago, all premature births must be re¬ 
ported to the Board of Health by telephone within one 
hour after delivery, followed by written confirmation 
within 24 hours. As soon as the report of a premature 
birth is made, the Board of Health contacts the physi¬ 
cian, if one has been in attendance, for his permission to 
transport the infant to a premature station if such re¬ 
quest was not made at the time of reporting the birth. 
All transportation of these babies, whether from a home 
to a hospital or from one hospital to another, is done' by 
the Board of Health in a specially designed and equipped 
ambulance. The nurse who accompanies the ambulance 
has had special training in the handling of the infant 
during transportation, especially in emergency treat¬ 
ment. If the baby is in another hospital and is in poor 
condition, it is suggested that it be kept in an incubator 
and given oxygen until its condition improves, waiting 
from 8 to 24 hours before removal to a premature sta¬ 
tion. If the baby is born at home and is in poor condition, 
oxygen is administered by the nurse from the Board of 
Health, and the infant remains in a warm crib supplied 
by the Board of Health until there is definite improvement 
m respiration and circulation and is then transported 
to a premature station. Regardless of where the baby is 
born ir must be protected against chilling from the time 
of delivery until transported to a special station. Oxygen 
is given, at least temporarily, to all premature infants 
received in our station. Any patient brought to the sta- 
tion from outside is examined only for cyanosis, trauma, 
and congenital deformities at the time of admission 


17,im med b6f0re ‘ he KinSS Count >' Medical Society. Brooklyn, April 
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limiting exposure to a minimum. Thorough physical 
examination is delayed until the infant’s general condi¬ 
tion warrants such procedure. 

2. The premature infant stations are supplied with 
incubators or some type of heated beds, as well as special 
equipment for oxygen and other emergency therapy. 

3. Premature infant stations must have nursing and 
medical care by trained personnel. It has at all times 
been our contention that skilled nursing care is the prime 
essential in reducing premature infant mortality. Best 
results are obtained if well-trained graduate nurses are 
in charge. The supervising nurse of the station should 
be responsible to the pediatrician and should, therefore, 
be pediatrics-minded. All student nurses taking care of 
premature babies must receive adequate instruction and 
must be closely supervised. For the 24-hour period, the 
nursing personnel should average one nurse for every 
two to four infants, the number of nurses required de¬ 
pending upon whether graduate or undergraduate nurses 
are in charge of these babies. In our station there are 
also nursery maids, who have been trained for one year 
in the care of newborn and young infants. They spend 
part of their training period in the obstetric nursery and 
part in the children’s hospital in which the premature 
station is located. Since they remain in the station for 
longer periods than the average nurse in training, the 
personnel is changed less frequently, which is a great 
advantage, decreasing the amount of personnel instruc¬ 
tion necessary. 

It is my belief that care of premature infants should 
be assigned to the pediatric department and that a long 
period of service in the station should be considered 
desirable for the pediatrician and resident as compared 
with the usual short-term rotation service. It has been 
our experience that an inadequately trained house staff 
is soon evidenced by increased morbidity and mortality 
in the station. 

4. Breast milk for the infants in our station is supplied 
or obtained from wet nurses and visiting mothers. The 
mothers of thp babies who are patients in the station 
express their milk at home and send it to the hospital 
to be used. The Chicago Board of Health maintains a 
breast milk station which makes breast milk available 
without cost to the hospital when it is needed to supple¬ 
ment our own supply. 

5. A .field nursing service has been developed for 
instruction of the mothers in the care of infants follow¬ 
ing their graduation from the station. Special attention 
is also given to the promotion of breast milk secretion. 
Breast milk in the home reduces the number of hospital 
days, and most mothers can be taught hand expression. 
Psychology plays an important role here. 

6. A simple type of heated bed is loaned to graduates 
for use in the home. This is of great value in reducing 
the number of cases returned to the hospital due to acute 
illnesses after graduation from the station. 

7. An outpatient clinic is maintained for instruction 
of mothers and for the care and supervision of grad¬ 
uates. It was recognized early in our station that such a 
clinic was most desirable because many of our patients 
come from families in the lower income bracket and 
frequently do not have private physicians. Many times 
the private physician in attendance will request that the 


baby be returned to the clinic during the early months 
after graduation. It is important that the follow-up clinic 
have as its objective good physical growth and mental 
development in the child, factors which are as important 
as a low mortality and morbidity rate. The increasing 
importance of our outpatient clinic is shown in the fol¬ 
lowing statistics: 



1940 

1947 

MIS JS13 

Xew cases .... 

111 

101 


Individuals in year.,... 

339 

408 


Visits .. 

1,315 

1,576 

1.827 2,C! t 

Visits per individual.,.. 

3.G6 

3.86 

1.86' 5,S7 

Illinois, through its Department - 

of Public Health in 


Springfield, has a well-defined program for the care of 
premature infants. Three stations are now in operation 
outside Cook County, and plans for six more are being, 
completed. Through the use of premature centers that 
meet the standards of location, space, physical equip¬ 
ment, and specialized medical and nursing care, the 
Illinois Department of Public Health provides hospital 
and nursing care not available in all localities for the 
premature infants of all economic levels, gives economic 
assistance to families who lack the necessary funds for 
specialized medical service in caring for their premature 
infants, and thus provides a means to aid in diminishing 
mortality attributable to prematurity. Through grants of 
funds from the Children’s Bureau the centers have been 
paid for hospitalization of infants who would otherwise 
be denied this special care. Similar financial arrange¬ 
ments have enabled the Department of Public Health to 
pay, where necessary, for the ambulance transportation 
of infants from outlying areas of the state to the centers. 
Funds have also been made available for providing 
special training for nurses serving in these centers. In¬ 
tegration of the phase of hospital care with later home 
care has been accomplished through the cooperation of 
local health departments and public health nurses. 

To meet the needs of and the increasing demands for 
trained personnel, voluntary training centers must be 
established throughout the United States. Michael Reese 
Hospital has encouraged a program of special training 
for physicians in the care of the premature infant, and 
many physicians, supervisors of state and city boards 
of health, and supervisors of individual hospitals have 
taken advantage of an opportunity for observation in 
our station. A six-weeks’ course for nurses is given at the 
Sarah Morris Hospital premature station, covering not 
only the theoretical but also the practical application ot 
care of the premature baby, the latter including experi¬ 
ence in the station, in the outpatient department, 3 nd on 
home visitation. Various training programs for nurses 
are being offered in other qualified centers, such as the 
Harriet Lane Home of the Johns Hopkins Hospital in 
Baltimore; Columbia-Presbyterian Medical Center an 
New York Hospital-Cornell Medical Center in New 
York; Cook County Hospital premature station, Chi¬ 
cago; Los Angeles General Hospital; Colorado Genera 
Hospital, Denver; Oklahoma University Hospital, Okla¬ 
homa City; Charity Hospital, New Orleans, and 
Margaret Hague Hospital in Jersey City. Its “ 
tunate that there are so few training centers in this c 
try and that these are so limited in the number of nu 
that can be trained. It is my belief that nurses mus 
offered this type of training at the expense either 
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state or the individual hospital to which they will return 
at the completion of the training period. 

Having become interested in state-wide programs for 
the care of premature infants as they are carried out in 
this country, in 1949 I wrote to the Divisions of Maternal 
and Child Health in all of the states as well as Alaska 
and Hawaii in an effort to determine what progress had 
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been made in those localities. The replies received from 
44 states and the two territories indicated as many 
variations in the program as there are Divisions of 
Maternal and Child Health. Although no state has 
established a fully satisfactory state-wide program, 
nevertheless, much progress has been made. 

104 South Michigan Avenue. 


NATION-WIDE PLAN FOR REDUCTION OF PREMATURE MORTALITY 


Leona Baumgartner, M.D., Washington, D. C. 


The federal grants-in-aid system for health purposes 
is based on the principle that problems and resources 
vary widely and that each state moves at its own speed. 
An excellent study recently reported indicates that 
Kings County was ready to move forward in an impor¬ 
tant way in tackling the problems of saving the lives of 
premature babies before any of the other counties in 
the Greater New York area. So I interpret “a nation¬ 
wide plan” to mean a statement of general principles, the 
application of which will vary widely from one state 
or community to another. 

Infant mortality since 1915 has been reduced two- 
thirds, from 100 deaths per 1,000 live births in 1915 to 
31 deaths in 1949. Improved sanitary conditions (such 
as the elimination of the house fly and pasteurization of 
milk), improved living standards, better nutrition, and 
improved medical practice have played a part in this 
reduction. 

Certain specific steps can be identified in the down¬ 
ward progress of infant mortality. First came the realiza¬ 
tion that the extent of the problem was not known. For 
example, when the federal Children’s Bureau was organ¬ 
ized in 1912, no one knew how many infants were bom or 
how many died in the first year of life. A campaign for 
birth and death registration followed. Then came studies 
by physicians to determine why these babies died and 
which deaths were preventable. Out of the knowledge 
gained through these two approaches to the problem, 
practical steps were taken. Doctors and nurses received 
additional training, emphasizing what they must do not 
only to care for the sick but also to prevent the conditions 
which lead to death; the public was told what it needed to 
do; public health departments and hospitals and other 
community groups organized special services to tackle 
the problem. 

As time went on, practice was changed to take into 
account what scientific research was developing, such 
as better methods for pasteurization of milk, newer 
knowledge of nutrition and food production, and more 
effective health education. 

Tire problem of prematurity presents the same sort 
of challenge that infant mortality did 35 years ago, and 
I believe that the same kinds of activities must be under¬ 
taken if we are to be as successful in reducing the deaths 
associated with premature birth. First, we need to know 
the extent of the problem. New York city, for example, 
knows its incidence of premature birth and knows its 
mortality rates, because for some 10 years birth weight 


has been included on birth certificates filed in the city. 
But for much of the rest of the United States this is not 
true. Even the definition of a prematurely born infant 
has varied from hospital to hospital and from area to 
area. Nineteen-fifty marks the first year in which birth 
weight, the most generally agreed single criterion of pre¬ 
maturity, will appear on birth certificates in all of the 
states. 

States and communities need to be encouraged to 
analyze the facts in their own localities. Recording birth 
weight on all birth certificates will tell how many pre¬ 
matures there are and how many survive. 

Another step is to analyze deaths occurring in a local 
area with a view to finding out “why.” This is the sort 
of pioneering job that was done in Kings County. The 
County Medical Society worked hand in hand with the 
local health department to uncover the facts. Nurses 
and doctors worked together to find the weakness, the 
gaps in service that made the difference between life and 
death. They have results which point to the corrective 
and productive measures to be taken. Such studies are 
a first and important step in any national drive to reduce 
deaths associated with prematurity. They focus the 
attention of the profession on the problem. High-lighting 
of what needs to be done next has been essential in every 
lifesaving effort made in this country, and it is important 
that physicians and nurses do this part of the job them¬ 
selves. 


Although not all states have complete figures, there 
is considerable knowledge of the extent of the national 
problem. From what doctors record on death certificates 
as the primary cause of death, we know that premature 
birth is the leading cause of infant death today, and that 
the numbers of such deaths are sufficiently large to make 
prematurity the eighth cause of death among persons of 
all ages. How many persons are concerned that in 1947 
physicians declared that prematurity was the chief cause 
of death for 41,000 citizens of the United States? An epi¬ 
demic of disease that involved that number of persons 
would call forth the concerted action of all the nation’s 
doctors and nurses, of national, state and local govern¬ 
ments and of citizens’ groups everywhere. Why should 
we do less because the cause of death is premature birth? 
Physicians know that not all these deaths can be pre¬ 
vented wit h the scientific knowledge at hand and realize 

£ h f ildren ’ s Burcau , Federal Security Agency 
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that probably there will always be an irreducible mini¬ 
mum representing certain genetic and developmental 
failures that cannot be saved. The time has come for a 
nation-wide effort to see that every mother gets the 
kind of care during her pregnancy that improves her 
chances for being delivered of a full-term infant, and that 
every prematurely born infant gets a chance at those 
measures which have proven effective in saving life. 

Let us see what factors influence survival and what 
can be done about them. The first generally recognized 
and scientifically verified fact is that the smaller the baby 
the less his chance for survival. Figures for New York 
city for all babies born prematurely in 1947 (not just 
those cared for in certain hospitals which give an incom¬ 
plete picture) showed, for example, that the mortality 
rate in babies weighing less than 2,500 gm. (5Vi lb.) 
was 13 times that of babies weighing more than 2,500 
gm. 

Mortality rates reported for different groups weighing 
less than 2,500 gm. vary widely. To make any valid 
comparisons, it is necessary to know the composition of 
the group. Obviously if a larger proportion of small 
babies are included, rates will be higher. This has long 
been recognized, but the recent analyses of Taylor, 
Eastman and others indicate that other factors are at 
work. In the two-year-old Colorado program (one of the 
most comprehensive programs undertaken in this coun¬ 
try), Dr. Taylor found that in every weight group there 
is a significantly greater mortality for infants born from 
abnormal pregnancies or deliveries, the difference in a 
group of 477 infants being 8% for the “normals” and 
37% for the “abnormals.” In Eastman’s study prema¬ 
ture birth occurred in 24.9% of his patients who had 
poor prenatal care or none, as compared with 7.8% of 
those who had good care. 

This again points to the importance of the obstetrical 
factor in this problem of reducing deaths associated with 
prematurity. Actually herein lies, perhaps, our greatest 
job and one that is all too often overlooked by those who 
advocate so-called premature programs. It is the general 
practitioner who attends most women during preg¬ 
nancy and delivery. The first job is to put into his hands 
the tools necessary to enable as many women as possible 
to carry their fetuses safely to term and through delivery. 

We must not forget, either, the several important 
studies that have conclusively shown that the woman 
who' eats an inadequate diet during her pregnancy is 
more likely to have a premature infant. Although too 
few doctors take cognizance of this fact as they provide 
care for women during pregnancy, all doctors have 
recognized that the social and economic conditions 
under which the pregnant woman lives influence the out¬ 
come of her pregnancy as-directly as the type and amount 
of medical care she receives. 

The second part of the job is to bring to the care of 
those prematurely born the best that modern pediatrics 
has been able to evolve. The guiding principle is simple 
enough—to give the infant the help he needs to meet 
the hazards of life as well as or better than his full-term 
sibling. So come the much publicized incubators, ambu¬ 
lances, oxygen, transfusions, and specialized premature 
centers. These are the devices that have so far proved of 
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value in saving lives. But one of the questions we have not 
answered is how to organize services to bring the best 
care to all babies? How much can the general practitioner 
and the small hospital carry by themselves? What trainin'’ 
do they need to carry the load? When should they have 
and how best can they secure the additional expert help 
they need? What is the best use to be made of the “prema¬ 
ture center”? The trend seems to be toward having every 
nursery and every doctor equipped to care for the larger 
and healthier premature and to develop some kind of 
regionalized service to bring consultation and expert care 
to those cases whose needs cannot be met by the general 
practitioner or the small hospital. The Children’s Bu¬ 
reau in cooperation with some state health departments 
and the Academy of Pediatrics is now planning studies 
that may give some answers to this problem of getting 
the most effective care to all prematures. 

These are some of the important trends and facts of 
the problem of prematurity from the medical point of 
view. One additional fact often overlooked is that the 
public has an enormous interest in the subject. 

What are various parts of the country doing about the 
problem of premature babies? Although different states 
are attacking this problem in different ways, a basic 
pattern is beginning to emerge. Most activities are 
guided in part by state and local health departments, and 
are financed in part by the federal grants-in-aid pro¬ 
grams provided for under the maternal and child health 
provisions of the Social Security Act. The following ac¬ 
tivities are usually included: 1. Training of nurses and 
physicians in the care of premature infants. This is a 
widespread activity. 2. Development of hospital standards 
and licensing, emphasizing facilities and personnel for 
proper care of premature infants. 3. Consultation to 
hospitals (principally by nursing consultants so far) in 
an effort to raise the standards of care for full-term as 
well as premature infants. 4. Loan of incubators, to¬ 
gether with consultation regarding their use. 5. Trans¬ 
portation of premature infants to premature infant 
centers. 6. Development of premature infant centers 
and purchase of hospital care for them. 7. Mea sures 
designed to prevent premature labor, such as: more and 
better prenatal services, with emphasis on diagnosis and 
the importance of adequate nutrition; obstetric consulta¬ 
tion for complications during pregnancy; hospitalization 
for complicated pregnancy; and obstetric consultation 
aimed toward improving the management of the mother s 
labor and delivery in cases of premature birth (since 
most of the premature infant deaths occur on the first 
day of life). 

Most state health departments are carrying one or 
more such activities. Some have programs which include 
virtually all of them. Many have made equipment, espe¬ 
cially incubators, available to hospitals. Many have been 
more interested in saving the lives of those prematurely 
born than in the fundamental task of improving t e 
quality of obstetric care in order to delay such torts 
until a safer period. Some states have done a remarkaon 
job in the latter area. In Virginia, for example, any Phy¬ 
sician faced with a complication of pregnancy can 
an obstetrician help carry the patient throug e v f_ ’ 
and the state health department pays the bill. Sucn pr 
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grams are being planned for other states as soon as funds 
become available. 

Within the last few years, “centers” have been set up in 
Colorado, Hawaii, Illinois, Louisiana, Maryland, New 
York, North Carolina, Tennessee, and West Virginia, 
and other states have plans for centers as soon as funds 
become available. What constitutes a center for prema¬ 
ture babies? Space is usually allotted in the hospital 
separate from the nursery for the full-term babies. The 
set-up does not have to be elaborate; many are very 
simple. All centers for premature babies concentrate on 
(1) providing skilled medical and nursing care with the 
least possible amount of handling; (2) maintaining the 
baby’s normal body temperature, therefore the incu¬ 
bator; (3) safeguarding the baby against infection; and 
(4) adequate feeding. 

Many centers concentrate on care for the smallest 
babies. Provision is usually made for the safe transport 
of the baby to and from the center. And the better pro¬ 
grams also concentrate on improving the obstetrical care 
of the mother during pregnancy and delivery. It has been 
quite commonly observed that these measures lead to 
better care for all babies. 

Often the care needed by the premature baby is long¬ 
time, expensive care that is beyond the ability of the 
average family to pay. In the West Virginia program, 
for example, the average cost of care for 145 infants was 
$341.70 per infant. In the North Carolina program the 
average cost of care for 441 infants was $411.48. These 
figures, however, do not show the wide range in costs for 
care of infants in different weight groups. Neither do they 
give an adequate picture of the expenses faced by a 
family having a premature infant. 

The smaller the baby, the greater is the cost of care. 
For example, in Colorado, among 29 babies in the weight 
group 1,000 to 1,499 gm., the average cost of care was 
$827 per infant, but for 25 per cent of the infants in the 
group the cost exceeded $1,000. For 53 babies in the 
weight group 1,500 to 1,999 gm., the average cost was 
$572. For 81 infants weighing 2,000 to 2,499 gm., the 
average cost per infant was $199. 

About 50 per cent of the Colorado infants required 
hospitalization costing $400 or more each. The social 
data on the first 175 patients in the Colorado program 
showed, and a committee of the state medical society 
agreed, that 174 of these families could not pay the costs 
of care. 

The states are paying the hospitals, for the most part, 
the average reimbursable cost. This is high. In West 
Virginia, for example, the state agency pays the hospital 
$18.45 a day for the care of the premature infant. In 
Colorado the per diem cost is about $25.00; the state 
agency pays half of this, and the other half is paid 
through state appropriations to the hospital. 

What has been done in the United States so far in a 
national program for premature infants is that a few 
icsitant steps in the right direction have been taken in 
many states. There is evidence of a great interest on the 
part of doctors, nurses and the public in moving ahead 
more rapidly. The studies of the state academies of pedi¬ 
atrics are providing a strong stimulus to the development 
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of services for premature infants. Many of them are 
recommending that health departments emphasize such 
services. Thirty-three state health departments reported 
recently to the Children’s bureau that they would develop 
or expand programs for premature infants in their states, 
if additional funds became available. 

The development of services for the care of premature 
infants on a nationwide basis will be speeded up by the 
establishment of several well-developed training pro¬ 
grams. The problem of training is complicated by the 
fact that different personnel need different kinds of train¬ 
ing. For example, a number of articles have 'recently 
appeared dealing with the fact that what happens to a 
premature infant during delivery directly affects his 
chance of survival. The choice of the anesthesia and the 
type of delivery may be extremely important. As the 
Kings County study has so ably shown, we can no longer 
assume that two 1,500 gm. prematures are alike because 
they weigh the same. They may be vastly different in 
their potential for living because of the experience they 
have just gone through. Training in anesthesia and ob¬ 
stetrics for the general practitioner is a part of a so-called 
premature program that is often over-looked. The gen¬ 
eral practitioner is eagerly looking for ways of keeping 
up on the latest advances and welcomes short, intensive 
periods of training, or refresher courses on obstetrics, 
which would include the immediate and emergency care 
of infants under 2,500 gm. 

The premature program is truly a medical care pro¬ 
gram in high gear. The care of the premature infant is 
always an emergency. The timing of the services and 
their coordination spells survival or death to the baby. 
Emergency care at birth, transportation, care in the hos¬ 
pital, careful planning on discharge, continuing care in 
the home and follow-up must all merge into a smooth 7 
flowing service to meet the needs of the individual baby 
and his family. 


1 his can be achieved only if there is continuous plan¬ 
ning by all the people working in the program. Experi¬ 
ence has shown that one of the ways to accomplish such 
planning is for the people who are concerned to get 
together regularly to discuss, criticize, and revamp the 
services in light of their experiences. What are the diffi¬ 
culties encountered? Where does the program bog down? 
Are there personnel who need further training? Do 
health officials and physicians understand and use the 
service? Do other workers in closely related services use 
it. Do the parents know about and seek the services? All 
of these questions must be answered if premature infants 
are to receive the care they need to survive 
The emergency character of the program puts a pre¬ 
mium on well-coordinated planning, both in and out of 
the hospiia 1 , for actual care, and in the community for 
supplementary services and support. State and local 
ealth agencies must co-operate with medical, nursing 
and welfare agencies if services are to be complete and 

m r,het A PU t WiC heal * beTSd”" 

go into the home when a premature infant is beins dis 

h ° “« The he, >’ ot a welfare worker 

h °“.» <° help parents meet 
P mS) 0r t0 hel P the unmarried mother plan 
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for her child. “Aid to dependent children” may need to 
be used as a financial resource for helping the child. 

State and local-advisory committees including citizens 
and members of the various professions and agencies, 
both public and voluntary, are needed to help plan the 
program and arouse public interest in it. Only as the 
people and the community appreciate what the problem 
of caring for these babies means can they give the pro¬ 
gram their support. 

It is with great pride, of course, that I point out that 
today in New York city everything that is needed to 
tackle this problem of prematurity is available. The pro¬ 
gram is not yet in high gear and has not yet realized its 
fine potentialities in lifesaving, though I would hazard 
the guess that the recent sharper reduction in infant 
mortality recorded here is in no small measure associ¬ 
ated with the excellent program that has taken shape in 
these postwar years. Facts and figures now become avail¬ 
able from the health department. Some facilities for 
training doctors and nurses in modern obstetric and pedi¬ 
atric care are now available, though probably many of 
those who need it most do not avail themselves of the 
opportunities. Almost all births occur in hospitals, and 
an increasing number of these hospitals are equipped and 
staffed to give the kind of care that will help carry the 
pregnant woman to term and to care for the baby prop¬ 
erly if it is born prematurely. A few excellent premature 
centers, concentrating their attention on the babies most 
in need of care, have been established. Excellent trans¬ 
portation facilities are provided. Plans have been made 
to help pay for care for those who cannot afford to pay 
for it themselves. The Children’s Bureau has realized 
that providing funds to pay for hospital care is essential 
to a really effective program and congratulate New York 
city in leading the country in these plans. The city has 
also continued studies, active studies by the doctors 
themselves, of all deaths of mothers and, recently, of 
prematures. In such activities Brooklyn has done and is 
doing more than the other boroughs. The projected study 
of the Academy of Medicine should prove another mile¬ 
stone for the city at large. Basic research in the causes 
of premature labor and in better ways of caring for pre¬ 
mature infants is going on in the educational institutions 
there. The public is interested and willing to support 
further endeavors. These are the elements of a good pro¬ 
gram as seen today. To be sure, not all women, even in 
New York city, get good prenatal care now, or the best 
of care during delivery, or the food they need during 
pregnancy. Many infants still die today in hospitals of 
that city because they do not get the care they should. A 
modern and effective licensing system for hospitals 
(comparable to those in operation elsewhere) still needs 
support. More attention needs to be paid to the obstetri¬ 
cal aspects and to prevention. Better educational pro¬ 
grams for parents and professional groups need to be 
developed. In other words, New York city has a superb 
opportunity to lead the entire nation in a program of 
saving infant lives just as i» has led in developing many 
other public health programs. 

However, leadership cannot be maintained without 
continued and constant attention to planning the many 
details that such a complicated program requires. There 


J.A.M.A., July 185l 

must be constant vigilance if no essential part is to be 
allowed to lag in actual operation. 

To return to the national picture, we in the Children’s 
Bureau have reviewed the situation very carefully in tb e 
past six months. We believe the time has come to make 
a concerted drive to save the lives that are being lost 
today in the United States because of premature birth 
Each community will and should tackle the job in the 
way best suited to its own needs and in accord with its 
available facilities and manpower. But every community 
should move as rapidly as it can toward a comprehensive 
program of service. Such a program should strive toward 
eight goals. 

1. It should use first-rate facilities, staffed with well-trained 
personnel. 

2. It should provide consultation services to hospitals asd 
doctors. 

3. It should include measures designed to prevent premature 
labor. 

4. It should provide transportation for, and pay for hospitali¬ 
zation of, premature infants when necessary, 

5. It should take cognizance of the important role of % 
general practitioner and bring to him the help he needs to 
carry on. 

6 . It should plan with the family for adequate care for 
the premature after discharge from the hospital. 

7. It should plan for continuing evaluation of activities and 
results as well as continuing education of the public to use the 
services available. 

8 . It should provide for team work in planning and operating 
the program. 

Not all community programs can engage in research. 
A national program would be incomplete if it did not 
envisage greatly expanded basic research activities de¬ 
signed to discover more effective ways of preventing 
prematurity and thus contribute to reducing this prob¬ 
lem to easily manageable proportions. 

In every community one step which can be taken 
immediately is a co-operative study by a county or state 
medical society and the local or state department of 
health to discover the facts concerning the causes for and 
the possibilities of preventing deaths associated with pre¬ 
mature birth. This might well be the opening of another 
large campaign to save infant lives in this country. 


Chemical Carcinogenesis.—Until recently, our picture of <- 
carcinogenic process envisaged damage of the normal pot 
mechanism as the primary effect. At present (at least s0 ar 
the mustards are concerned, we now picture damage to 
chromosome by direct combination with genetic materia, 
lowed maybe by the generation of a new and self-dupIM i b 
chemical and genetic rearrangement. . . . Compounds •• - 
have been shown ... to have a varying degree of P 
ential action at certain specific chromosome regions, «P 
the so-called beterochromatic regions known to have cna 
istic chemical and genetic properties, the latter associated 
much with Mendeiian inheritance as with the quantity 
heritance of growth-rate and differentiation features an 
mutation. . . . There would appear to be—and for J ^ 
time-some prospect (if only a prospect) of a,r . r f beffl ical 
chemical properties of a given carcinogen with he h 
properties of specific chromosome regions, with the r 
cytological effects, and with the genetic consequences t 
which S thus ensue. A. Haddow, M.D., tog* 

of Chemical Carcinogenesis, Proceedings of the Koyai 
of Medicine, April, 1951. 
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BIRTH WEIGHT AND LENGTH OF GESTATION WITH RELATION TO PREMATURITY 

Matthew Taback, AM., Baltimore 


Newborn babies and infants under 1 year of age have 
been among those to benefit most from advances in medi¬ 
cal science and the efforts of public health agencies dur¬ 
ing the first half of this century. Reviewing the Baltimore 
City vital statistics reports at the beginning of the cen¬ 
tury, one finds that the infant mortality rate was approxi¬ 
mately 200 infant deaths per 1,000 live births. Simply 
stated, this means that in 1900 of every 100 babies de¬ 
livered alive 20 failed to reach their first birthday. The 
loss of human life and wasted pregnancy occasioned by 
the existence of such a high infant mortality rate are diffi¬ 
cult to comprehend. Principal causes of infant deaths in 
1900 were diarrhea, pneumonia, acute communicable 
diseases, prematurity and congenital malformations. A 
review of present day records indicates that the infant 
mortality rate has decreased at an unbelievable rate and 
stands now at about 30 infant deaths per 1,000 live 
births, an 85 per cent decline since 1900. Principal 
causes of infant deaths today are prematurity, congenital 
malformations and birth injury. 

With a firm belief that further savings of human life 
can be achieved, the Children’s Bureau has requested 
local registration offices to include inquiries on the birth 
certificate to provide data that will assist in the study of 
factors associated with prematurity, congenital malfor¬ 
mations and complications of pregnancy. Therefore, 
starting Jan. 1,1949, the birth records in Baltimore City 
have included a medical data section, which is completed 
by the attending physician. This section consists of the 
following items: length of pregnancy, birth weight, com¬ 
plications of pregnancy and labor, operations for de¬ 
livery and a description of birth injuries or congenital 
malformations when present. 

In view of the completeness of the data submitted by 
attending physicians, it was decided to analyze the mate¬ 
rial available on birth weight and length of gestation in 
order to study some of the relations between maternal 
factors and the prevalence of prematurity and to look 
into the relation that exists between length of gestation 
and birth weight. 

NATURE OF DATA 

The birth records for resident babies born during the 
period January to June 1949, described below as sam¬ 
ple A, were used in the current study. Statements con¬ 
cerning birth weight are received either in pounds and 
ounces or in grams. All statements are coded into 500 
Gm., categories. Length of gestation is reported in weeks, 
and the information is used in this form. Occasionally, 
reports are received in terms of months; these statements 
are then revised so that, in the coding process, the total 
period of gestation is reported in terms of weeks instead 
of months. 

A total of 9,709 babies were born during the study 
period. The birth records of 9,523 contained statements 
concerning birth weight, and, of these, 9,392 also had 

, concerning length of gestation. Thus, 97 per cent 
o a birth records processed had completed statements 
in respect to length of gestation and birth weight. 


Owing to bias found on the analysis of statements 
concerning length of gestation, a sample of clinical rec¬ 
ords was studied. These records were drawn from three 
subsamples: 

Number 


of 

Sample Description Cases. Race 

B Outpatient service of a teaching hospital.... 419 White 

C Private service of an obstetrician. 243 White 

D Antepartum service of the Health Department 200 Negro 


Only cases active during the period 1947-1949 and 
meeting the two criteria which follow were considered: 
first day of last menstrual period specified and pregnancy 
terminating in delivery of a single liveborn baby. 

DEFINITIONS 

Prematurity, when used in this study, follows the defi¬ 
nition recommended by the American Academy of Pedi¬ 
atrics. 1 “A premature infant is one who weighs 2,500 
grams or less at birth regardless of period of gestation.” 
Because of the manner in which data were processed, 
prematurity in this analysis refers to babies with birth 
weight less than 2,500 Gm. 



Chart. 1.—Resident live births by birth weight, all races, Baltimore City 
January-June 1949. . 


It must be recognized that, although the definition pro¬ 
posed by the Academy has simplicity and objectivity, it 
is highly problematical whether such a definition can 
carry with it much validity when one considers the wide 
somatic variation, that humans can take without any 
effect on their physiological responses. The deficiency in 
this definition will be further discussed below. 

Length of gestation refers to the interval that inter¬ 
venes between the first day of the last menstrual period 
(considered the beginning of gestation) and the date of 
birth. This definition is the one most commonly applied 
in the literature available on this subject. 2 


director. Bureau of Biostatistics, Baltimore Citv H Pa i,u 
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problems.^ 
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FINDINGS 

Birth Weight .—The birth weight distribution for 
babies born during the first half of 1949 (sample A) is 
given in table 1 and shown in chart 1. Distributions are 
also given for race segments and for single and plural 
births. 

Examination of chart 1 indicates that newborn babies 
show wide variation in weight at birth. The distribution 


When the prevalence of premature babies (under 
2,500 Gm.) is considered, one finds that 8.9 per cent 
of all babies fall in this category. Negro babies, when 
weight alone is considered, apparently have a prema¬ 
turity ratio of 12.0 as compared with 7.4 for white 
babies. Whether this is indicative of a greater prevalence 
of prematurity among Negro babies has been questioned 
by recent investigators. Peckham, 3 in a statistical study 


Table 1.— Resident Live Births by Birth Weight According to Race and Plurality, Baltimore City, January -June 1949 


Birth Weight, Gm. 
-_ 


Group 

Total 

500 

to 

090 

1,000 

to 

1,499 

1,500 

to 

1,999 

2,000 

to 

2,499 

2,500 

to 

2,999 

3,000 

to 

3,499 

3,500 

to 

3,999 

4,000 

to 

4,499 

4,500 

to 

4,999 

5,000 

and 

Over 

Below 

2,500 

Total. 


50 

<U 

108 

655 

Number 

2,215 

3,750 

2,079 

628 

90 

18 

843 

White. 


29 

29 

102 

323 

1,427 

2,010 

1,545 

384 

05 

12 

483 

Nonwblte... 


27 

35 

06 

232 

788 

1,140 

534 

144 

25 

6 

360 

Single. 


40 

52 

133 

490 

2,143 

3,722 

2,077 

628 

90 

IB 

721 

Plural. 


10 

12 

35 

65 

72 

23 

2 

... 

,, 


’ 122 

Total. 


0.0 

0.7 

1.8 

5.8 

Per Cent - 
23.3 

39.4 

21.8 

5.5 

0.9 

0.2 

8.9 

White. 


0.4 

0.4 

1.0 

4.9 

21.9 

40.0 

23.7 

6.9 

1.0 

0.2 

7.4 

Nonwhite. 


0.9 

1.2 

2.2 

7.7 

20.3 

33.0 

17.8 

4.8 

0.8 

0.3 

12.0 

Single. 


0.5 

0.6 

1.4 

5.3 

23.0 

40.0 

22.3 

5.7 

1.0 

0.2 

u 

Plural. 


4.5 

5.4 

15,0 

29.0 

32.1 

12.5 

0.9 



... 

64,3 


Table 2. —Prematurity Ratios* for Live Births by Maternal Age, Birth Order and Race, Baltimore City, January-June 1949 


Birth Order 


AH Births 1 2-3 4 and Over 

- * - - - , , - K -•, , - A -, , -*-, 

Premature Prematuro Premature Premature 


Age Group 

Total 

Births 

r J ‘ 

Number 

A_^ 

Per Cent 

Total 

Births 

Number 

A- > 

Per Cent 

Total 

Births 

r: . 
Number 

•* -, 

Per Cent 

Total 

Births 

Number 

A*._ N 

Per Cent 

All Ages. 


843 

8.9 

3,417 

S02 

All Races 
8.8 

4,250 

301 

8.5 

1,850 

180 

9.7 

Under 15. 

. 44 

10 

22.7 

44 

10 

22.7 


... 

... 


... 

... 

15-19. 


161 

11.9 

920 

99 

10.8 

407 

56 

13.8 

22 

0 

27.3 

20-24. 


270 

8.6 

1,381 

90 

7.0 

1,441 

135 

0.4 

328 

39 

11.9 

25-29. 


204 

7.6 

731 

67 

7.8 

1,401 

102 

7.3 

571 

45 

7.9 

30-34. 

. 1,430 

118 

8.3 

247 

25 

10.1 

682 

46 

6.7 

501 

47 

0.4 

35-39. 

. 681 

65 

9.5 

75 

12 

10.0 

276 

20 

7.2 

330 

33 

10.0 

40 and over. 


15 

9.0 

19 

3 

15.8 

49 

2 

4.1 

98 

10 

19.2 

All Ages. 


483 

7.4 

2,572 

185 

White 

7.2 

8,0CG 

221 

7.2 

888 

77 

8.7 

Under 15. 



, „ 

4 

,,, 



... 



... 


15-19. 

. 618 

50 

8.1 

497 

38 

7.6 

119 

12 

10.1 

2 

... 


20-24. 


159 

7.3 

1,148 

69 

6.0 

931 

80 

8.6 

94 

10 

19.8 

25-29.. 

. 2,043 

141 

6.9 

634 

47 

7.4 

1,159 

71 

6.1 

250 

23 

9.2 

30-34. 

. 1,087 

85 

7.8 

208 

19 

9.1 

5S3 

41 

7.0 

296 

25 

8.4 

35-39. 

. 482 

38 

7.9 

65 

9 

. 13.8 

230 

13 

0.5 

187 

14 

7.5 

40 ami over. 

. 119 

10 

8.4 

16 

3 

18.8 

44 

2 

4.5 

59 

5 

8.5 

All Age9. 

. 2,997 

360 

12.0 

m 

117 

Nonwhlto 

13.8 

1,190 

140 

11.8 

902 

103 

10.? 

Under 15. 

. 40 

10 

25.0 

40 

10 

25.0 






30.0 

15-19... 

. 731 

111 

15.2 

423 

61 

14.4 

288 

44 

15.3 

20 

6 

20-24. 

. 977 

111 

11.4 

233 

27 

11.0 

510 

53 

10.8 

234 

' 29 

12.4 

25-29. 

. GG0 

63 

9.5 

97 

10 

10.3 

242 

31 

12.8 

321 

22 

<3.9 

30-34. 

. 343 

33 

9.6 

39 

6 

15.4 

99 

5 

5.1 

205 

22 


35-39. 

. 199 

27 

13.6 

10 

3 

30.0 

46 

5 

10.9 

143 

19 


40 and over. 


5 

10.6 

3 

... 

... 

5 


... 

39 

5 



* Tho prematurity ratio is the percentage relation o t premature births to total births. 


approaches symmetry and is centered at 3,204 Gm., the 
mean birth weight, with a standard deviation of 579 Gm. 
The curve shows greater concentration at the center than 
a normal distribution and is skewed in the lower birth 
weights. Mean birth weights for white and for Negro 
liveborn babies are 3,244 and 3,116 respectively, the 
difference being statistically significant. 

3. Peckham, C. H.: Statistical Studies on Prematurity: I. Incidence ol 
Prematurity and Effect of Certain Obstetric Factors, J. Pediat. 13 : 474-483 
(Oct.) 1938; Statistical Studies on Prematurity: II. Mortality of Prematurity 
and Effect of Certain Obstetric Factors, ibid. 13 : 483-497 (Oct.) 1938. 


of prematurity, describes the neonatal mortality experi¬ 
ence for liveborn infants by birth weight and race. White 
babies, weighing 2,500 Gm. at birth, were subject to a 
4.7 per cent neonatal mortality rate. Negro babies a 
this weight had a more favorable experience, the neo¬ 
natal rate approximating 2.2 per cent and reaching • 
per cent at about 2,320 Gm. Accepting the neonatal ra 
as a criterion of physiological performance, Negro cam 
of 2,320 Gm. are equivalent to white babies ot 
Gm. weight. When the prevalence of Negro bvebo 
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as aO per cent is reduced to 7.2 per cent. 

Table 3 Distribution of Single Live Births 


Confining our analysis to data ^nbing^he prema- 
SrLTnproSurity 1 “ratios'fot successive birth orders 
by r nt Gestation According to Samp\e_ 



Length of Gestation, Wk. 

Total. 

Under .. 09 

.. ” 9 

29-..*. 07 

.. \ 

.. 41 

.. 12 

. .Cfi 

.. 31 

. .i92 

. . . 93 

. . 277 

. . . 154 

. v* 

t== » 

45 and over. 

Mean.■•••. 

Standard Deviation. 


39.00 wk. 
1.78 wk. 


Table ^-Distribution of Single Live Births by Birth Weight 


and Length of Gestation. Baltimore City. January-June 1949 


Length of Gestation 
18. 

19 . 

20 . 

.. 

.... 

... 

.. 


20 . 

27. 

23. 


50., 

31., 

32. 
S3. 

34. 

35. 
30. 
37. 

33. 
39, 


Total 

Births 

(Weight 

Stated) 


1 

10 

5 

15 

2 

29 

9 

27 

0 

41 

12 

GO 

31 

192 

93 

277 

154 


10. 7,990 

41 . 72 

42 . 91 


43. 


12 


44, 


13 


45, 


10 . 

17. 

18 . 


Total. 


9,103 


Birth Weight, Gm. 


500- 

1,000 

1,500- 

2,000 

2,500- 

3,000 

3,500- 

4,000 

4,500- 

6,000 + 

1 

1 

1 

•• 



•• 

•• 

■* 


'j 

1 

.. 

. .. 

•• 







1 



•• 

* 





s 

1 

1 

•• 


■' 




.. 

5 

.. 

«• 

*• 







9 

5 

1 


1 

1 





•• 

11 

11 

3 

3 

1 






2 

4 

1 


•• 






2 

9 

13 

3 

•• 








n 

1 

1 






1 

C 

1 

15 

5 

13 

* 5 

2 

1 

3 

1 





5 

21 

31 

6 

1 

1 


•* 




11 

14 

3 


1 






25 

82 

50 

10 

18 




* * 



34 

32 

17 

8 

1 


1 



7 

GG 

107 

73 

18 

4 





3 

18 

44 

G4 

24 


1 



3 

19 

204 

1,844 

3,433 

1,699 

493 

81 

13 



1 

10 

20 

28 

7 







15 

29 

27 

14 

3 

3 





.. 

2 

8 

1 


1 


.. 


1 

1 

3 

5 

1 

2 






.. 

2 






•• 


1 


o 

2 




43 

52 

132 

4S0 

2,117 

3,675 

2,043 

521 

67 

IS 


In table 2, prematurity ratios as well as total number 
of births are distributed by age of mother and birth 
order. The interpretation of these data can be best under¬ 
stood by referring also to chart 2. 


show no significant difference. When the effect of mater¬ 
nal age is considered, there is an indication of a higher 
mean prematurity ratio for mothers below 20 years old 
than there is for older groups. These observations do not 
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reflect the chief sources of variation in prevalence of pre¬ 
maturity among newborn babies. "When birth orders are 
considered separately or in groups in relation to age, 
two significant trends are noted: There is an optimal 
age for first order births (22.5 years), and risks of pre¬ 
maturity rise gradually for both younger and older moth- 



Chart 2.—Premature ratios for Jive births by age and birth order, Balti¬ 
more City, January-June 1949. The solid line indicates birth order 1; the 
broken line, birth orders 2 and 3, and the dotted line, birth orders 4 and 
higher. 


ers; for later order births, high risks of prematurity are 
associated with young age groups with a minimum at 
age 27.5 followed by a comparative plateau at the mini¬ 
mum level. 

In a study of the maternal age distributions, it was 
noted that 26 per cent of the Negro mothers were below 
the age of 20, compared with 10 per cent of the white 
mothers. The effect of the differential of age distributions 
on the prematurity ratio was studied by standardizing 
the Negro distribution according to the white maternal 
age distribution. This procedure reduced the nonwhite 
prematurity ratio to 11.0 per 100 live births, an 8 per 
cent reduction from the index of 12.0 shown in table 2. 



Chart 3.—Frequency distribution of single live births by length of ges¬ 
tation. The distribution for sample A (Baltimore City, January-June 1949) 
is shown at the left; that obtained from the summary of clinical records 
(samples B, C and D), at the right. 


Length of Gestation .—In table 3, the distribution of 
single births according to length of gestation as obtained 
from birth records (sample A) is compared with a distri¬ 
bution obtained from a composite of clinical records 


4. Kara, M. N.: Length of Human Gestation with Special Reference 
to Prematurity, Ann. Eugenics Id: 44, 1947. 

5. Hosemann, H. A.: Schwangerschaftsdauer uhd Neugeborenengewicht, 
Arch, f, Gynak. 176 : 453-457 (Jan. 2) 1948. 

6. United States Department of Commerce, Bureau of the Census: 
Definition of Terms, The Registrar'4: 4 (Feb, 15) 1939. 
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(samples.B, C and D). These distributions are graphi¬ 
cally presented in chart 3. v 

As indicated in a discussion on the nature of data 
used, extreme bias is indicated in sample A. Higher fre¬ 
quencies are associated with even weeks throughout the 
distribution. There is a peculiar concentration of values 
in the 40 week class, 87.2 per cent of all births being 
reported in this category. These data were considered to 
be grossly in error in view of the usual manner in which 
all organisms tend to vary about a center value in respect 
to biological variables. In order to test the validity of the 
data submitted on birth records relative to length of 
gestation, a study of clinical records was undertaken and 
some of the resulting data are shown in table 3 and 
chart 3. It is interesting to note that the distribution ob¬ 
tained shows no bias in respect to selection of even weeks 
for higher frequencies, nor is there to be found a sud¬ 
den rise in frequency at 40 weeks’ gestation. The distri¬ 
bution obtained by study of clinical records is negatively 
skewed and gives evidence of leptokurtosis (B, — 6). 


Table 5. —Distribution of Plural Live Births by Birth IVeight 
and Length of Gestation, Baltimore City, January-June 1949 


Birth Weight, Gm. 
- a _ 


Length ot 


500 

1,000 

1,500 

2,000 

2,500 

3,000 

3,500 

4,000 

4,5 00 

i 

Gestation, 


to 

to 

to 

to 

to 

to 

to 

to 

to 


Wk. 

Total 

999 

1,499 

1,999 

2,499 

2,900 

3,499 

3,999 

4,499 

4,999 

5,000 

18 . 

_ o 

2 










2D. 

5 

5 










24. 

_2 

2 

,, 









2G. 

_2 

1 

1 









28. 

2 


2 









30. 

1 


1 


,, 







31. 

1 



i 








32. 

19 


"5 

9 

5 







31. 

0 



6 






,, 


35 . 

10 


.. 

3 

"5 

2 






30. 

23 


3 

5 

14 

1 




„ 


37. 

1G 



7 

3 

5 

i 



,, 


33. 

20 


* • i 

1 

S 

11 

1 





39. 

5 


,, 


3 

1 

1 




,, 

40. 

103 



3 

2 G 

51 

25 

2 




41. 

2 



•• 

1 

1 

• • 




*■ 

Total. 

219 

10 

12 

35 

65 

72 

28 

2 



.. 


Studies of other investigators working directly from 
patient histories have resulted in distributions of single 
births by length of gestation similar to the composite 
distribution shown in chart 3. 

Karn 4 5 6 presents data based upon 3,275 births of white 
infants and obtains a curve similar to that found in the 
study of clinical records with a mean of 278 days and a 
standard deviation of 16.3 days, or 2.33 weeks. Ander¬ 
son, Brown and Lyon, 2 in a study of 4,843 births, ob¬ 
tained distributions for white and Negro infants with 
means of 279.5 and 274.0 days, respectively, and a 
standard deviation of 21 days, or 3.0 weeks. 

On comparison of samples B, C and D, it appears tha 
Negro mothers have a mean duration of gestation some¬ 
what shorter than white mothers. Likewise, the per¬ 
centage of births of 37 weeks’ gestation or less among 
Negro mothers is twice that observed among white moth¬ 
ers of comparable socioeconomic status (sample C)- 

Compared with the composite of clinical records, e 
health department records grossly understate the ire- 
quency of occurrence of .births of durations ot & r 
40 weeks. This phenomenon results principally Rom 
working rule in hospitals that newborn babies with « 
weight of 2,500 Gm. or more are regarded as 
and gestation is given as 40 weeks without re 
the patient’s history. 
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Length of Gestation and Birth Weight.— In view of 
the marked bias relative to statements of length of gesta¬ 
tion found on birth records, it was considered unwise to 
employ this material in a study of the interrelationships 
between birth weight and length of gestation. Such mate¬ 
rial as was obtained from birth records is given in tables 
4 and 5. 

A distribution of 656 white single births (samples B 
and C) by birth weight according to length of gestation is 
given in table 6. An examination of mean birth weights 
for specified gestational periods gives indication of a 
catalytic or growth curve reaching an asymptote of ap¬ 
proximately 3,450 Gm. The nature of the curve is quite 
similar to the regression of birth weight on length of 
gestation reported by Hosemann 5 in a study of 12,000 


Table 6.—Single White Live Births by Birth Weight and Length 
of Gestation, Samples B and C Combined 


Birth Weight, Gm. 



1,000 1,500 

2,000 

2,500 

3,000 

3,500 

4,000 4,500 

Mean 

Gestation, 

to to 

to 

to 

to 

to 

to to 

Birth 

Wk. 

Total 1,499 1,099 

2,499 

2,999 

3,499 

3,999 

4,499 4,999 Weight 

Total. 

.630 1 0 

34 

124 

261 

163 

60 7 

3,318 

28-31. 

.41.. 

1 

1 

1 


.. 

2,375 

32. 

. 4 .. 1 

1 

2 

.. 


.. 

2,375 

33. 

. 4 

1 

2 

1 


.. 

2,750 

34. 

. 7 .. 1 

2 

1 

o 

1 

.. 

2,750 

33. 

. 7 

2 

2 

2 

1 

.. 

2,893 

30. 

. 16 1 

4 

2 

7 

1 

1 

2,969 

37. 

. 26 .. 

4 

9 

8 

2 

3 

3,077 

38. 

. 54 1 

5 

13 

22 

11 

2 

3,148 

39. 

. 122 .. 

4 

23 

46 

31 

6 2 

3,330 

40. 

. 132 .. 1 

4 

31 

66 

38 

12 

3,315 

41. 

. 142 .. 

3 

15 

5 8 

42 

21 3 

3,503 

42. 

. 01 1 

3 

9 

24 

10 

7 1 

3,373 

43. 

.30 .. 


7 

9 

9 

5 

3,450 

44. 

.20 .. .. 


4 

9 

5 

2 

3,375 

45. 

. 0 .. .. 


1 

2 

3 


3,417 

40. 

. V .. .. 


1 

3 

3 

.. 

3,393 

47 and over.. 

• 4 


1 

1 


2 

3,625 


Table 7.-— Percentage Distribution of Single White Live Births 
According to Alternative Definitions of Prematurity 

Birth Weight 

-___A- - - 


Length of Gestation 

Below 
2,500 Gm. 

3.3 

3.0 

2,500 Gm. and 
Over 

66.3 

7.4 

Total 

89.6 

10.4 

Over 37 weeks.. 

37 weeks and below.. 

Total. 

6.3 

93.7 

100.0 


cases, although the latter investigator gives birth weight 
values for early gestation ages somewhat lower than ob¬ 
served in this analysis. 

The wide variation of birth weight within given ges¬ 
tational periods is not unexpected (cr = 500 Gm.). When 
births arc distributed according to the two commonly 
accepted definitions of prematurity—i. e., length of gesta¬ 
tion equivalent to or less than 37 weeks 0 and a birth 
weight less than 2,500 Gm.—the distribution shown in 
table 7 results. 

Of the babies judged premature by weight alone, about 
51 per cent appear to be mature babies in terms of dura¬ 
tion of gestation. When classified according to both cri¬ 
teria of prematurity, only 3.0 per cent of all live births 
appear to meet these definitions of prematurity. It is 
obvious, therefore, that mortality studies of premature 
. infants when classified by birth weight alone may under- 
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state the risk involved in view of the inclusion in the 
exposed-to-risk group of a segment which is probably 
mature but small in stature. 

SUMMARY 

Recognizing the need for data on the prevalence and 
causes of prematurity, the Bureau of Biostatistics of the 
Baltimore City Health Department has analyzed state¬ 
ments submitted by attending physicians relative to birth 
weight and length of gestation of infants born during 
the period January to June, 1949. These data have been 
supplemented by special studies made directly from clini¬ 
cal histories. 

Accepting a birth weight of less than 2,500 Gm. as 
the sole criterion for classification, 7.4 per cent of white 
babies and 12.0 per cent of Negro babies are prema¬ 
turely born. In view of the more favorable neonatal mor¬ 
tality experience among Negro babies of low birth weight 
as compared with white babies of equivalent weight, it 
has been suggested that 2,350 Gm. would be a more 
logical limit for classifying nonwhite babies in respect to 
prematurity. When this limit is employed, the differential 
in percentage prematurity between races is eliminated. 

Statements concerning length of gestation as found on 
birth records have shown marked bias. It appears that 
this stems from the working principle followed in hos¬ 
pitals of presuming that all infants of 2,500 Gm. birth 
weight or over are full term (40 week) babies. Careful 
study of clinical histories indicates that approximately 
7.4 per cent of white babies are mature in respect to 
birth weight but are below 38 weeks’ gestation and, con¬ 
versely, 3.3 per cent of live born babies may be mature 
in duration of gestation and,'nevertheless, below the 
established birth weight level for maturity. Only 3 per 
cent of white babies appear to meet the definitions of 
prematurity both in birth weight and duration of preg¬ 
nancy. 

In evaluating programs concerned with the care of 
premature babies and the prevention of prematurity, we 
must utilize criteria in addition to birth weight to avoid 
inclusion of infants who represent mature small babies 
in premature study groups. Persistence in the use of a 
rigid definition of prematurity in terms of birth weight 
for all racial and national groups will mask the differ¬ 
ential mortality analysis of infants who are below the 
birth weight standard of 2,500 Gm., but who are mature 
as determined from the other criteria, such as length of 
gestation and neonatal mortality experience. 


- • ul cumact derma¬ 
titis have been re-emphasized during the past year. One of these 
contactants is cocobolo wood, which is important because it is 
used in the manufacture of the handles of steak knives and 

inst k rn m P ^. kel h nlV m ^ butcher knives > musical and scientific 
h S ,ic , r handles of Pressure cookers, chessmen, rosary 
bead m u In m0St cases ’ the der matitis is on the hands as 
would be expected. The other contactant is the cosmetic rubber 
sponge used by many women as an applicator for cosmetic 
PanCa , ke ” make ' u P preparations, etc. It is well known 
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OBSERVATIONS ON CLINICAL ASPECTS OF HYSTERIA 


A QUANTITATIVE STUDY OF SO HYSTERIA PATIENTS AND 156 CONTROL SUBJECTS 


James J. Purtell, M.D., Milwaukee f, Eli Robins, M.D., St. Louis 

and 


Mandel E. Cohen, M.D., Boston 


Hysteria (lo-repa) has been noted by physicians since 
antiquity, 1 but no consistent clinical picture to accom¬ 
pany this term has clearly emerged from the-medical 
literature. The study reported here was undertaken for 
the further investigation of clinical observations that sug¬ 
gested that hysteria as seen in hospitals in New England 
presents a rather definite clinical picture. The study was 
undertaken for the determination, first, whether the clini¬ 
cal impression of the relatively constant pattern of hys¬ 
teria was a true impression; secondly, to provide factual 
data that might be useful to the clinician in the diagnosis 
of hysteria, and thirdly, to provide a sound clinical basis 


for further 

& 

research in hysteria. 

AGE : MEAN=37.5 YEARS RAM6E: IT-51 YEARS 
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crconratsATiott cases" 5 ~ iD - c 

The group characteristics of 50 women with hysteria. 


SELECTION OF PATIENTS WITH HYSTERIA 
The patients selected for this study were 50 women 
with hysteria examined in a diagnostic hospital in New 
England. All patients admitted to the hospital were 
referred by their own physicians as presenting diagnostic 
problems for consultation and further investigation. 

During the six month period covered by this study 
2,274 patients were admitted to the hospital. Approxi- 


t Dr. Purtell died on June 10, 1949. 

From the Department of Psychiatry of the Tufts College Medical 
School (Graduate Division) and the Departments of Medicine and Obstet¬ 
rics of the Harvard Medical School. 

Patients and control subjects were selected from and examined in the 
psychiatric and medical services of Joseph H. Pratt Diagnostic Hospital, 
in the clinic and Psychologic Laboratory of Boston Lying-In Hospital; at 
Murphy General Hospital (Army); Brighton Marine Hospital (United 
States Public Health Service); at Boston City Hospital (in the Harvard 
medical and neurological services); Veterans Administration Hospitals 
Cushing, Bedford, Togus; Mental Hygiene Clinic; Ford Underwear Co., 
and General Electric Company, Lynn, Mass. 

1. Hippocrates: The Genuine Works of Hippocrates, translated by 
Francis Adams, Baltimore, William Wood & Company, 1938. Aretaeus, 
the Cappadocian: The Extant Works of Aretaeus the Cappadocian, edited 
and translated by Francis Adams, London, The Sydenham Society, 1856, 


mately one third of these (672) were referred by the 
medical services for psychiatric evaluation. Three hun¬ 
dred and eighty-eight of this group, of which 267 were 
women and 121 men, were examined by at least one of 
us (M. E. C., J. J. P.). The diagnosis of hysteria, simple 
or complicated by other disease, was made for 91 of the 
267 women patients of the special research group. For 
none of the men was such a diagnosis made, although 
during the period of this study the diagnosis of “com¬ 
pensation neurosis” was made for five men. Of the 91 
women with hysteria, 50 were included in this study. Of 
the 41 patients not included, 15 had proved or strongly 
suspected medical or psychiatric disease in addition to 
hysteria; eight had only a questionable diagnosis of hys¬ 
teria, and eight were examined by only one of the ex¬ 
aminers. Ten other patients with hysteria were examined 
clinically, but observations for this study were not made 
on them. General features of the 50 women with hysteria 
in this study are summarized in the figure. 

METHOD OF STUDY 

AH patients studied by the psychiatrists were admitted 
to the medical services, where a thorough medical diag¬ 
nostic study, including laboratory work-up, was done. 
This included, in addition to a complete physical exami¬ 
nation, a chest x-ray, urinalysis, sedimentation rate de¬ 
termination, serology and the usual hematological studies 
in all cases. Stool examinations, basal metabolic tests, 

, electrocardiograms and skeletal x-rays were done in 
more than half the cases. Gastrointestinal x-ray studies 
were made in 48 per cent, and other special studies, such 
as spinal fluid examinations, electroencephalograms and 
proctoscopic examinations, were done as indicated. Tests 
. for urine porphyrin were done in 98 per cent of the cases, 
and the reactions were negative. Patients included in this 
series showed no important or diagnostic abnormalities. 
This was used as additional evidence that the diagnostic 
criteria excluded any other medical illness, since the 
laboratory data were reviewed after the patient was ad¬ 
mitted to the series. The patients were studied by the 
psychiatric service when the medical services suspected 
the presence of some type of psychiatric disease. In th e 
50 cases reported, the diagnosis of hysteria was made y 
two of us (M. E. C. and J. J. P.) when there were many 
features characteristic of the disease and when no ot ief 
diagnoses, medical, neurological or psychiatric, were 
present or would explain symptoms at the time o t e 
examination. A follow-up study was done by means or 
letters sent to the patients and their referring physicians 
four or more months later to ascertain if any other o vi 
ous disease had developed. Information was received on 
84 per cent of the patients, and since no medical diseas 
had developed in any one of them in this period of ton . 
this was thought to be a further indication that the aias 
nostic criteria used excluded medical illness. 


Vol. 146, No. 10 

The method of this study consisted of a psychiatric 
interview and examination averaging two hours in length 
and the observation of the patient during a four or five 
day hospital stay. All examinations were conducted in 
privacy by one of us. During the interview, data were 
recorded on a standard questionnaire form comprising 
106 items. All items were scored plus or zero in accord¬ 
ance with standard criteria established by us. The same 
criteria and scoring methods were used in recording 
relevant information from the questionnaire in the con¬ 
trol groups studied. 

Questions concerning symptoms considered improba¬ 
ble in hysteria were included to test whether these pa¬ 
tients said “yes” to all questions, in order to determine 
if the examiners were suggesting the symptoms to the 
patients. 111 

THE WOMEN CONTROL GROUPS 

For control groups there were 50 working women 
from industry for healthy controls, 38 postpartum wo¬ 
men from Boston Lying-In Hospital for hospital con¬ 
trols, and 30 women with chronic medical disease for 
sick controls from a diagnostic hospital. 

Healthy Control Subjects. —Healthy control subjects 
were defined as including women who were regularly 
employed, who were not under medical care and did not 
consider themselves ill at the time of the interview. Sixty- 
two women were assigned to the study by a foreman. Of 
these women, 19.4 per cent did not agree to be examined. 
The examination was described as part of a medical 
research project, and the women were interviewed in 
privacy by one of us. 

The 50 healthy control subjects were compared with 
the patient group with regard to the frequency of symp¬ 
toms, number of hospitalizations and number and type 
of operations. 

Control Subjects with Chronic Medical Illness. —The 
medically ill control subjects were interviewed and exam¬ 
ined at the same hospital as were the women with hyste¬ 
ria and comprised a group of comparable age who had 
definitely diagnosed, chronic.medical illness. Included in 
the 30 were those with diagnoses of ulcerative colitis, 
chronic duodenal ulcer, carcinoma of the bowel and 
stomach, Addison’s disease, thyrotoxicosis, myxedema, 
Hodgkin’s disease, rheumatic heart disease, diabetes and 
multiple myeloma. No neurological or psychiatric ill¬ 
nesses were included. The entire sample of 30 women 
was examined. 

Sick control subjects were compared with the patient 
group with regard to nature of complaint, reason for 
hospitalization, manner and attitude toward illness and 
number of previous hospitalizations and operations. 

Healthy Hospitalized Controls (Postpartum Women). 
—Hospital controls included 38 healthy women exam¬ 
ined at Boston Lying-In Hospital during the postpartum 
period after a normal pregnancy. The whole group was 
examined. They were a group of healthy but hospitalized 
women who were used in the comparison of the manner 
and attitudes of well'women in a hospital atmosphere 
wit those of the women hysteria group. These patients 
were used further in an effort to answer the question: 

oes hospital environment suggest, to a well woman, 
the symptoms of hysteria?” 
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MEN WITH DIAGNOSES OF “HYSTERIA” 

The 38 men patients with diagnoses of “hysteria” were 
in service hospitals and had compensation prospects. 
Since no men with typical hysteria were discovered in 
civilian hospitals, and since “hysteria” is an acceptable 
diagnosis in service hospitals, men with this diagnosis 
were examined in these hospitals to ascertain what their 
clinical picture was. The 38 men included 20 soldiers on 
active duty, one member of the Coast Guard on active 
duty, 13 veterans and four civilian patients with com¬ 
pensation problems. The term “compensation” was inter¬ 
preted in this study to mean that the patient had immedi¬ 
ate prospect of tangible, material reward accruing from 
his Ulness, i. e., collecting money from pension or insur¬ 
ance sources, getting out of military service or avoiding 
arrest and prosecution. The word “compensation” was 
not used to mean any subtle factor not immediately obvi¬ 
ous to a reasonable observer, such as obscure psycho¬ 
logical gains or other less tangible or less immediate 
material gains. Although the presence of compensation 
factors was not a prerequisite for inclusion of any pa¬ 
tient in the study, no men patients were found in whom 
this factor was not present. No patient with acute “com¬ 
bat (fright) hysteria” was examined. Criteria for accept¬ 
ing any men in this series are described in detail else¬ 
where. 2 

STATISTICAL ANALYSIS 

The data obtained were analyzed statistically. The 
following statistical methods were used: The standard 
error of all proportions was calculated, 3 and the signifi¬ 
cance ratio of the difference between comparable pro¬ 
portions of various groups was calculated, using the 

standard formula for the calculation 

of the standard error between proportions. 3 The stand¬ 
ard error of all means was calculated, and the signifi¬ 
cance ratio of. the difference between comparable means 
of various gr oups was calculated, using the formula 

“HT ^ or llle standard error of the differences 
between the means. 4 The significance ratio of the differ¬ 
ences between the means of differences, i. e., corre¬ 
lated data, was calculated by the method presented by 
Lindquist. 5 Operation and hospitalization rates were 
calculated on the basis of 1,000 person-years. Odds 
corresponding to each significance ratio were taken from 
standard tables, as were squares and square roots. 6 All 
calculations were checked and rechecked. 7 


_ a j- ' a , llS 0f the qucslionna ire used and the method of evaluates 
and recording data were described in Neurocirculatory Asthenia 2 

London. U Cha?ies^n kCo.^Ud PhiSSe^i '°B W* ^ 12 ’ 

pany, revised by G. U. Yule aid M.’ Sfl mo t,PPU,C °“ Com - 
Lancet H Ud. A im ° f S,31isIi “- ^ 4, London. The 

Houghton Miffliin E "company. F ! 942 . C ° UrSe “ Slall5tics ’ rev - cd -> Boston, 

Philadelphia, \ “un^ Bi0me ^ 3nd Statistics, ed. 3, 

Squares, Cubes! Square R 00 “ cZ* rL lm „ B D atIow > P ' : Tables of 
L ' f.4. Chicago, The Charles i.pLn'Tco'Tw^ ** 

■ calculations were checked and rechecked by Ahce Kilpatrick. 
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CHARACTERISTICS OF WOMEN WITH HYSTERIA 
Onset of Illness .—The illness began in early life. Age 
at onset of symptoms ranged from 11 to 33 years, with 
a mean age of onset of 19.1 years. 

Symptoms .—There was a total of 1,153 complaints in 
the patient group, compared with 177 in the healthy con¬ 
trols; the number of symptoms ranged from 11 to 35, 
with a mean of 23 in the patients, and from zero to 13, 
with a mean of four, in the healthy controls. 


Table 1 .—Symptoms in Fifty 

Women 

with Hysteria as 

Compared with those in 

Fifty Healthy Women 



Women 




with 

Healthy 



Hysteria, 

Controls, Significance 

Symptoms 

% 

% 

Ratio 

Headache .. 

04 

18 

7.7 

Blurred vision.. 

62 

10 

5.4 

Transient blindness. 

20 

4 

2 5 

Double vision. 

10 

0 

2.3 

Lump In throat. 

74 

0 

7.6 

Loss of voice. 

. ■ 45 

8 

3.8 

Dyspnea .. 

70 

0 

7.3 

Palpitation .. 

76 

G 

7.1 

Anxiety attacks.... 

74 

8 

6.7 

Anorexia . 

78 

8 

7.1 

Nausea ... 

82 

2 

8.1 

Vomiting . 

62 

12 

5.2 

Abdominal pain. 

78 

8 

7.1 

Food dyscrasia. 

76 

2 

7.4 

Constipation .. 

54 

10 

4.7 

Diarrhea . 

40 

o 

5.2 

Variation in weight... 

66 

4 

6.5 

Urinary retention.. 

43 

2 

4.9 

Menstrual pain. 

C6 

so 

3.6 

Menstrual lapses. 

29 

2 

3.7 

Menstrual irregularity. 

30 

12 

2.2 

Excessive bleeding. 

44 

o 

5.0 

Sexual Indiflerence. 

SO 

29 

5.7 

No sexual pleasure. 

73 

15 

4.7 

Painful intercourse. 

63 

7 

4.6 

Story of sexual assault. 

10 

0 

2.1 

Prolonged (+ 3 mos.) vomiting 

in 



pregnancy . 

56 

5 

3.8 

Difficult delivery—. 

GO 

20 

2.8 

Back Pain. 

56 

14 

4.4 

Joint pain...,. 

28 

6 

2.9 

Pain In extremities. 

62 

G 

5.9 

Paralysis ... 

33 

0 

4.4 

Paresthesias . 

80 

4 

7.7 

Dizzy spells. 

72 

IB 

5.4 

Painting spells.. 

50 

2 

5.5 

Pita .. 

22 

0 

2.5 

Trance states........ 

42 

0 

5.2 

Talking In sleep. 

37 

10 

3.1 

Crying easily.. 

78 

30 

4.7 

Easily upset. 

66 

24 

4.2 

Depressed state. 

58 

10 

5.1 

Nervousness . 

63 

22 

4.6 


Patients with hysteria differed significantly from 
healthy control subjects with respect to the following 
symptoms: headaches, blurred vision, blindness, lumps 
in throat, palpitation, “anxiety attacks,” anorexia, nau¬ 
sea, vomiting, urinary retention, menstrual difficulties, 
sexual difficulties, dizzy spells, faints, trances, paralysis 
and many others. These are shown in detail in table 1. 
Patients did not differ significantly from healthy control 
subjects in the frequency of the following three symp¬ 
toms only: sleepwalking, 20 per cent vs. 8 per cent; loss 
of memory, 6 per cent vs. 0.0 per cent, and attempted 
suicide, 4 per cent vs. 0.0 per cent. 
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The following phenomena were investigated in both 
the hysteria group and the healthy group and were not 
significantly different: percentage of women who were 
arrested (hysteria group, 2 per cent; controls, 0 0 p er 
cent; significance ratio, 1.0); percentage of women who 
used alcohol to excess (hysteria group, 2 per cent; con¬ 
trols, 0.0 per cent; significance ratio, 1.0), and per¬ 
centage of women who had been divorced at least once 
(hysteria group, 28 per cent; controls, 11 per cent; sig¬ 
nificance ratio, 1.6). * ‘ 

Observations were made to determine whether hys¬ 
teria patients appeared significantly younger for their age 
than other women. The hysteria patients averaged an 
estimated appearance of 1.3 years younger than their 
stated age, and the hospitalized healthy controls 0.2 
years younger than their stated age and the controls with 
chronic medical illness 0.9 years older than their stated 
age. The differences in these values were not statistically 
significant (significance ratios: hysteria patients vs. 
healthy controls, 0.6; hysteria patients vs. medically ill 
controls, 1.6). Thus, women with hysteria were not 
found to be especially young-looking for their age; there¬ 
fore, this is not a useful diagnostic sign of hysteria. 

Some personal and social aspects of hysteria were 
investigated. Thirty-eight per cent of the hysteria patients, 
compared with none of the healthy controls, stated that 
they had had a significant amount of trouble with their 


schooling, either prolonged absences due to illness or 
impaired performance due to illness. This difference was 
statistically significant, with a significance ratio of 4.8. 
These patients had completed 1 1 years of school despite 
health troubles. This fact does not support the clinical 
idea that hysteria affects only the illiterate and feeble¬ 
minded. Sixty-seven per cent reported a significant 
amount of trouble at work, either prolonged absences or 
impaired performance due to illness. This difference was 
statistically significant, with a significance ratio of 6.0. 
Fifty per cent of the women with hysteria, compared with 
15 per cent of the healthy controls, had had a significant 
amount of marital trouble, either divorce, separation or 
active incompatability. This difference was statistically 
significant, with a significance ratio of 3.0. 

Patients with hysteria not only complained of many 
symptoms but also described their symptoms in a char¬ 
acteristic manner. The descriptions were imprecise, 
vague, exaggerated, colorful and dramatic. In addition, 
when asked to describe in detail a specific complain 1 , 
these patients would shift the subject, so that they wou 
be talking about an unrelated complaint or some seem- 


ngly irrelevant item in their past lives. ^ 

Thus, vomiting was described by a patient: “I vonu 
very ten minutes. Sometimes it lasts for two to three 
reeks at a time. Can’t even take liquids. I even von11 
rater. I can’t stand the smell of food.” Food dyscrasia 
ras described as, “I can’t eat pastries. Always pay on 
can’t eat steak now. I throw up whole milk-1 aiv y 
brow up the skins of tomatoes. Pudding made \w 
aimed milk makes me sick. I have to use fresh nu _ 
’ranee state was reported: “I passed out on the bam 
oom floor during my period and was still on the 
then they found me the next morning. Va “ ... 
/eight vvas described: “I can lose weight jus 













































905 


Vol. 146, No- 1° 

down the streeet. I can hold my breath and lose weight. 
I was down to 65 pounds at one tune. 

Especially prominent symptoms were pain, menstrual 
difficulties, alleged difficulty during pregnancy and diffi- 
culty.in sexual adjustment. 

Pain was a more frequent feature of the illness in New 
England women than the paralysis, blindness and am¬ 
nesia often assumed as most characteristic of the disease. 
There was a distinct contrast between the women pa¬ 
tients and healthy women with regard to headaches, ab¬ 
dominal pain, pain in back and extremities and pain 
associated with menses and sexual intercourse. 

Not only was there a high frequency of symptoms in 
women with hysteria associated with menstrual, sexual 
and reproductive functions, but also were such symp¬ 
toms described by the patients in a characteristic, color¬ 
ful and dramatic fashion. Thus, dysmenorrhea was de¬ 
scribed: “I can’t work. Every month I am in bed for 
several days. I have had to have morphine hypos. There 
is a throbbing pain in the legs as if the blood doesn’t 
circulate. Can’t go to the bathroom, as I faint”; or, “It’s 
murderl I want to die. It affects my nervous system.” 
Patients reported amenorrhea and irregularities in the 
menstrual cycle as of frequent occurrence. One third of 
the patients described menstrual lapses of three months 
or longer, and 30 per cent described irregularity as a 
characteristic feature of their menstrual cycle. Excessive 
bleeding was a complaint in 44 per cent of the patients. 
It was frequently described dramatically as a hemorrhage 
or a bleeding in clots and lumps. 

Sexual symptoms occurred in almost every case. 
Ninety-eight per cent of the women patients with hys¬ 
teria presented sexual symptoms of some type. The most 
common of these was indifference. The patients reported: 
“Have never been interested,” “It’s not a normal thing 
to me. Disgusting!” or “My husband has never bothered 
me.” To 70 per cent of the patients, as compared with 
15 per cent of the healthy women, sexual intercourse 
was not a source of pleasure or satisfaction. Representa¬ 
tive quotations from protocols included, “It’s just a part 
of my married life and I have to do it,” “I was always 
disappointed. Never really enjoyed it, but I had to please 
my husband” and “I have no feelings. It’s just a duty.” 
Sixty-three per cent of the patients, compared with 7 per 
cent of the healthy women, complained of dyspareunia. 
Patients reported: “Every time I had intercourse I 
swelled up on one side. It’s sore and burns, and after¬ 
wards is very painful” or “I hate it. I have a severe pain 
on the right side and have to go to bed for a day.” 

Pregnancy in the women with hysteria was accom¬ 
panied, according to their statements, by unusual diffi¬ 
culties. Fifty-six per cent of the patients, as compared 
with 5 per cent of the healthy controls and 8 per cent of 
the healthy postpartum women, described persistent 
vomiting beyond the third month of pregnancy. Labor 
and delivery were considered excessively difficult by 60 
per cent of the patient group, compared with 20 per cent 
of the healthy women and 24 per cent of the postpartum 
women. Difficulties commonly described by the patient 
group included prolonged and unusually severe labor and 
a high proportion of high forceps deliveries. 

A autre of Chief Complaints .—-The illness was char¬ 
acterized by nonspecific and multiple chief complaints. 
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the relevance of which was not clear (table 2). Despite 
the high frequency and dramatic quality of the symptoms 
it was remarkable that the reason for admission to a 
hospital was often vague or of doubtful relevance. Sixty- 
six per cent of the patients with hysteria, in contrast to 
30 per cent of the women hospitalized with chronic medi¬ 
cal illness, presented no specific chief complaint. Instead, 
in 48 per cent of the cases there was a welter of symp¬ 
toms, which were classified as multiple complaints. In 
other cases the reason for admission presented by the 
patient was not clear, nor did they seem relevant. Thus, 
patients reported: “I am sore all over. Can’t explain it. 
I have been sick all my life. Now I am alone since my 
husband died, and the doctor said I must come for help. 
It has taken $10,000 to keep me alive. This is my 
seventy-sixth hospitalization”; or “I have been taking 
care of my invalid mother, and I get very little rest or 


Table 2 .—Fifty iVotnen 

with Hysteria 

Compared 

with 

Thirty Medical Controls * 

Women 

with 

Hysteria. 

Medical 

Controls. Significance 


% 

% 

BatJo 

Chief complaint 

Nonspecific. 

. 66 

30 

S.l 

Multiple. 

. 48 

17 

2.8 

Irrelevant. 

. 40 

0 

4.0 

Specific symptoms 

Blindness. 

. 20 

3 

2.1 

Aphonia. 


13 

2.7 

Paralysis. 

. 33 

4 

2.9 

Urinary retention. 


U 

2.6 

Sexual symptoms. 

. 93 

52 

6.0 

Manner and attitude 

Talkative. 


20 

6.8 

Overly friendly.. 


30 

4.9 

Dramatic past history. 

. 9G 

0 

8.5 

Not helped by treatment...... 

. 76 

50 

2.3 

Operations t.. 


2.0 

3.3 

Gynecological operations t_ 

. 1.7 

0.6 

3.0 

Hospitalizations t. 

. 6.4 

3.2 

2.1 


* The differences between hysteria patients and medical controls are 
all statistically significant. 

t These values Indicate number per person. 


sleep,” or “My father came here for a check-up on his 
diabetes and insisted that I come along. I had a nervous 
breakdown in 1943 and have never gotten around to 
being really well.” These reports are in contrast to those 
of the chronic medically ill women patients, whose rea¬ 
sons for hospitalization and chief complaints were spe¬ 
cific and seemingly relevant. Specific symptoms associ¬ 
ated with hysteria, such as blindness, aphonia, paralysis 
and urinary retention, did not occur significantly in the 
chronically ill; nor were sexual symptoms prominent in 
women with actual chronic medical disease. 


Manner and. Attitude .—The manner and. attitude of. 
the patients with hysteria differed from that of the sick 
control subjects. Their past histories included, in addi¬ 
tion to multiplicity of symptoms, dramatic incidents re¬ 
lated to previous hospitalizations or happenings in their 
personal lives. The hysteria patients were more talkative 
more friendly and ingratiating. Despite their friendly atti- 
ude toward ffie physician and their ease in discussing 
then lfincss. t6 per cent of the women patients felt that 
•hay had „ol been helped by any preJu, uea^t, ; 
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Past History .—The past history of the patient with 
hysteria showed a significant excess in the number of 
previous hospital admissions and surgical operations 
when compared either with the medically ill or with the 
healthy control subjects (tables 2 and 3-). 

In patients with hysteria the total number of previous 
hospitalizations averaged 6.4 for each patient, as com¬ 
pared with 3.2 for the women with chronic medical ill¬ 
ness and 1.2 for the healthy control subjects. There was 
a total of 321 hospital admissions in the patient group, 
as compared with 97 in the medical control group and 
59 in the healthy control group. In brief, the woman 
patient with hysteria occupied a hospital bed twice as 
often as the woman with assorted medical illnesses, in- 


Table 3. — Operations and 

Hospital Admissions 

in Fifty 

Women with Hysteria Compared with 

Those in 

Fifty 

Healthy Women * 



Mean no. per person 

Women with 
Hysteria 

Healthy 

Controls 

Significance 

Ratio 

Minor surgical procedures. 


0.3 

3.4 

Major surgical operations.... 


1.2 

5.3 

Hospital admissions. 

. 0.4 

1.2 

3.G 

Total no, 




Minor surgical procedures. 

. 100 

15 

... 

Major surgical operations.... 


59 


Hospital admissions. 


59 

... 


* The differences between hysteria patients and healthy controls are 
all statistically significant. 


Table 4. —Comparison of Some Features of Twenty-Five 
Women with Hysteria and Those of Thirty-Eight 
Men with Diagnoses of “ Hysteria ” 



Women 

Men 

Significance 

Ratio 

Mean age (years). 

30.2 

30.2 

0.02 

Mean no. of symptoms. 

20 

11 

7.7 

Mean no. of major operations... 

2.8 

1.6 

2.3 

No eblef complaint *. 

52 

21 

2.3 

Dramatic past history *.. 

92 

10 

5.9 

Overtalkative * ... 

92 

10 

5.9 

Overly friendly *. 

80 

8 

5.8 

Pension problems *. 

8 

95 

0.8 

Military problems *. 

0 

24 

2.0 

Symptoms related to Injury *.... 

0 

55 

4.0 


* These values indicate per cent. 


eluding such diseases as carcinoma or duodenal ulcer, 
and five times as often as the average healthy woman. 

The patients had undergone an excessive number of 
surgical operations. There was a total of 190 major 
operations in the hysteria group, as compared with 59 
in the healthy control group. There was a mean of 3.8 
operations for the hysteria group, as compared with 1.2 
for the healthy control subjects and 2.0 for the medical 
control subjects. One patient with hysteria had 18 opera¬ 
tions. Gynecologic operations, such as dilation and curet¬ 
tage, salpingo-oophorectomy or hysterectomy, were done 
in 72 per cent of the hysteria patients but in only 18 per 
cent of the healthy control subjects (totals of 83 gyne¬ 
cologic operations, as contrasted with 13 gynecologic 
operations). Nearly one fourth (24 per cent) of the 
women patients with hysteria had been sterilized with 
surgical procedure before the age of 35. 

Appendectomy was done in 72 per cent of the patients, 
as compared with 28 per cent of the healthy control sub- 
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jects; dilation and curettage were done in 42 percental 
the hysteria patients, as compared with 4 per cent in 
control subjects, and tubo-ovarian operations were done 
in 46 per cent of the women with hysteria and in 10 per 
cent of the control subjects. 

Surgical operations performed on the women with 
hysteria involved removal of more than one organ in a 
significantly large number of cases when compared with 
those performed on healthy control subjects. There were 
42 instances (a mean of 0.84 for each patient) noted in 
which the operations involved the appendix plus the tube 
or the ovary, or the gallbladder plus the appendix or the 
multiple internal female genital organs. For the group of 
healthy women six such operations (a mean of 0.12) 
were recorded. For example, the operation for acute 
appendicitis in healthy women is confined to appendec¬ 
tomy; in abdominal pain associated with hysteria ex¬ 
ploratory surgery and removal of the appendix plus an 
ovary or some other organ was characteristic. 

Minor surgical procedures such as cystoscopic exami¬ 
nations, removals of more than three teeth at a time, 
skin operations, skin suturings, cauterizations of turbi¬ 
nates and dilations of the rectum were also encountered 
in hysteria more frequently than in the control groups. 
The mean for these procedures was 2.0 for each patient, 
as compared with 0.3 for the healthy control subjects. 

POSSIBILITY OF THE EXAMINER “SUGGESTING” 
SYMPTOMS TO PATIENTS 

The question arose whether or not the examiner and 
the questionnaire suggest symptoms to the patient. To 
test this point the following questions as to symptoms 
considered by the examiner to Be of unlikely occurrence 
in any group of patients were spaced through the ques¬ 
tionnaire: 

1. Has your hair turned white suddenly? 

2. Do you have pain in the tip of the left ear? 

3. Do you have pain in the right big toenail? 

4. Has the skin on.your thighs turned red? 

Patients with hysteria did not show a high number of 
“yes” answers to these questions. No patient answered 
“yes” to questions 1 and 4; only 6 per cent of the patients 
answered “yes” to questions 2 and 3. Moreover, three 
symptoms (story of sexual assault, 10 per cent, amnesias, 
6 per cent and attempted suicide, 4 per cent), which the 
investigators had expected to occur commonly as symp¬ 
toms of hysteria, revealed only a few “yes” answers. 
This suggests that the examiner’s attitude and inflection 
of voice in asking questions that he believed referred to 
common symptoms of hysteria were not the crucial fac¬ 
tors in determining the frequency of “yes” answers. 

COMPARISON OF HYSTERIA IN WOMEN 
WITH “HYSTERIA” IN MEN 

Few men with this disorder were seen in the civilian 
hospitals, and those who were seen were “compensation 
cases.” The illness as seen in the woman patient differed 
significantly from that referred to as hysteria in the men 
patients. Table 4 summarizes these differences. 

■The men patients presented a more specific and well 
defined chief complaint in contrast to the women, whose 
complaints were vague and nonspecific and in whom t c 
reason for readmission to the hospital was sometimes no 
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clear. The women with hysteria had a mean number of 
symptoms of 23, the men 11. 

In the women patients the following 20 symptoms 
occurred with statistically greater frequency, than in the 
men patients: double vision, lumps in throat, loss of 
voice, anxiety attacks, anorexia, food dyscrasia, abdomi¬ 
nal pain, nausea, constipation, diarrhea, unusual varia¬ 
tion in weight, sexual indifference, no sexual pleasure, 
painful intercourse, paralysis, paresthesia, faints, trances, 
crying easily and depressed state. There were no statisti¬ 
callySignificant differences in the following 17 symp¬ 
toms: headaches, blurred vision, transient blindness, 
dizzy spells, dyspnea, palpitation, vomiting, back pain, 
joint pain, pain in the extremities, fits, sleepwalking, 
sleep talking,' amnesia, nervousness, being easily upset 
and suicide attempts. Of these 17, the frequency was 
greater in 11 symptoms for the women and in only six 
for the men. 2 • 

Sexual difficulties were more prominent in the women 
than in the men, 98 per cent vs. 32 per cent. The past 
history of the women patients in 92 per cent of the cases 
included dramatic personal and medical happenings, as 
compared with 16 per cent of the men, and twice as 
many women patients had been subjected to major sur¬ 
gery (the mean number in the women was 2.8, as com¬ 
pared with 1.6 in the men). 

The manner and attitude of the women patients was 
characterized by friendliness, affability and loquacious¬ 
ness in describing symptoms, which was in contrast to 
that of the men patients. 

A remarkably striking difference between the men and 
women patients concerned the possibility of immediate 
and obvious gain from illness or symptoms in the men 
(table 4). During the course of the study in a civilian 
hospital, either in the diagnostic hospital or in the medi¬ 
cal or neurological services of a large municipal hospital, 
we were unable to find a case of hysteria in men com¬ 
parable to the cases seen in women. In all of the men pa¬ 
tients some factor of compensation was present. This 
factor was conspicuously absent in the women studied. 

COMMENT 

The data presented here show that women with diag¬ 
noses of hysteria in a.civilian hospital presented a char¬ 
acteristic clinical picture. The symptoms are multiple, 
and most of the symptoms occur in most of the patients. 
The past histories of the patients show many hospitali¬ 
zations and operations; the women with hysteria differ 
both from healthy control subjects and from patients 
with chronic medical illnesses in a myriad of ways. It is 
believed that the clinical picture is sufficiently character¬ 
istic and distinctive for practical use in everyday diag¬ 
nosis. It should be pointed out that these patients were 
re erred to a diagnostic hospital for diagnostic study, 
l erapeutic advice, or because the physician thought a 
c tunge might help. It is possible that these patients had a 
severer form of hysteria than the ordinary form. It is 
pro able that these patients were doing poorly on a thera- 

u |‘ c re S> n jen instituted by their physicians. The course 
o a hysteria therefore should not be inferred from these 

ata. It is not known what proportion of patients with 
hysteria, well managed from the onset of their illness, 


would escape the severer manifestations of hysteria pres¬ 
ent in some patients of this group. The data do show, 
however, that hysteria does not invariably vanish as the 
patient grows older; there were seven patients 50 years 
old or older in the series. The maximum age was 57. 

This report will not discuss the age old problem of 
hysteria in men. Suffice it to say here that no instances 
of hysteria in men were discovered in a civilian hospital, 
and that the “hysteria” diagnosed in men in the control 
study (those in service hospitals and with compensation 
problems) differed in many respects from the hysteria in 
women. 2 

The first important question arises whether or not the 
working definition of hysteria used in selecting these pa¬ 
tients determined completely the results of the investi¬ 
gation. It is probable that this factor had some impor¬ 
tance in the study but was not crucial. A clinical study of 
a disease, the cause of which is unknown and for which • 
no quantitative objective diagnostic criteria are present, 
probably always amounts to the process of making more 
precise the original definition. However, it should be 
pointed out that the absence of certain specific features 
or pattern of features did not exclude a patient from this 
study. For instance, the examiners had the clinical im¬ 
pression before the study that features such as sexual 
frigidity, an excessive number of surgical operations, 
gastrointestinal pain, paralysis and visual difficulties 
were common features of hysteria. However, no patient?; 
were excluded from the study simply because they lacked 
these symptoms. The invesigators started with the gen¬ 
eral impression that monosymptomatic hysteria in civil¬ 
ian population probably does not occur. The problem of 
whether or not such cases should be included in the series 
did not arise, because no case presenting this problem 
was referred. The examiners started with the impression 
that hysteria in civilian men was rare or nonexistent but 
would have included such cases in. the study if they had 
been discovered. Except for a few cases involving com¬ 
pensation and veterans’ problems, no cases resembling 
the characteristic diagnostic picture of hysteria were seen 
in men in civilian hospitals; it was necessary to go to 
service hospitals in order to see adequate numbers of 
cases in men with what was labeled “hysteria.” And, as 
noted previously, these service and compensation cases 
in men did not have the same clinical picture as cases 
of hysteria in women. It can and should be said that the 
original diagnostic criteria influenced in a general way 

the results of the study but did not determine the detailed 
results. 


—-r-.. atiacs vvneiner or noi 

the women with diagnoses of hysteria in this study have 
the same disorder that other observers call hysteria. This 
question cannot be answered from the literature at this 
time, and it is probable that comparisons with past litera- 
ture can never be made with finality. Almost the only 
authors who present quantitative clinical data about hys- 

l e f r m- are t ?‘ qUet ’’ and Savill -° Even ^ough the figures 
f this study are m good agreement with figures of these 

I. B. Ballierc et FUs^'lSsl!* 111 ' 111 ' 5 Ct th ” a P eut ‘que c!e l’hysterie, Paris, 

ditions, Lon’dM, H7j!‘Gmsh S er? a im Steria ^ AIIied Vas °- M <>tor Con- 
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authors in most instances (table 5), the three studies 
are not strictly comparable, because the methods of elicit¬ 
ing data and definitions of symptoms were not clearly 
enough stated to be accurately reproducible by anyone. 
Except for these two studies there have been two pre¬ 
dominant emphases in the literature concerning hysteria, 
namely, emphasis almost solely on the “neurological 
signs and symptoms,” found chiefly in the writings of 
neurologists, 10 and emphasis almost solely on the psycho¬ 
logical mechanisms called “conversion,” “contraction of 
the field of consciousness” and specific “complexes.” 11 
The results of this study cannot be fruitfully compared 
with the results of studies done exclusively from the 
above points of view. Neither the predominantly neuro¬ 
logical nor the predominantly speculative studies about 
psychological mechanisms have quantitative data, nor do 
the authors of such studies clearly state how their data 
were obtained. In addition, the data in the psychological 
studies are not presented in a form that is precise enough 
and sufficiently controlled to be reproducible by other 
workers. 

In spite of these difficulties in comparing the present 
study with the remainder of the literature, there are 
apparent gross similarities between patients in this study 
and those reported elsewhere. Of six classical symptoms 
of hysteria, namely, paralysis, blindness, urinary reten¬ 
tion, trances, fits and amnesia, 78 per cent of the patients 
in this study had at least one. Also, medical symptoms 
are noted in hysteria by other authors. 12 

No special study was made here of “stigmata” of 
hysteria, such as corneal anesthesia or pharyngeal anes¬ 
thesia. Sir Arthur Hurst 13 believed that these “stigmata” 
did not occur spontaneously and concluded that they 
were probably suggested by the examiner. He created 
new “stigmata,” namely, umbilical anesthesia, nasal 
anesthesia and the spiraling of the visual fields outward. 
In light of such data, no attention was paid to so-called 
classical stigmas in this study. The question arose, how¬ 
ever, whether or not the examiners in this study were 


10. (a) Head, H.: The Diagnosis of Hysteria, Brit. M. J. 1 : 827, 1922. 
C b ) Dana, C. L.: Hysteria and Organic Disease: A Study of the Diagnosis 
with Reports of Cases, M. Rec. 63:441, 1902. (c) Charcot, J. M.: Lec¬ 
tures on Disease of the Nervous System, London, The New Sydenham 
Society, 1877, vol. 1, translated by G. Sigerson; 1881, vol. 2, translated 
by G. Sigerson; 1889, vol. 3, translated by T. Savill. (d) Babinski, J.: 
Hysteria or Pithiatism, London, University of London Press, 1918. 

11. (a) Janet, P.: The Major Symptoms of Hysteria, New York, The 
Macmillan Company, 1907. ( b ) Freud, S.: Selected Papers on Hysteria and 
Other Psychoneuroses, translated by A. A. Brill, Nervous and Mental 
Disease Monograph Series no. 4, New York, Nervous and Mental Dis¬ 
ease Monographs, 1920. (c) Breuer, J., and Freud, S.: Studies in Hysteria, 
translated by A. A. Brill, Nervous and Mental Disease Monograph Series 
no. 61, New York, Nervous and Mental Disease Monographs, 1936. ( d ) 
Fcnichel, O.: Outline of Clinical Psychoanalysis, New York, The Psycho¬ 
analytic Quarterly Press, New York, W. W. Norton & Company, Inc., 
1934, (e) Kretschmer, E.: Hysteria, translated by O. H. Boltz, Nervous 
and Mental Disease Monograph Series no. 44, New York, Nervous and 
Mental Disease Monographs, 1926. 

12. (a) Briquet. 8 (6) Savill. 9 (c) Mitchell, S. \V.: Lectures on Disease 
of the Nervous System, Especially in Women, ed. 2, Philadelphia, Lea 
Brothers & Co., 1885. (d) Wechsler, I. S.: Textbook of Clinical Neurology, 
ed. 6, Philadelphia, W. B. Saunders Company, 1947. 

13. Hurst, A. F., and Symms, J. L. M,: A New Group of Hysterical 
“Stigmata,” in Seale Hayne Neurological Studies, edited by A. F. Hurst, 
London, Oxford University - Press, 1920, p. 21. 

14. (a) Babinski. 10d ( b ) Hurst. 13 

15. Wheeler, E. O.; White, P. D.; Reed, E. W., and Cohen, M. E.: 
Neurocirculatory Asthenia (Anxiety Neurosis, Effort Syndrome, Neuras¬ 
thenia): A 20 Year Follow-Up Study of 173 Patients, J. A. M. A. 143 i 
878 (March 25) 1950. 

16. (a) Freud. Ub (b) Breuer and Freud. 110 (c) Fenichel. ud (<J) Kret¬ 
schmer. 116 


creating their own “stigmata” by suggesting certain 
symptoms to the patients in the questionnaire method 
An attempt was made to control this factor by including 
four questions referable to symptoms that the examiners 
believed probably did not occur in hysteria, and it was 
demonstrated that the patients did not answer these ques¬ 
tions affirmatively. From this it was concluded that the 
higher proportion of patients answering affirmatively 
about the symptoms of hysteria was not simply a reflec¬ 
tion of the particular questions that were asked them. 


Table 5. — Prevalence of Symptoms in this Study Compared 
with Older Studies * 


Headache. 

This Study 
(50 Cases) 

04 

Briquet, 1859 
(430 Cases) 

U 

Savill, 1909 
(500 Cases) 

Blindness. 

20 

1 


Dizzy spells... 

72 

33 

Extremely 

Globus hystericus. 

74 

93 

Frequent 

Dyspnea. 

71 

93 


Abdominal pain. 

78 

91 


Menstrual difficulties.... 

82 

53 


Paralysis. 

33 

28 

n 

Back pain. 

56 

98 

,, 

Joint pain. 

28 

4 

,, 

Extremity pain..... 

02 

15 

„ 

Pits. 

12 

72 

31 

Trances. 

42 

4 

o 

Sleepwalking. 

20 


o 

Amnesia. 

6 

Occurs 

9 

Anxiety attacks. 

74 

Very often 

.. 

Palpitation. 

7G 

Frequent 

Prequent 

Anorexiu. 

78 

Common 


Food dyscrasia. 

76 

Common 


Hausen. 

82 

Common 


Vomiting. 

02 

Common 

Frequent 

Constipation. 

54 

Most frequent 

Frequent 

Urinary retention. 

43 

Prequent 


Paints. 

50 

Very Irequent 


Nervousness. 

08 

Frequent 


Cry easily. 

73 

Frequent 


Easily upset. 

GG 

Frequent 


Blurred vision.. 

G2 

Occurs 


Loss of voice. 

45 

Occurs 


Diarrhea.. 

46 

Occurs 


Menstrual pain. 

m 

Occurs 


Menstrual lapses. 

20 

Occurs 


Menstrual irregularity.... 

30 

Occurs 


Sexual frigidity. 

73 

Occurs 


Paresthesias. 

SO 

Occurs 


Dramatic past history.... 

96 


Occurs 


* Twelve symptoms noted In this study but no.t by Briquet o 
were not included in this table. Briquet and Savill mentioned 1 J 1 
toms not specifically studied here, ot which only chest ptnu-, 
and urinary frequency were said to occur frequently. 


Many observers have suggested that the phenomena 
of hysteria arise through the process of suggestion. 
Since it has been demonstrated that the examiners proba¬ 
bly did not suggest the symptoms, it should be aske 
whether or not there are other reasonable possibilities 
that should be investigated. Are the symptoms of hys¬ 
teria in New England reflections on the medical care, t ie 
health advertisements and twentieth century m edica 
folklore that could be suggested to the patient throug 
various mediums? If suggestion is an important par m 
hysteria symptomatology, as has been claime , 
might offer a plausible explanation of the origin ot s 
of the symptoms; but there are no crucial data to supp 
this, and controlled investigation would be necessary 
find out. 
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The question arises whether or not these patients might 
have some psychiatric disorder other than hysteria. The 
symptoms include those of anxiety neurosis (neuras¬ 
thenia, neurocirculatory asthenia), but more and differ¬ 
ent symptoms occur in hysteria than in that disorder, 
according to the clinical picture described elsewhere. 13 
During the time of this study the diagnosis of hypo¬ 
chondriasis was practically used not at all, and it is possi¬ 
ble that in studies by others this diagnosis might have 
been used in some of the patients. The clinical features 
of that disorder are not clear to us. Finally, no evidence 
of serious psychiatric disease requiring institutionali¬ 
zation was elicited in the follow-up period. No other 
psychiatric diagnosis could be made reasonably in these 
patients. 

It is believed that the symptoms presented here are 
characteristic of hysteria as it occurs today, and that this 
picture is probably what others have observed and 
termed hysteria. Other methods of diagnosing hysteria are 
in general use. Some clinicians rely on finding that the 
patient has a worry, problem or conflict. In our opinion 
this is so nonspecific that it is grossly unreliable. Other 
writers emphasize specific psychological “mechanisms” 
such as “conversion” or specific “complexes” 10 as impor¬ 
tant in the diagnosis of hysteria. These approaches have 
arisen largely from limited, uncontrolled observations on 
isolated cases, from speculation or from attempts to 
apply unproved theories and are not based on facts; in 
addition, the processes postulated are too complicated 
for ready clinical diagnostic purposes. 

Some clinicians feel, furthermore, that the absence of 
a diagnosis or the presence of unexplained or peculiar 
symptoms or signs is an adequate basis for the diagnosis 
of hysteria; we believe that this method is grossly un¬ 
reliable. Still other-observers attempt to diagnose hys¬ 
teria by trying to ascertain whether the symptoms and 
signs, neurological or otherwise, do or do not follow 
what they consider to be known “anatomic and physio¬ 
logic boundaries.” All these methods of attempting to 
diagnose hysteria fail to take into account the entire 
symptomatic clinical picture. Instead, they attempt to 
use some special theory or belief as to the nature of 
hysteria rather than apply the tested system of using 
history and physical examination in arriving at a diag¬ 
nosis. 

From the results of this investigation, it seems proper 
to suggest that the diagnosis of hysteria might be made by 
following the standard procedure used in the general field 
of diagnostic medicine: that is, determining the facts of 
the chief complaint, past history, physical examination 
and laboratory investigation. If the relevant symptoms of 
hysteria arc known, this method can be applied by any 
physician without the use of special techniques, dream 
analysis or prolonged investigation of psychological con- 
lcts. We believe that in our hands, and in the hands of 
residents and interns who have been instructed in these 
methods, this approach to hysteria has offered a useful 
tool for accurate diagnosis. It is suggested that the use of 
t us method will allow the observer to diagnose hysteria 
w ten it really exists and to avoid making a false diagnosis 
of hysteria when it does not exist. It is further believed 
that this offers a sound basis for further clinical studies 


and for clinical investigation, which must always rest on 
the basis of accurate clinical observations. 

These studies give no information about the cause of 
hysteria or about the specific, mechanisms of symptoms. 
It is believed that these are unknown. Further, it is 
believed that they will be discovered by scientific investi¬ 
gation, rather than by the use of nonscientific methods, 
such as pure discussion, speculation, further reasoning 
from the dictums of “authorities” or “schools of psy¬ 
chology” or the use of such pretentious undefined words 
as “unconscious,” “depth psychology,” “psychodynam-^ 
ics,” “psychosomatic,” and “Oedipus complex,” and that" 
fundamental investigation must rest on a firm clinical 
basis. 

CONCLUSIONS 

1. From this study of 50 cases of hysteria in a civilian 
hospital it is concluded that hysteria probably has a char¬ 
acteristic clinical picture. 

2. The age of onset was less than 35 years in all 
patients. 

3. The disorder was seen only in women. It was con¬ 
cluded that, if patients with compensation, pension, 
insurance and service or veterans’ problems were ex¬ 
cluded;''hysteria is seen rarely or not at all in men. 

4. The illness was never monosymptomatic. No pa¬ 
tient had fewer than 11 symptoms. The mean number 
was 23. 

5. Characteristic features include lack of chief com¬ 
plaints, history of excessive surgical operations and hos¬ 
pitalizations, multiplicity of vaguely described present 
complaints, dysmenorrhea, sexual frigidity and dyspa- 
reunia, a friendly and overtalkative manner during the 
examination and a dramatic manner of describing past 
symptoms and illnesses. 

6. The clinical picture of hysteria in civilian women 
is not the same as that seen in men with diagnoses of 
“hysteria” in service hospitals, or in patients, men or wo¬ 
men, with obvious compensation and pension problems. 

7. The conventional method of diagnosis employed in 
medical practice, that is, the use of history, examination 
and relevant laboratory data, seems equally applicable to 
the diagnosis of hysteria and seems preferable to attempts 
to use unproved psychological theories or complexes for 
this purpose. 

8. As judged from a short term follow-up, this con¬ 
cept of hysteria and its diagnostic features seems reliable 
enough to warrant further clinical trial and to serve as 
a basis for further research. 


Pregnancy and Diabetes-Diabetes is a serious complication < 
pregnancy, in that, the fetal mortality has been conside rabl 
higher than in normal pregnancy. In the past, mortality rate 
of infants have ranged between 30 and 50 per cent. The la: 
eca e, however, has witnessed a growing awareness on th 

Fnhe r en» 0 - bSlelr,C ' an ’ mternist and Pediatrician of the problem 
inherent in pregnancy complicated by diabetes As a result n 

increased knowledge and experience, fetal mort^ty ha beeF 
lowered to the point where the physician may assure The aveS 

chance” ofTii-r ^ can fae “^‘aken, a goo 
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In reviewing the causes of maternal deaths in the De¬ 
partment of Obstetrics at the Cook County Hospital, we 
found that in an 11 year period only three women with 
adequate antepartum care had died of heart disease and 
its complications. In the same period however, 21 preg¬ 
nant women with cardiac disease who had inadequate 
or no antepartum care died. This seemed to us signifi¬ 
cant enough to warrant a careful study of the value of 
antepartum care to pregnant women with cardiac 
disease. 

The Department of Obstetrics at the Cook County 
Hospital has had a special clinic for pregnancy-compli¬ 
cating heart disease since 1925. In 1935 one of us 
(J.E.F.) 1 reported on 126 closely controlled pregnant 
women with heart disease. In 1937 Engbring and Sutton 2 
reported on the clinic. There was one death from malig- 


Table 1. — Ages of Patients Referred to the Prenatal 



Cardiac Clinic 


Ace, Yr. 

Total 

Per Cent 


. 209 

2C.12 

51.30 

20-29. 


30-39. 

. . 191 

18.54 

3.69 

40 and over. 


Not given. 


0.29 

Total. 


100.00 


Table 2.— Cardiac 

Status 


Classification 

No. 

Per Cent 

Definite organic heart disease. 

. 460 

44.66 

Normal hearts. 

. 83 

8.64 

Functional group. 

Systolic murmurs often complicated by 

. 482 

46.80 


arrhythmia . 429 41.G5 


Miscellaneous, accounted for by symptoms, 
arrhythmias without murmurs. 53 5.15 


nant endocarditis in these two groups of patients who 
had been under the constant direction of the prenatal 
cardiac clinic. 

The material presented here covers an 11 year period, 
from July 1936 to July 1947. During this period 28,668 
patients were admitted to the prenatal clinics, of whom 
1,030 (3.59 per cent) were referred there for cardiac 
evaluation. These women were referred by the attending 
and resident staff of the obstetrical department of the 
hospital, the prenatal clinics of the Chicago Board of 
Health and the Infant Welfare Society and local prac¬ 
titioners. 


From the Department of Obstetrics, Cook County Hospital. 

From the Department of Obstetrics and Gynecology, Northwestern 
University Medical School. 

1. Fitzgerald, J. E.: Management of Pregnant Women with Heart 
Disease, Am. J. Obst. & Gynec. 29 : 53-61 (Jan.) 1935. 

2. Engbring, G., and Sutton, D. C.: Heart Disease and Pregnancy, 
Illinois M. J. 72: 147-153 (Aug.) 1937. 

3. Hamilton, B. E., and Kellogg, F. S.: Cardiac Disease and Preg¬ 
nancy: Medical and Obstetric Handling, J. A. M. A. 91: 1942-1944 (Dec. 
22) 1928. 

4. Jensen, J.: The Heart in Pregnancy, St. Louis, C. V. Mosby Com¬ 
pany, 1938, p. 82. 

5. Sodeman, W. A.: Cardiac Changes in Pregnancy Unrelated to 
Usual Etiologic Types of Heart Disease, Am. Heart J. 19: 385-397 (April) 
1940. 


The reasons for the patients’ referrals were the follow¬ 
ing: histories of heart disease; symptoms of possible or 
probable heart disease, such as dyspnea, edema, tachy¬ 
cardia, chest pain or heart consciousness; presence of 
typical lesions, especially those of rheumatic heart dis¬ 
ease; murmurs of unknown origin, and arrhythmias or 
clinical signs of hyperthyroidism. Of the 1,030 referred 
patients, 765, or approximately three fourths (74.27 per 
cent), were Negro, a ratio of 3:1, which corresponds 
essentially with the racial distribution of all antepartum 
admissions. 

The length of observation varied from a single visit to 
repeated visits over a period of years. Two hundred and 
ninety-six women were observed for a period of one year 
or more, and, of these, 67 were observed for a period of 
five to 11 years. 

Approximately one fourth (26.12 per cent) of the 
group (table 1) was below the age of twenty. One half 
of the group was in the 20 to 29 age bracket. In the third 
decade, the majority of patients referred were under the 
age of 35, and only 3.69 per cent were over the age of 40. 

The number of children of each mother varied from 
one to four; the average was 2.53. This relatively low 
figure is due to the high per cent of primiparas (456 or 
45.9 per cent) who attended the clinic. 


INCIDENCE, TYPES AND DISTRIBUTION OF 
HEART DISEASE 

Of the 1,030 patients studied, not all were found to 
have definite organic heart disease. Some were normal, 
while others manifested the functional heart of preg¬ 
nancy syndrome. 

The incidence of organic heart disease (table 2) in 
our 1,030 patients is 44.66 per cent, which is higher than 
the 25 per cent reported by Hamilton and Kellogg 3 and 
the 21.6 per cent of Engbring and Sutton 2 in similar 
studies. Some of the disparity is explained by the differ¬ 
ences in the degree of criteria used to differentiate the 
organic heart disease from the functional heart disease o 


pregnancy. 

The syndrome of functional heart disease has also 
been called gestatory heart disease. Anatomic changes 
due to increased cardiac work, added cardiac strain an 
rotational changes caused by the growing uterus are 
responsible for variations in sound, rhythm and sue 
symptoms as palpitation and dyspnea. This syndrome 
presents a problem in diagnosis only during the last ri- 
mester. The differentiation of functional from organic 
heart disease is important from the standpoint of therapy 
and prognosis. Functional disturbances of the hear 
not require any therapy other than reassurance an m 

sedation. T nar . 

The incidence of murmurs varies widely, in comp 

able studies Jensen 4 found values ranging ro c m , _ n 5 
75 per cent, with an average of 28 per cent; So 
reported an incidence of 45 per cent, and Engbring 
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Sutton - reported an incidence of 37.2 per cent. Our 

incidence %vas 41.6 per cent. 

The distribution of the 460 organic heart lesions is 
shown in table 3. There were 426 (92.60 per cent) le¬ 
sions of rheumatic origin, while 34 (7.4 per cent) con¬ 
stituted all other groups. This marked preponderance of 
rheumatic fever sequelae is easily explained by the well 
known tendency of rheumatic heart disease 8 to occur in 

the young. ...... 

Before we discuss this group further, it is desirable to 
give our interpretation of the terms involved. Following 
the lead of Engbring and Sutton, 2 we believe that the 
initial lesion in the valves is one of insufficiency or regur¬ 
gitation. After approximately two years, stenosis takes 
place. Clinically the stenotic lesion is the predominant 
one. The term “mitral heart disease” is used to denote the 
presence of insufficiency and/or stenosis and, as such, is 
synonymous with the expression “double mitral. ’ 
Histories of rheumatic fever were obtained from 174, 
or 40.7 per cent, of the patients (table 4). This tends to 
confirm the findings of Edward Stieglitz ■ that half of 
the maternity patients with organic heart disease have no 
knowledge of the cardiac disorder prior to its discovery 
at the antepartum examination. 

Syphilitic heart disease with positive serologic reaction 
was encountered in five instances. One lesion was of the 
aortic insufficiency type, and four were aortitis. All were 
treated, and the 'deliveries and puerperia were unevent¬ 
ful. The infants were free from infection during the 
period of observation. Two of these patients were 22 
years of age, and the others were 34, 36 and 41 years 
respectively. The mean number of children was 2.5. 
There were no complications or deaths in this group. 

Three instances of thyrotoxicosis associated with mi¬ 
tral heart disease were found. The typical symptoms of 
palpitation, tachycardia, heart consciousness, moist skin, 
nervousness, tremor and increased metabolic rates were 
noted in all three women. In one patient, who had under¬ 
gone thyroid operations on two previous occasions, a 
complicating auricular fibrillation with a recurrence of 
toxicity developed, and she had to undergo a third thy¬ 
roid operation. All three of these women were in the 
early thirties—further evidence that thyrotoxicosis elects 
the third decade as its most frequent time of appearance. 

Hypertensive heart disease was present in 22 in¬ 
stances. In contrast to rheumatic heart disease, this con¬ 
dition was found in relatively older patients. The higher 
ratio of Negro to white patients also illustrates the ten¬ 
dency of that race toward hypertensive cardiovascular 
disease in the northern environment. The average age of 
this group on admission was 32 years. 

Congenital heart disease was noted in three patients. 
They had disease of the patent ductus arteriosus type, as 
revealed by physical examination, fluoroscopy and roent¬ 
genography. Their ages were 14,16 and IS years respec¬ 
tively, and they had no history of decompensation. Only 
one knew of the presence of heart disease. Their labors 
were of average duration, and they were delivered of 
normal term infants, by means of episiotomy and low 
forceps while under pudendal block anesthesia. The 
puerperal courses were uneventful. 

Coronary sclerosis was found in one p 3 tient. She was 
a 43 year old white muhipara, who had been followed at 
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another clinic for three years and was taking digitalis and 
potassium iodide. She had a history of recurrent attacks 
of dyspnea, with some precordial pain; there were find¬ 
ings of an apical systolic murmur, left ventricular en¬ 
largement, gallop rhythm and blood pressure of 120/90. 

Auricular fibrillation beginning in pregnancy or puer- 
perium was encountered four times. One patient was a 
Negro primigravida, 32 years of age, in whom the auric¬ 
ular fibrillation was associated with mitral heart disease 
and thyrotoxicosis. The second was a sextiparous, multi- 
gravid white woman, 31 years old, who was admitted to 
the Cook County Hospital because of early decompen¬ 
sation due to chronic rheumatic heart disease with auric¬ 
ular fibrillation. As soon as compensation was estab¬ 
lished, abdominal hysterotomy and sterilization were 
performed. She was discharged in a compensated state 
on digitalis therapy. The third patient was a uniparous, 
bigravid Negro, 30 years old, who was admitted to the 

Table 3,— Etiological Classification 

Total Per Cent 
42G 02.$ 

S9t 

7 
\ 

24 

5 7.4 

22 
T 

3 
3 

4co mo 


Disease 

Rheumatic heart disease. 

Mitral heart disease. 

Aortic heart disease 

Regurgitation ... 

Stenosis ... 

Combined mitral and aortic 

disease ... 

Sspbttitfe heart disease. 

Hypertensive heart disease. 

Corona ry sclerosis... 

Congenital heart disease.. 

Thyrotoxicosis . 

Total ... 


Table 4.— Past History of Rheumatic Group 


Disease Total 

Rheumatic fever ........ 300 

Rheumatic fever and scarlet fever. 5 

Rheumatic lever and chorea.... 2 

Rheumatic fever and diphtheria... 1 

Chorea . 2 

Scarlet fever .. 24 

Diphtheria . 2 

Scarlet fever and diphtheria. 5 

Typhoid fever . 1 

Tonsillitis and frequent sore throats... 34 

No history .. 204 

Total . 426 


Cook County Hospital when she was three months’ preg¬ 
nant; she had chronic rheumatic heart disease. There was 
slow fibrillation under digitalis management. This patient 
aborted spontaneously shortly after admission and re¬ 
fused sterilization. At her only postpartum visit she was 
in fairly good condition and in a compensated state. The 
fourth patient was a triparous, quadrigravid white wo¬ 
man, 31 years old, who was five months’ pregnant and 
had mitral stenosis and auricular fibrillation. She was 
delivered of a full term infant uneventfully. One and a 
half years later, this patient was in good condition but 
still with slow fibrillations. The mean age of the fibrii- 
lating group was 30.6 years, and the average number of 
children was 2.6. 


It is evident from the material reviewed that there 
were many with severe cardiac disease among the 460 
women with organic heart defects followed in the pre- 


36-46 wSnm Cat<lhC m '* Se in 0bs,clri ". Am. J. Surg. 
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natal cardiac clinic. However, all these women, with 
three exceptions, were delivered safely. 

During the same 11 year period, the records of the 
Cook County Hospital show that 55,938 mothers were 
delivered of viable infants and that the conditions of 704 
of these women were diagnosed as organic heart disease. 
Furthermore, 24 maternal deaths were attributed to car¬ 
diac disease and its complications. There were 244 
women with organic heart disease who were not seen in 


J.A.M.A., July 1 t jjjj 

pitalization; one died six days after admission, and at 
autopsy vegetative and verrucous endocarditis of the 
mitral valve was revealed. The other died 27 hours after 
admission, with a clinical diagnosis of aortic regurgi¬ 
tation, double mitral lesion and possible patent ductus 
arteriosus. 

The two patients who are said to have been under 
the care of family physicians entered in a serious state. 
One patient was seven months pregnant and presented 


Table 5 .—Fatalities 


Antepartum 


Tear 

Initials 

Age 

Para 

Gravida 

Gestation 

Care 

Delivery 

Died 

1936 

J.G. 

30 

4 

8 

8 mo. 

No 

Spontaneous 

32 hr. PP. 

1937 

1. R. 

21 

2 

3 

4 mo. 

CCH* 

cardiac 

Hysterotomy 

8 days PO. 

1937 

O. L. 

24 

0 

1 

6 \vk. 

No 

Surgical (for 
ectopic preg.) 

2 days BO. 

1937 

A, S. 

18 

0 

1 

7% mo. 

No 

Undel. 

(J hr. in 

CCH 

193S 

c. c. 

31 

4 

5 

Tern 

No 

Spontaneous 

3 days PP. 

1933 

A. G. 

23 

0 

1 

6 mo. 

No 

Spontaneous 5 
mo. fetus 

7 hr, PP. 

1933 

It. T. 

18 

2 

3 

10 wk. 

OCH 

cardiac 

Hysterotomy 

13 days BO. 

1938 

K. D. 

19 

0 

1 

8% mo. 

CCH 1 visit 
at SIS mo. 

Spontaneous 

30 days PP. 

1939 

R. A. 

? 

? 

? 

7-8 mo.? 

No 

Spontaneous 

37 days PP. 

1939 

E. M. 

34 

4 

12 

8 wk. 

No 

Slippery 

a days 








elm ab. 

CCH 

19-10 

D. S. 

21 

0 

1 

8 mo. 

Board of 
Health 
clinic 1 visit 

Spontaneous 

U days PP. 

1940 

J. K. 

23 

1 

o 

Term 

CCH 

Bag Induc¬ 

H br. PP. 






1 visit 

tion 


1940 

31. S. 

30 

3 

3 

6 mo. 

No 

Private M.D., 
spontaneous 
at home 

2 wk-. PP. 

1941 

J. B. 

42 

1 

2 

7 mo. 

Private 

Undelivered 

5 hr. in 






31.D. 


CCH 

1942 

31. A. 

32 

3 

4 

0 mo. 

No 

C mo. S. B. 

13 days PP. 

1942 

31. S. 

19 

2 

4 

5 mo. 

No 

5 mo. Ab, 

22 Bays PP. 

1942 

C. 0. 

30 

2 

3 

Term 

No 

C. S. for 
disprop. 

30 days PO. 

1944 

J. B. 

35 

5 

6 

2 mo. 

CCH 

cardiac 

Hysterotomy 

d days PO. 

1945 

H. S. 

40 

0 

1 

7 mo. 

No 

Spontaneous 

9 days PP. 

1945 

A. J. 

45 

13 

18 

8 mo. 

Private 

Undelivered 

8 days in 






ALP. 


CCH 

1945 

L. A. 

20 

1 

2 

8 mo. 

Chicago 

Undelivered 

27 hr. in 





Maternity 

Center 


CCH 



1945 

R. S. 

37 

4 

5 

Term 

No 

Low’ forceps 
caudal 

4 days PP. 

1946 

31, S. 

20 

0 

1 

4 mo. 

No 

Undelivered 

I hr. 13 min. 
in CCH 

1947 

P. H. 

24 

0 

1 

Term 

No 

Outlet forceps 

12 br. PP. 


* The initials CCH denote Cook County Hospital. 


Cause- of Death and Contributing Factors 
Rheum, heart: acute failure; clinical 
impression 

Endocarditis: obliterative pericarditis, 
recent embolus in pulmonary artery and 
lower lobe of right lung; autopsy 
PO. hemorr. from vessel in post. rt. broad 
lig.; veg. endocarditis of median aortic 
leaflet; autopsy diag. 

Veg. and verrucous endocarditis of mitral 
and aortic valves: autopsy 
Pneumonia: verrucous endocarditis; 
autopsy 

Veg. endocarditis with brain emboli: 

infiuenzal bronchopneumonia; autopsy 

Sepsis: veg. endocarditis, hemolytic strep. 

blood cultures; autopsy 

Veg. bacterial endocarditis: pelvic thrombe- 

phlebitis, Staph, aureus on blood culture; 

autopsy 

Pulmonary embolus: patient known, to bare 
cardiac disease; fibrillation; clinical impreisioa 
Acute veg. endocarditis with stenosis: acuta 
metritis and endometritis; autopsy 
Veg. and verrucous endocardia's of mitral 
valve: autopsy 

Intestinal obstruction: fatal endocarditis 
with terminal bilateral hydrotborax; ciiaical 
impression 

Sepsis: thrombophlebitis, endocarditis of 
mitral valve; autopsy 

Mitral stenosis: fibrillation; auricular in¬ 
sufficiency; clinical impression 
Grade 3 rheum, heart (since age 0): acute 
failure; clinical diagnosis 
Vegetative, recurrent endocarditis of mitral 
valve with infarcts in spleen and kidneys; 
autopsy 

Progressive ini. endocarditis of mitral valve, 
blood culture bemolyzing strep.; autopsy 
Rheumatic heart disease: Pulmonary and 
cerebral embolism; ciiaical impression 
Bronchopneumonia: hypertensive beart dis¬ 
ease, severe preedampsia; clinical diagnosis 
Chronic rheumatic heart: renal disease; 
autopsy 

Patent ductus arteriosus: aortic regurgi¬ 
tation, double mitral lesion; cnnicai 
diagnosis 

Endocarditis mitral valve developed ao 
old fibroplastic deformity; stenosis oi 
mitral valve: autopsy 
Vegetative endocarditis with active mural 
stenosis; autopsy 

Verrucous endocarditis: pulmonary c m » 
nephrosis; autopsy 


the cardiac clinic, and from this group there were 21 
deaths. Most of these patients were considered as being 
of functional class 4 when they first came under our 
observation. 

A summary of the fatalities demonstrates disasters 
which occur in the absence of adequate antepartum care 

(table 5). summary of fatalities 

Fifteen of the patients who died had no antepartum 
attention whatsoever. Two patients visited local maternai 
agencies but once and were referred immediately for bos- 


a picture of auricular fibrillation, mitral heart diseas 
and severe decompensation. She died undelivered, 
hours after entrance, and permission for autopsy' v 
denied. The second patient was eight months P re ° 
and died eight days after admission; at autopsych 
rheumatic heart disease with renal disease was re . 

Those who attended the Cook County Hospital Climes 
only once fared as follows: One entered at term, a- 
live red spontaneously and died 50 days later of s ^ 

bacterial endocarditis. On admission her cardiac 1 

was mitral stenosis of rheumatic origin- The seco P 
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dent, a 23 year old uS^tedktclS, chUls In small. Accordingly, 

=^^rSksr^=s rt'SV": 

was heard over the entire P G o{ hospitah- that age definitely infi Xhe older the patient, 

decompensation was ^'.^J^rdand Levine suction na „cy complicating heart * 0 f 

zation, abdominal revealed whet her pregnant or not, the greater P 

gave no relief. Atoente o fe j t t j, a t emptying of a cardiac breakdown. influence on the 

a greatly distended ^ distent5onj an d therefore, a Gravidity and parity ih heart disease, and with care - 

the uterus would relieve The a0eot was de- ou{ iook for the woman with heart diseas , bg 

successful bag mdncuon ^ pndendal block management the expectancy of: bfc s 4) 

livered with low r F u„ a W as placed. She -wipned (Engbring and Sutton, Uppei 

anesthesia eight tier downhill course con- <• t0 Gorenberg and McGleary, 3 most o 

s^*«—■ 

is sssse 

* Erf fc tight tog. The second pattern had a ,,, . . - 

10 week pregnancy complicating a subacute bacteml t.,.1 .. 

endocarditis. Hysterotomy was don fl t hird eclampsia, and the other entered the Cook County Hos- 

days later of sepsis and vegetative endocardrt s^Th e p frQm a rupture d ectopic pregnancy. She 

patient was a 35 year old qumtiparous, sexbgravid ^ P^ ed on feut {ailed t0 reCOV er. At autopsy a 

man, with a long-standing history of card. ^ 0 ,„ er hemor ?hage from a vessel in the posterior portion of the 

complained of mild dyspnea, weakne P noticed right broad ligament, vegetative endocarditis of the 

the precordium These complmnts h dj> ^ ^ aortic leaflet and anemic infarcts of both kidneys 

since the onset ^pregnancy. Car ^ te g rotomy ao d wer e revealed. Six patients had been in a repeated de- 

of aortic insufficiency, ^bdon n( L ope ratively, a compensated state during these pregnancies and died, 

sterilization were done. Three days p P she Fourteen were in a decompensated state for the first 

left hemiplegia developed. Six days pos P ’ per _ and djed Tw0 reC ords failed to reveal a past 

suddenly became dyspneic: andl cyan ^ ^ basis . history of car diac disease. It would seem from this series 

mission or au opsy was n ^ q lmonary an d that cardiac decompensation in a pregnant woman is 
the cause of death was considered v more serious than that in a nonpregnant woman. 

cerebral embolism. pregnant Since 92.6 per cent of our patients had symptoms of 

nafient with^ardia'c disease 1 is not a good surgical risk. rheumatic heart disease, it is only natural that the compli- 

AU three were considered to be in a state of compensa- cations associated with this disease predominate as the 

don when operations were performed. The first two pa- roost frequent cause of death. Accordingly, the presence 

tients, who were operated on in 1937 and 1938, might of en docarditis was proved at autopsy in 15 cases, and 

have had a better opportunity for recovery in this day of j n one case ; t was diagnosed clinically. There were five 

chemotherapy, antibiotics and abundant blood. In all deaths aUr jbuted to acute failure of chronic rheumatic 

three instances the cardiac condition was such that the . . . . . 

hazard of continued pregnancy would also have been 3 Oppet, T. W,: Congestive Heart Failure in Pregnancy, Am. J. Obst. 

, “ & Gynec. 33:24-32 (lan.) 1940, 

fa rc,u ' . , 9 , Gorenberg, H., and McGleary. ]■: Rheumatic Heart Disease in Preg¬ 
in the entire series of 704 patients with organic neari ciaflcy; Evaluation of History, S. M. Soc. New Jersey 37:114-115 (March) 

disease, the pregnancy was interrupted in onlyeight im ^ TtcMmcnt of Heart Dj5ease in Pfegnancy , Am . obs,. 

instances. Before surgical intervention, eacn paueni vws & Gyflcc i4 . 7I4 _ 722 (0 ct.) 1942 . 

hospitalized until a maximum degree of compensation n, Jensen, J.; Wegner, C.; Keys, E. H„ Jr., and Smith, H. R.; Heart 

was Obtained. Three of this group died, and their cases mg* * Ycars ' E * petien «- Am - J - 0bs! ' & G * ncc - 39! 

have been discussed above. The remaining five made un- 12 _ stromme, W. B„ and Kuder, K.: Heart Disease in Pregnancy, Am., 

eventful recoveries. Obst. & Gynec. 33:264-272 (Aug/) 1946. 
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heart. Auricular fibrillation was present in two patients; 
in one it was associated with rheumatic heart disease, 
and in the other it was associated with a fatal pulmonary 
embolus. 

MANAGEMENT OF THE PREGNANT PATIENT WITH 
CARDIAC DISEASE 

The management of the pregnant woman with cardiac 
disease should begin long before the onset of gestation. 
It should date back to the day of her initial illness. Mar¬ 
riage and pregnancy call for reevaluation of her cardiac 
functional capacity. The pregestational classification of 
her cardiac status offers a good index of what may be 
expected. 

During pregnancy a study should be made of the pa¬ 
tient’s functional capacity; she should then be classified 
in one of the four classes specified by the American 
Heart Association and her activities regulated accord¬ 
ingly. We utilize a dietary regimen which supplies food 
essentials and which at the same time avoids causing 
digestive distress. Usually it is low in caloric value, salt 
and fat, moderate in carbohydrate and high in protein. 
Every effort is made to keep the patient’s total weight 
gain at 20 pounds (9.1 Kg.) or less. 

The barbiturates are used freely in this group of 
patients. Digitalis is not employed routinely and quinidine 
seldom and only when indicated. Should digitalization 
appear necessary, the patient is hospitalized for study 
and treatment. 

Bed rest is encouraged. All patients are asked to rest 
one hour and preferably two each afternoon. They are 
instructed to sleep at least eight hours each night. Bed 
rest constitutes the most effective single therapeutic agent 
in the treatment of heart disease. One of us (J. E. F.) 1 
reported that absolute bed rest reduced the incidence of 
decompensation in pregnant patients with cardiac disease 
from 22.3 to 2.5 per cent. Gorenberg 13 stated that abso¬ 
lute bed rest reduced the maternal mortality rate from 
3.5 per cent to 0.64 per cent. According to Claha, 14 de¬ 
compensation during labor and the puerperal period 
occurs about five times as frequently in women who have 
inadequate bed rest as it does in those who have frequent 
and prolonged rest periods. 

Functional class 1 patients usually do not require hos¬ 
pital care until the onset of labor. Class 2 patients are 
admitted at the time of diagnosis and are hospitalized 
until they become class 1 and are then followed in the 
prenatal cardiac clinic. These patients are subsequently 
hospitalized one week before their expected date of de¬ 
livery. Class 3 and class 4 patients are admitted promptly 
for study and treatment. The patients with severe cardiac 
disease are hospitalized for the remainder of the gesta¬ 
tional and puerperal periods or until compensated. 

In our opinion the patient with cardiac disease may be 
safely delivered from below, if there is no obstetric con¬ 
traindication. The cardiac condition per se does not 
necessitate a cesarean section. On rare occasions, how¬ 
ever, surgical intervention may be necessary because of 
obstetrical complications. We do not agree with the con¬ 
tention that section is less hazardous to the damaged 


heart than a well managed normal labor. Cesarean sec¬ 
tion adds the burden of laparotomy as well as its potential 
complications of ileus, sepsis, thrombosis and embolism 
Gorenberg and McCleary 10 have shown that the mor¬ 
bidity and mortality rates are higher when cesarean sec¬ 
tion is employed. Pregnant women with cardiac defects 
are exceedingly poor surgical risks. Therefore, when¬ 
ever possible, one should allow the baby to deliver 
through the natural and safest route, through the vagina, 

The cardiopath in labor requires constant vigilance 
with particular attention devoted to pulse and respira¬ 
tion. Morphine or meperidine (demerol®) hydrochloride 
with scopolamine hydrobromide is used routinely. Digi¬ 
talis and oxygen are added if the pulse rate is over 110 
a minute and the respiratory rate is over 24. The second 
stage of labor is conducted so that it is as short as pos¬ 
sible, but at all times undue manipulations are avoided. 
A low forceps delivery is done as soon as obstetrical 
conditions are present. Pudendal block anesthesia and 
adequate episiotomy are routine. 

Care of the cardiopath does not cease with deliver)’. 
We have seen women deliver without difficulty and later 
show signs of decompensation. Sepsis is especially 
guarded against. Mild sedation is maintained, and longer 
periods of bed rest are required than for normal women, 
No patients are discharged until compensation is estab¬ 
lished. They are released with full instructions on dietary 
and therapeutic management and requested to report to 
the cardiac clinic two weeks after discharge for sub¬ 
sequent follow-up care and observation. 

SUMMARY 

1. The study covers the management of 704 mothers 
with organic heart disease out of a total of 55,938 women 
delivered of viable infants in an 11 year period at the 
Cook County Hospital. 

2. Of the 24 maternal deaths in cardiac patients re¬ 
viewed, only three patients had adequate antepartum 
care. 

3. The value of antepartum care in the pregnant 
cardiac patient is demonstrated. 

104 South Michigan Avenue (3). 

13. Gorenberg, H.: Rheumatic Heart Disease: A Controllable Compli¬ 
cation of Pregnancy, Am. J. Obst. & Gynec. 45.- 835-840 (May) I • 

14. Claha, 3.; Klein, M., and Greenstein, N.: Rheumatic Head DW 
in Pregnant Women: Treatment in a City Hospital, New Vor 
Med. -10 :1242-1247 (Aug. 15) 1940. 


lay Not Too Much, Speak It Gently.—Your conduct m 
ick-roora, in conversation with the patient or his friends, is ^ 
natter of very great importance to their, welfare and to yo 
>wn reputation. . . • Say not too much, speak it gen 1 5'>J* 
juard it cautiously. Always remember that words used be 
satients or their friends are like coppers given to children, y 
hink little of them, but the children count them over and > 
nake all conceivable imaginary uses of them, and WJ ' 
:hange them into something or other which makes Ihe ' 
ind causes you to be sent for to clean out the stomach you im 
o unwittingly filled with trash; a task not so easy as > 

;ive them the means of filling it. The forming 0 . 0 f 

he utterance of a prognosis, and the laying own \y en . 
reatment, all demand certain particular cautions --OUve ^, 
iell Holmes, Currents and Counter Currents in Medical S 
loston, Ticknor & Fields, 1861, p. 399. 
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resistive exercises that can be instituted as a stmple office 
procedure. 

PHYSIOLOGIC CONSIDERATIONS 


The physiologic therapy of urinary stress incontinence 
was developed as the result of experience gathered in 
several thousand examinations carried out over a period 
of 14 years preceding 1946. These examinations of the 
pelvic outlet, however, differ in one important respec 
from the usual gynecologic investigation. Early in my 
studies it had become apparent that presence or absence 
of muscular function had an important bearing on the 
status of the pelvic outlet, and, accordingly, the degree 
of contraction that could be elicited through voluntary 
action was determined in every case. 

On the strength of such routine examinations for func¬ 
tion, it has been possible to establish the fact that in a 
patients suffering from simple urinary stress incontinence 
the voluntary muscles in the region of the vesical nec 
show evidence of loss of function and atrophy, often 
simulating a degree of paralysis. This impaired status 
of the neuromuscular structures can only in exceptional 
instances be traced to congenital anomalies or to disease 
of the spinal cord but is generally due to failure to de¬ 
velop a normal action pattern early in life. 

The process is most pronounced in the pubococcygeus 
muscle, which is the largest and strongest of the five 
diaphragms forming the pelvic floor. 3 Gainey 1 reported 
atrophy of the levator group in 31% of 1,000 post¬ 
partum patients who had received excellent obstetric 
care. In a series of 300 patients suffering from various 
degrees of incontinence, I noted lack of function and 
atrophy of the pubococcygeus muscle in all, including 
24 nulliparous women and two patients who had been 
delivered by Caesarean section. It is obvious that in the 
latter instances lack of function cannot have been caused 
by injury of the genital hiatus. Also, when the early 
histories of 100 primiparae and muitiparae with a com¬ 
plaint of urinary stress incontinence were closely studied, 
it was found that in at least 29 instances weak control 
of the bladder outlet had definitely existed prior to the 


,. the first c hild. All this indicates that the condition 
H ?rihed constitutes a distinct functional entity, which 

^canaHor emptying the bladder. In normal women the 
mechanism for ? holding urine in the bladder without con¬ 
scious effort and for voiding under voluntary contro 
depends upon balanced reflexes of the neuromuscular 
tissues situated at the juncture of vesical neck and 
Sd urethra. Such balance of the re^es mam- 
tained by the pubococcygeus muscle with its visceral 
extensions, which have been described in detail by Curtis 
and Anson. 1 Control of the bladder outlet, it is true, is not 
impaired in all women with faulty function of the 
pubococcygeus muscle. However, it has been established 
beyond any doubt that loss of function of the pubococcy¬ 
geus muscle is present in all women with true urinary 
stress incontinence. 

EXAMINATION 

Examination of patients for functional deficiencies of 
the muscles of the genital hiatus consists of observation, 
palpation, and measurement of the strength of contrac¬ 
tions. The patient is placed into the lithotomy position 
and requested to draw up, draw in, and retract the 
perineal muscles. Since many patients do not understand 
these instructions, they are asked to contract as though 
to check a bowel movement or stop the flow of urine. It 
is then observed whether this effort results in retraction 
of the perineum and, especially, of the meatus. 

One finger is introduced into the vagina, and its entire 
circumference is palpated, especially at the level of the 
middle third. The patient is instructed to repeat the con¬ 
tractions and also to contract the vaginal muscles upon 
the examining finger. The result of each single effort to 
contract is carefully noted, and it will be found that in 
about 60% of all women normal contractions occur. In 
more than 30% of women, however, no contractions, or 
only weak or delayed contractions, can be elicited in spite 
of diligent efforts. Patients with urinary stress incon- 


From the Department of Gynecology, University of Southern California 
School of Medicine. 

Read before the Section on Obstetrics 3nd Gynecology at the Ninety- 
Ninth Annual Session of the American Medical Association, San Fran¬ 
cisco, June 28, 1950. 
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tinence often remark that they had not known that volun¬ 
tary contraction of these muscles is possible. 

Lack of function of the pubococcygeus muscle is 
ordinarily accompanied with atrophy that becomes ap¬ 
parent to the palpating finger as marked roominess of the 
vagina in all directions, immediately within the introitus 
or at the level of the middle third of the vagina. Usually 
the walls are thin and bulging, show poor tone, and are 
freely movable, as if detached from their surrounding 
structures, conditions generally diagnosed as cystoure- 
throcele or moderate degrees of uterine prolapse. In pa¬ 
tients suffering from urinary stress incontinence, slight 
tensing or weak contractions of the pubococcygeus mus¬ 
cle may or may not be felt in the anterior quadrant of the 
vagina; however, even the slightest contractions elicited 
are of importance in physiologic therapy. Residual func¬ 
tion is most frequently observed in the posterior quadrant 
of the perineum and usually involves the superficial pil- 



The Perineometer, showing the resistance chamber in position, connected 
with a manometer for visual guidance in muscle education and resistive 
exercises of the pubococcygeus muscle. (Instruments for this study were 
supplied by the Perineometer Research Laboratory, Los Angeles 5.) 


lars of the levator ani. Contractions of the posterior plate 
of the levator sling may also be palpated behind the rectal 
pouch, and tensing of these muscles can often be traced 
to their origin in the os pubis. 

Further findings of prognostic importance include di¬ 
astasis of the pubococcygeus muscle as well as unilateral 
atrophy due to injury. 

The strength of contractions is estimated from the im¬ 
pression gained through palpation or is actually meas- 


5. Miller, N. F., and Hyde, B.: Gynecology and Gynecologic Nursing; 
with Chapters on the Gynecology Operating Room by Molly Kowal, 
and on the Psychosomatic Approach in Gynecology by Sprague Gardiner, 
Philadelphia, \V. B. Saunders Company, 1949, pt. 4, p. 134. 

6. Davies, J, VV.: The Pelvic Outlet—Its Practical Application, Surg., 
Gynec. & Obst 58: 70-78 (Jan.) 1934; Urinary Stress Incontinence; Ana¬ 
tomical Defect Found and Rational Method for Its Treatment, ibid. 67: 
273-280 (Sept.) 1938. 

7. Jones, E, G.: Role of Active Exercise in Pelvic Muscle Physiology, 
West. J. Surg. 5S: MG (Jan.) 1950. 
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ured with the aid of the Perineometer (Figure), This 
instrument consists of a pneumatic resistance chamber to 
which a manometer designed to register the strength of 
contractions of the muscles surrounding the vagina is 
attached. In women with normal function of thepubo- 
coccygeus muscle the reading will amount to 30 to 
60 mm. Hg, while in patients with urinary stress inconti¬ 
nence muscular function is poor or absent, and the 
manometer registers a pressure of 0 to 5 mm. Hg. 

In order to obtain correct measurements, it is neces¬ 
sary that the patient confine her efforts at contractions 
only to the muscles in the region of perineum and vagina. 
Patients with lack of awareness of function of the pubo¬ 
coccygeus muscle will invariably try to substitute con¬ 
tractions of extraneous muscles, especially those of the 
abdominal wall and gluteal region. 

THERAPY 

Perusal of seven current textbooks on obstetrics and 
gynecology failed to reveal any mention of active exer¬ 
cises for the relief of urinary stress incontinence. Milk' 
has advocated teaching women to tense their sphincltt 
mechanisms in order to prevent urinary stress incon¬ 
tinence in later life. According to Davies, 5 6 patients with 
urinary stress incontinence who present no gross ana¬ 
tomical injuries should be trained to develop the volun¬ 
tary muscles of the urethra by interrupting the urinary 
stream during the act of voiding and through contrac¬ 
tions during coitus. The crucial importance of the 
pubococcygeus muscle, however, has not been fully 
appreciated, and the therapeutic method described in the 
following is, as far as is known, the first attempt to train 
this muscle specifically in order to improve sphincteric 
function of the vagina and bladder outlet. 

Physiologic therapy is divided into two phases: muscle 
education and resistive exercise. 7 The only way in which 
a patient can become aware of her ability to contract 
muscles that she has never before used voluntarily is 
through association with other muscular functions in the 
neighborhood of the pubococcygeus muscle, which are 
already under conscious control. While the palpating fin¬ 
ger is over the pillars of the pubococcygeus, the patient 
is requested to contract the muscles of which she is cogni¬ 
zant, and a tensing of the pillars may be felt in most cases 
on exertion of strong efforts as though to stop a &o«'e 
movement, to stop the flow of urine, to retract the P®' 
neum, or to squeeze the palpating finger. It is made cer¬ 
tain that the patient understands dearly which specific 
effort leads to tensing of the pubococcygeus, and she « 
instructed to repeat exclusively these contractions. In the 
course of frequent repetitions of these efforts over a 
period of weeks, the strength of contractions will inae ® e 
and the patient will establish conscious control of e 
pubococcygeus muscle. The procedure may be compare 
with the effort to teach a left-handed person to use 
right hand, or, for that matter, to teach wiggling o 
ears with the aid of a mirror. 

While 
strength £ 
nents of t 
extension 
tate and i 


untary contractions alone will increase 
improve the function of the major conipo 
levator sling, they have little effect u P on 
! ^ pubococcygeus muscle, which m H 
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of the proximal urethra and middle third of the vagina. 
These small fibers, however, which evidently are closely 
related to the sphincteric mechanisms of the bladder 
neck and its functions, must be exercised through con¬ 
tractions extending over the entire circumference of the 
vagina. It is the purpose of the Perineometer, the main 
part of which consists of a resistance chamber of ana¬ 
tomic conformity, to serve as the object against which 
such squeezing contractions of all vaginal muscles can be 
exerted. Both muscle education and resistive exercises 
are facilitated through visual control of the effort exerted, 
and for this purpose a calibrated manometer has been 
attached to the cylindrical diaphragm. 

After the physician has made sure that the patient con¬ 
tracts the correct muscles and understands how to use 
the Perineometer, she is instructed to maintain a routine 
of adequate exercises—20 min. three times daily, or a 
total of 300 contractions. A weekly check of the patient’s 
efforts is essential; in the beginning of therapy the major¬ 
ity of patients are, as a rule, not using the right muscles 
and, therefore, need careful reinstruction. It is, further¬ 
more, highly important that undue fatigue be avoided. 

CONICAL COURSE AND RESULTS 
The clinical course and results of therapy s vary in two 
groups of patients. In urinary stress incontinence of the 
simple type, i. e., in cases in which partial control exists 
and the patient becomes incontinent only with coughing, 
sneezing, or straining, prompt improvement, usually in 
a few weeks, is the rule, while complete relief is observed 
after six to eight weeks. Urinary stress incontinence of 
the simple type is very frequent, and in the present series 
of over 500 cases more than 75% of all patients belonged 
in this category. In the past such women tolerated this 
annoying and embarrassing condition, with all its pos¬ 
sible undesirable psychological effects, because they felt 
that it was not serious enough to warrant surgical inter¬ 
vention. With the introduction of physiologic therapy, a 
quick, reliable, and conservative method of treatment has 
been developed for a condition for which no suitable 
therapy had existed heretofore. 

A different type of response was noted in women with 
incapacitating urinary stress incontinence of a degree that 
in the past had been usually treated by surgical interven¬ 
tion. Most of these patients had for many years worn 
pads to absorb the urine and had practically lost their 
normal reflexes of urination. In this subgroup of 146 
cases, furthermore, 66 women had been subjected to 
surgical measures involving the anterior vaginal wall, and 
these same patients had additionally undergone 60 major 
pelvic operations. In spite of this, complete relief was ob¬ 
tained by means of physiologic therapy alone in S4% of 
all instances. The remaining 16% with partial relief or 
allure included patients with such complicating factors 
as multiple surgical failures, senility, diabetes, obesity, 
ant mental deficiency. True stress incontinence is dis- 
inguished from incontinence due to neurological disease 
incontinence traceable to upper urinary tract 

Ordinarily it proved difficult to teach women with in¬ 
capacitating urinary stress incontinence awareness of 
unction of the pubococcygeus muscle, and in some in¬ 
stances various methods of instruction had to be em- 
p Q)ca over a year’s time before voluntary contractions 


of the muscle could be established. In those patients who 
had undergone radical surgical procedures in the region 
of the urethra, resistive exercises had to be continued for 
a longer time before symptomatic improvement could be 
observed, and in some instances the result remained in¬ 
complete. In all types of urinary stress incontinence, 
however, full and lasting relief may be expected only if 
the patient does not stop resistive exercises as soon as the 
first improvement is noted, but continues with the same 
diligence until not only function has been restored but a 
strengthening of the supportive and sphincteric structures 
becomes palpable. Such restoration of tone and function 
in muscles of the pelvic outlet Is comparable with the re¬ 
sults observed in other neuromusculofascial structures 
after specific active exercises. 

In this brief presentation of physiologic therapy for the 
treatment of urinary stress' incontinence, it was obviously 
not possible to touch upon all aspects of the complex 
subject. It should, however, be mentioned that in the 
treatment of “symptomatic cystoceie” urinary stress in¬ 
continence is first relieved by physiologic therapy and 
the cystourethrocele is repaired subsequently. Contra¬ 
indications for physiologic therapy are negligible, and in 
no instance was the condition aggravated; some of the 
most gratifying results were obtained in debilitated 
women in the eighth decade of life. The most important 
application of the new method may be prophylactic 
treatment of women with poor function of the pubo- 
coccygeus muscle, especially in the prepartum and post¬ 
partum periods, and also before and after all types of 
plastic operations involving the sphincteric and suppor¬ 
tive structures of the pelvic outlet.' 1 

Initial results of this therapeutic plan are so encourag¬ 
ing that examination for function of the pelvic muscies is 
recommended as a routine procedure in ail obstetrical 
and gynecologic patients. 




The physiologic therapy of urinary stress incontinence 
is a simple and reliably successful office procedure, 
especially useful for early and moderately advanced 
cases for which no suitable conservative treatment has 
existed up to now. 

In women with true urinary stress incontinence the 
muscles of the region of the vesical neck show evidence 
of loss of function and atrophy. The pubococcygeus 
muscle possesses visceral extensions that interdigitate 
with the musculature of the bladder neck. Tone° and 
function of the muscles of the pelvic outlet can be re¬ 
stored through muscle education and active exercises of 
the pubococcygeus muscle. 

Examination and active exercises are facilitated by 
the use of a specially devised instrument, the Perine- 
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METACHRONOUS CARCINOMAS OF THE COLON 

Fred W. Rankin, M.D. 

and 

A. B. Conger Jr., M.D., Lexington, Ky. 


Metachronous cancers of the large bowel are unique 
enough in occurrence to be considered almost bizarre. 
Ewing and Boyd, among others, formerly believed that 
one carcinoma developing in a person conferred a certain 
immunity that prevented another primary carcinoma 
from developing, in contradistinction to a recurrence or a 
distant metastasis. As late as 1930, Lockhart-Mummery 1 
stated that there seemed to be sufficient clinical evi¬ 
dence to support the belief that one malignant growth 
inhibited the development of a second malignant lesion. 
However, more recently, with the increasing number of 
reports 2 of multiple cancers occurring simultaneously 
(synchronous carcinomas) and with an interval of time 
between (metachronous carcinmas), an almost diamet¬ 
rically opposite opinion has been thought to be correct. 
Indeed, Brindley 3 has gone so far as to state that “a pa¬ 
tient with one cancer is a good subject for the develop¬ 
ment of a second, and is more susceptible than one who 
is cancer-free.” 

In 1945 Berson and Berger 20 collected from the litera¬ 
ture 66 cases with two, and six cases with three, cancers 
of the large intestine, to which group they added 13 
cases of two cancers and three cases of three malignant 
growths of the colon. This is strong evidence to support 
the thesis that the polyps that appear in many colons 
are the basic factors in cancers of this portion of-the ali¬ 
mentary canal. 

Synchronous cancers have been relatively common in 
our experience, particularly in the group of cases termed 
“familial polyposis.” With the increasing development of 
diagnostic facilities and a better understanding of the 
pathology involved, it is not rare to find more than one 
malignancy in the large bowel. The corollary of this 
statement seems obvious: namely, that one should sus¬ 
pect multiple malignancies and should at least examine 
the rectum and entire colon prior to an operation for 
cancer of the lower portion of the gastrointestinal canal. 
Usually, one does not give a barium sulfate enema to a 
patient with cancer of the rectum. Experience has taught 
us, however, that the use of the enema before examina¬ 
tion should be routine, except when one fears the pro¬ 
duction of an acute intestinal obstruction by the opaque 
medium. 

There seems little reason for the surgeon to overlook 
a second synchronous lesion at operation, and yet this 
does happen, as is pointed out by Berson and Berger, 2e 

1. Lockart-Mummery, J. P.: Proc. Roy. Soc. Med. 24: 198, 1930. 

2. (a) Bargen, J. A., and Rankin, F. W.: Multiple Carcinomata of the 
Large Intestine, Ann. Surg. 91: 583, 1930. ( b ) Scliweiger, L. R., and 
Bargen, J. A.: Multiple Primary Malignant Lesions of the Large Bowel, 
Arch. Int. Med. 66: 1331 (Dec.) 1940. (c) Nider, G. B.: Multiple Invasive 
Carcinomas of the Large Intestine, Surgery 20 : 744, 1946. (d) Bacon, 
H. E.: Anus, Rectum, and Sigmoid Colon, ed. 3, Philadelphia, J. B. Lip- 
pincott Company, 1949, vol. 2, p. 609. (e) Berson, H. L., and Berger, L.: 
Multiple Carcinomas of the Large Intestine, Surg., Gynec. & Obst. SO: 75, 
1945. 

3. Brindley, G. V.: Multiple Primary Malignancies of the Large Intes¬ 
tine, South. M. J. 31:355, 1938. 

4. Norbury, L. E.: Multiple Primary Malignant Growths, Proc. Roy. 
Soc. Med. 24:6, 1930. 

5. Warren, S.: Mult ple Cancers of the Human Gastrointestinal Tract, 
\ J. Nat. Cancer Inst. 5: 375, 1944-1945. 


who remark, “Unquestionably, many poor results (in the 
treatment of carcinoma of the large intestine) can be 
attributed to the fact that a second lesion was missed,” 
and by Norbury, 4 who suggests that a number of cases 
of so-called recurrence after operation are really due to 
the presence of another primary lesion. Warren 5 has 
estimated that the incidence of multiple primary malig¬ 
nancies may be as high as 6 per cent, and we are inclined 
to agree with him after considerable experience in this 
field. 

Our interest in metachronous malignancies has been 
stimulated by the fact that we have had, in the past few 
years, seven patients who have undergone second opera¬ 
tions for carcinoma of the large bowel a number of years 
after removal of a primary carcinoma of either the rec¬ 
tum or the colon. A review of these cases follows. 


REPORT OF CASES 

Case 1. — W. F. M., a 49 year old white man, was operated 
on by one of us (F. W. R.) at the Mayo Clinic on May 30, 1930, 
for a carcinoma of the sigmoid. An obstructive resection was 
done. The pathologist’s diagnosis was grade 1 papillary adeno¬ 
carcinoma with perisigmoiditis and abscess formation without 
glandular involvement. The patient was perfectly well for 19 
years but was admitted to St. Joseph Hospital, Lexington, on 
Sept. 23, 1949, with a history of pains in the right side for 10 
days. At operation, a large carcinoma was found at the hepatic 
flexure. The pathological diagnosis was adenocarcinoma and 
papilliferous mucoid carcinoma, grade 2, in the right colon, with 
extension into the surrounding fat but without involvement of 
the lymph nodes. The postoperative course was uneventful, and 
the patient has been well since. 

Case 2.—P. S., a 47 year old white man, was operated on for 
carcinoma by one of us (F. W. R.) on Dec. 18, 1931, at the Mayo 
Clinic. The pathologist’s diagnosis was grade 1 papillary adeno¬ 
carcinoma of the rectosigmoid. No glandular involvement was 
found. A combined abdominoperineal resection was done. The 
patient was well for 15 years but was admitted to St. Joseph Hos- 
pital on Sept. 26, 1946, with a history of mild abdominal dis¬ 
comfort for 18 months. At operation a carcinoma of the cecum 
was found and removed. The pathologist’s diagnosis was large 
adenocarcinoma of the cecum, grade 2, without glandular in 
volvement. The patient is well at the present time. 

Case 3.—A. F. T., a 55 year old white physician was ad¬ 
mitted to St. Joseph Hospital on Jan. 31, 1942, and a 20 ? '" c 
abdominoperineal resection was done for an adenocarcin , 
grade 2, in the rectum, without glandular involvement, 
patient was well for seven and one-half years. , 

On Nov. 22, 1949, while irrigating his single D 
colostomy stoma, he noted a moderate quantity of n ® 
blood. Examination of the colon after a barium sulfate e > 
on November 25, revealed a filling defect in the cecum, 
cember 2, Dr. A. S. Graham performed a hemicolectomy 
to the middle of the transverse colon and reestablished i 
tinuity.of the bowel. The pathologist’s diagnosis wa . 

adenocarcinoma of the cecum, grade 3. The patient is 
present. .. 

Case 4.—W. B., a 46 year old white male teacher, was ‘ 
ated on at St. Joseph Hospital by one of us (F- W. K-J ^ 
cember 1940. An abdominoperineal resection of the i re n dular 
done for an adenocarcinoma, grade 3, without t 

involvement. rendmitted on 

The patient was well for nine years bu was " , he 

Sept. 7, 1949 with a history of occasional bleeding _ 

colostomy stoma for three months before admission. 
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lion about 30 cm. of colon proximal to the stoma was resected. 
The pathologist’s diagnosis was adenocarcinoma of the colon, 
grade 2 , without glandular involvement. The patient is well at 

present. , , . 

Case 5 _sR a 50 year old housewife, was first admitted 

on May 3, 1948,’ to St. Joseph Hospital, where a combined 
abdominoperineal resection was done for a grade 2 adenocar¬ 
cinoma of the r ectum without glandular metastases. The patient 
was well for approximately two years. 

She was readmitted on Feb. 15, 1950, with a history of severe 
constipation and the discharge of bright red blood during the 
previous few weeks. At operation a resection of bowel proximal 
to the stoma was done for a large adenocarcinoma of the de¬ 
scending colon, grade 4, without glandular metastasis. 

£ ase 6 ,_j. M., a 61 year old white man, was first admitted 

to St. Joseph Hospital on July 4, 1935, when a combined ab¬ 
dominoperineal' resection was done for a grade 2 adenocar¬ 
cinoma of the rectum. Three polyps were found in the specimen 
in addition to the carcinoma, but there was no glandular 
involvement. 


The patient was well for 15 years but was readmitted on Jan. 
11 , 1950, with a history of constipation and bleeding from the 
colostomy stoma. At operation a segment of large intestine 
proximal to the site of the colostomy was removed. It contained 
a large grade 2 adenocarcinoma from the midportion of the 
transverse colon and a grade 1 adenocarcinoma in the descend¬ 
ing colon, in addition to many adenomatous polyps of the 
mucosa, without glandular involvement. The patient is well at 
the present time. 

Case 7.—-H. T. L., a 42 year old white man, was operated on 
at St. Joseph Hospital by one of us (F. \V. R.) in 1933 for car¬ 
cinoma of the rectum. A one stage combined abdominoperineal 
resection was done. The pathologist’s diagnosis was adenocar¬ 
cinoma, grade 2 , and polyposis of the rectum, without glandular 
metastasis. 


The patient was perfectly well for 13 years and did not come 
in for follow-up study during this time. He was readmitted on 
April 27, 1948, with a history of some prolapse of the colostomy 
stoma for four or five years and a visible growth on the pro¬ 
lapsed mucosa. On Aprii 30, a portion of large bowel proximal 
to the stoma was resected, with the specimen showing extensive 
polyposis in the segment of colon with some polyps showing 
prccancerous hyperplasia. An examination after a barium sulfate 
enema previous to operation had shown no other polyps, but 
six months later a repeat examination showed multiple polyps 
in the cecum. On Jan. 21, 1949, a resection of the remainder of 
the colon was done for multiple carcinomas 0 of the right colon 
and cccum, grade 2 , with local metastasis. 


COMMENT 

In every case of multiple carcinoma, there is always 
some question as to whether the second carcinoma is a 
new carcinoma, a metastasis or a recurrence of the old 
one. When Billroth made the first report of multiple 
carcinomas, in 1889, r he set forth some postulates which 
he thought must be fulfilled before multiple carcinomas 
could be identified as independent lesions. They are, 
brtelly, as follows: (1) The two growths should differ 
mtoiogically; (2) Each growth must spring from its par¬ 
ent epithelium, and (3) Each growth must be regarded 
as responsible for its own group of metastases. Actually, 
it is impossible for these postulates to be fulfilled in a liv¬ 
ing patient with two carcinomas of the large bowel, 
neit icr of which has metastasized, and Bunting s made 
t ic statement that, in his opinion, these posulates were 
meant to apply only to malignant growths arising in 
therein organs. In 1932, Warren and Gates 6 broadened 
ic original postulates as follows: “Each of the tumors 
must present a definite picture of malignancy, each must 
f 3 nd the possibility of one being a metastasis 

ot the other must be excluded.” 


In the cases presented above, each tumor was malig¬ 
nant, each was distinct and, as best we know, the possi¬ 
bility of one being a metastasis of the other has been 
excluded. Time must be of some importance in this 
instance, and the fact that these patients were completely 
well for periods of 2, 7, 9, 12, 15 3 and 17 years should 
be of considerable significance, as should be the fact that 
no other metastases were found at operation or have 
been discovered so far. This latter helps to fulfil the 
fourth postulate added by Mercanton, 9 in 1893, to Bill¬ 
roth’s original three. He believed that "if, after removal 
of the two carcinomas, the patient remains free from the 
disease, the two growths must have been independent 
else there should have been other metastases.” However, 
too little time has passed since the removal of the second 
carcinoma for this judgment to apply to our six living 
patients. Suffice it to say that, with the evidence we have, 
the second carcinomas were new carcinomas and not 
recurrences or metastases of the original lesions. 

Discussions and theories on the etiological factors of 
cancer of'the large bowel are always interesting and fre¬ 
quently productive, and the exciting work now being 
carried out by Craigie 10 in England brings the virus 
hypothesis once again into the foreground. Andrewes 11 
has recently made these comments: 


We have noted, in considering viruses of many kinds, how 
often a virus latently infects its host until a jolt to the virus cell 
equilibrium brings about visible disease. We have seen how 
transmissability of a virus, ability to infect the cells, is a varying 
property that may or may not be present. We have found that 
virus infection may begin in utero and possibly be transmitted 
in the germ plasma. Finally, viruses are capable of great feats 
in the way of variation and adaptation, and they can also cause 
ceil proliferation. We have, therefore, no grounds for maintain¬ 
ing that viruses cannot cause cancer because viruses do not have 
the qualities necessary to act the part. We need not find it diffi¬ 
cult to believe in viruses that are almost ubiquitous, normally 
cause no visible disease, are transmitted in earliest days of life 
and only in certain circumstances sustain a jolt that causes them 
to give rise to new growths. 


Certainly this idea answers some questions and is 
reasonable, but a great amount of work needs to be done 
before one is justified in accepting it. 

At the present, we feel justified in making this state¬ 
ment: Most carcinomas of the large bowel originate in 
polyps or have polyps as their earliest manifestations. 
In case 7 presented above, it was apparent from the 
beginning that the patient had multiple polyposis. He 
refused to come in for follow-up visits until he had 
carcinoma in several of his polyps some 15 years later. 
His father died of “bowel trouble” at the age of 65. No 
other member of his family has ever had a known malig- 
nancy However, this patient could presumably be in¬ 
cluded m the class of persons with so-called congenital 
polyposis. 1 - The other six cases are most easily explained 




Am. J. Cancer XG: 135S, 1932. - -■ 

Johns Hope's fiolpV ££?££ 1932 a<y C;lrc “ oroa,3 o! the Ileum, Bull. 

™ se ds Lan - 

Brit. T Cancer 3 : f ° r Pf 'P 3r3(ion of Tumor Suspensions, 

V rMD ‘ NeW E ' n8l3ntl J- V Mod n! 24sA61 > , n f9Jo niSeS: S ° me Propn,ies of 
Adenomat“’<^ c J e R “' r l d “^, F ) 3C 3 ! ° r in Polyposis Intestine, or Multiple 
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by saying that these patients were “polyp formers” and 
that a second polyp was present at the time of the original 
operation or developed later, eventually becoming malig¬ 
nant. 

Buie 13 has recently stated that “probably 12 to 14 
per cent of persons more than 40 years of age have polyps 
of the colon. One of every 10 persons in this age group 
has a polyp which can be discovered on proctoscopic 
examination, and all polyps of the colon are carcinomas 
or will become carcinomas if they are not destroyed and 
if the patient lives long enough.” 

Experience with these cases, six of which have come 
to our attention in the last two years, as well as the litera¬ 
ture, indicate that in every patient who has one cancer 
of the large intestine a second malignancy may develop 
many years after the first one. 

We believe strongly that every patient who has had 
a successful removal of a carcinoma of the colon should 
be seen at least every six months to a year thereafter for 
the rest of his life. This has been emphasized by several 
authors, 2e but it cannot be reiterated too often. At each 
follow-up visit, a proctoscopic examination and an ex¬ 
amination after a barium sulfate enema should be done, 
in addition to the usual check for metastases. The procto¬ 
scopic examination should be done through the colos¬ 
tomy stoma if the rectum has been removed. A double 
contrast study for polyps not visible at proctoscopy 
should be done at the time of the examination after a 
barium sulfate enema. The tannic acid technic, as re¬ 
ported by Wyatt and his colleagues 14 at the meeting of 
the American Roentgen Ray Society in Cincinnati, Oc¬ 
tober 1949, has been found helpful in showing polyps. 
In a painstaking search for these, every advantage should 
be utilized. 


J.A.M.A., July' 7, i9j-| 

It has been our experience that an adequate exami¬ 
nation after a barium sulfate enema cannot be done on 
the same day as a proctoscopic examination, unless there 
are a fairly long interval and several enemas between the 
two examinations to remove air put in by the procto¬ 
scope. In all, the patient spends only two full days in the 
hospital each six months unless a lesion is found. This 
is a small price to pay for continued life and health. If 
a polyp or new growth'is found, obviously it should be 
radically and rapidly treated. 

SUMMARY AND CONCLUSIONS 

Seven cases of new carcinoma of the large intestine 
following resection done two to 18 years previously are 
reported. The following points are emphasized in the 
comment regarding these cases: 

1. The patients in the cases presented obviously had 
metachronous carcinomas rather than recurrences or 
metastases. 

2. The incidence of multiple primary malignancierii 
much higher than is generally realized. 

3. We believe that a patient with one cancer is a good 
subject for the development of a second and may be 
more susceptible than one who is cancer-free. 

4. Suggestions are made regarding follow-up exami¬ 
nations of patients with carcinoma of the large intestine. 
For the rest of the patient’s life, an adequate procto¬ 
scopic examination and a roentgen examination after a 
barium sulfate enema should be done at regular intervals 
of six months to one year. 

409 Security Trust Building. 

13. Buie, L. A.: Polypoid Disease of the Colon, Posigrad. Med. 5:177, 
1949. 

14. Wyatt, and others: To be published. 


PNEUMOPERITONEUM IN THE STUDY OF PELVIC STRUCTURES 


J. R. Max field Jr., M.D., Dallas, Texas 


Pneumoperitoneum is a simple and relatively harmless 
procedure. Since Alvarez 1 introduced the use of carbon 
dioxide, in 1921, as the gas for pneumoperitoneum, many 
hundreds of pneumoperitoneum studies have been made 
throughout this country with but few untoward effects. 

As a means of roentgenologic diagnosis, pneumoperi¬ 
toneum was proclaimed by Case 2 in 1921 to be one of 
the instances of roentgenologic progress. He called this 
procedure “the most brilliant diagnostic accomplish¬ 
ment in the last five or six years of roentgenological de¬ 
velopment.” 

Excellent scientific papers by Stewart and Stein, 3 Stein 
and Arens, 4 Lewis, 5 Sante, 0 Faulkner, 7 Stein, 8 Peterson, 0 
Martin, 10 Rubin 11 and others have not been able to 
popularize this excellent diagnostic procedure. 

There is still considerable hesitancy on the part of 
radiologists to develop pneumoperitoneum as a part of 


Assistant Professor in Clinical Radiology, Southwestern Medical School 
of the University of Texas. 

Read before the Section on Radiology at the Ninety-Ninth Annual 
Session of the American Medical Association, San Francisco, June 30, 
1950. 

1. Alvarez, W. C.: Use of CO* in Pneumoperitoneum, Am. J. Roent¬ 
genol. S: 71 (Feb.) 1921. 


heir diagnostic procedures. Perhaps this is due to the 
act that the contraindications and dangers of induced 
meumoperitoneum have been overemphasized. There 
hould be no real danger from this technic in the Am s 
f capable radiologists. The technical features o P r0 u " 
ag pneumoperitoneum have been thoroughly ., 

rewart and Stein, 3 Lewis, 5 Rubin, 11 Decker, 12 Marfdd 
nd Mclhvain, 13 and others. Use of carbon dioxide as 
as for distending the abdomen eliminates t e a ° 
ir embolism. The only real contraindications see 
e definite cardiac insufficiency and acute m ec ■ 
devotion of the diaphragm by pneumoperitoneum o 
npose an additional load on an overburdene ea 
light thus prove disastrous. The activation o ac 

action seems unlikely but might conceivably » 
ur clinic we have used pneumoperitoneum wi 

vidence of trouble in cases of chronic periton > 
iaphragmatic abscess, pelvic inflammatory £ 

hronic bacterial endocarditis and bilateral pi 

Pneumoperitoneum should be available m all leading 
aentgenological departments. This will requ 
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, nf the roen tgenolo 2 ist, surgeon, internist and 
dorsement of th e r° eni S * d - m Ueu o£ other diag- 
gynecologist. It should be use(} in con j un ction 

nostic measures, rather, procedures in those 

with other climca It may confirm 

cases in which the diag sufficient for 

cal impressions. accurate method of diagnosis 

shape and 

enabling the radio' » kidneys and pelvic viscera, to 
position of fiver, spleen, Mneys abdomin al 

Spermine the ^ abdomen and 

“ forpJ»e P of masses o, tumor 

“‘E and »identify intranttrine or abdominal preg- 

na iffiias Ion" been known that accurate information can 
bc'obtained in this manner that is not avafiable by other 
diagnostic means. 
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"TunLr the use of pentobarbital (—>») or seeo- 
barbitai (seconal*), i td grano OdO Om.» 
before the procedure and the 

^“ ately 
wi,h which pne T°' 

peritoneum is induced and the technic of the P' oc “ s '' a “ 

“yrxSodUi. 

o 5 P cm .) below and 1 inch to the left of the umbilicus. 
4- h „ re surorisiimly few times when this space is not 
SmandiTo Sne,rate. For patients who ha ; e had 
numerous operations or m whom there is a history ot 
peritonitis, with the possibility of adhesions to the anterior 
abdominal wall, I prefer to make the punc ure with the 
patient lying down on her left side so that the needle 
can be put through the right lateral abdominal wall over 
the liver. In this way the possibility of damage to he 
bowel structure can be eliminated. The natural falling 
away from the chest and the abdominal wall of the 
heavier structures in the abdomen and the position of the 
bowel below it make it almost impossible to cause any 
damage. Once the needle is free in the abdominal cavity, 
2,000 cc. of carbon dioxide is injected, and the films are 
taken immediately on withdrawal of the needle. 

The first case to be reported illustrates the informa¬ 
tion made available by this method. 

Case 1 .— Mrs. I. M. C., aged 30, gave a history of an opera¬ 
tion in 1944 with left salpingo-oophorectomy, appendectomy 
and uterine suspension. Since that time she had had trouble with 
her bladder. Her present complaint was pain in the right lower 


Fig. 1.—Roentgenogram showing enlarged right ovary 
left ovary. The uterus and bladder are adherent. 


and absence of 


Stein has long been an ardent advocate of pneumo¬ 
peritoneum in the study of pelvic structures. In his scien¬ 
tific presentations during the past 30 years, he has re¬ 
peatedly written “that no test is so valuable as the 
transabdominal pneumoperitoneum.” It is surprising that 
this procedure is not more widely used by the leading 
gynecologists and radiologists in the larger centers. Stein 
has mentioned that most of these patients are first seen 
by the gynecologist, and that the gynecologist does not 
feel the need forroentgenographic corroboration because, 
as a rule, he is satisfied with a diagnosis achieved by 
means of a history, speculum and bimanual examination. 

The purpose of this paper is again to call the attention 
of the radiologists and gynecologists to the value of pneu¬ 
moperitoneum. This can best be done by the presentation 
of case reports; these will follow a brief discussion of a 
few points on preparation of the patient and on the 
technic. 

I feel that it is important to prepare the patient by 
explaining to her the procedure that she will go through 
and the sensations she will encounter during the exami¬ 
nation. I have found little psychic trauma to patients. 


2. Case, J. T.: Review of 3 Years’ Work and Articles on Pneumo¬ 
peritoneum, Am. J. Roentgenol. St 714 (Dec.) 1921. 

3. Stewart. W. H., and Stein, A.: Roentgen Ray Study of Abdominal 
Organs Following Oxygen Inflation of Peritoneal Cavity, Am. J. Roent¬ 
genol. C: 533 (Nov.) 1919. 

4. Stein, I. F., and Arens, R. A.: Pneumoperitoneum in Gynecology, 
Radiology T: 326 (Oct.) 1926. 

5. Lewis, B. O.t Simplified Apparatus for Induction of Pneumoperi¬ 
toneum, Am. 3. M. Sc. Ull: 34 (3an.) 1946. 

6. Sante, L. R.: Present Status of Pneumoperitoneum as Aid in Radio¬ 
logical Diagnosis of Abdominal Lesions. Southwestern Med. 11:529 
(Dec.) 1927; Pneumoperitoneum as Aid in Pelvic Irradiation of Carcinoma 
of Cervix, Am. J. Roentgenol. 4G:6S9 (Nov.) 1941. 

7. Faulkner, W. B., Jr.: Diaphragmatic Hernia and Eventration: Use 
of Pneumothorax tn Differential Diagnosis, Am. 3. Roentgenol. 45:72 
(Jan.) 1941. 

8. Stein. I. F.: Eight Years’ Experience with Roentgen Diagnosis in 
Gynecology; Pneumoperitoneum and Lipiodol in Pelvic Diagnosis, Am. J. 
Obst. & Gynec. 21:671 (May) 1931; Why Pneumoperitoneum? Radiology 
23:391 (April) 1937; Gynecography, in Davis, C. H.: Gynecology and 
Obstetrics, Hagerstown, Md., W, F. Prior Company, Inc., 1934, vol. 3, 
Chap. 3. P- 1; Gynecography in Diagnosis of Ovarian Disorders, in Sos- 
kin, S.-. Progress in Clinical Endocrinology, New York, Grune & Stratton, 
Inc., 1950, pp. 374 and 382. 

9. Peterson, R.; Value of Pneumoperitoneat Roentgenography in Ob¬ 
stetrics and Gynecology, 3. A. M. A. 78:397 (Feb. II) 1922. 

10. Marlin, C. L.: Roentgenologic Studies of Liver and Spleen, Am. J. 
Roentgenol. 37:633 (May) 1937. 

11 . Rubin, 1. C.: Subphrenic Pneumoperitoneum, Produced by Intra¬ 
uterine Insufflation of Oxygen as Test of Patency o( Fallopian Tubes 
in Sterility and in Allied Gynecological Conditions, Am. 3. Roentgenol. 
S: 120 (March) 1921. 

12. Decker, A.: Artificial Pneumoperitoneum by CuI-de-Sac Puncture: 
New Technique for Pelvic Pneumograms, New York State 3. Med. 46: 
314 (Feb, 1) 1946. 

13. Maxfield, 3. R., 3r., and Mcllwain, A. 3.: Diagnostic Value of 
Pneumoperitoneum, Radiology 42 : 346 (April) 1944. 
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quadrant, usually dull but sometimes sharp. She was not sure 
about aggravation of pain at menstrual periods, which were 
fairly regular and of heavy flow. She complained of premenstrual 
tension for three to four days before her period. Recently she 
had complained of a heavy feeling in the right lower quadrant, 
with dizziness. Pelvic examination revealed a small cervix, 
scarred, without evidence of a break in the mucosa. The uterus 
was twice its normal size, held up by suspension and deviated 
to the right with fibroids. Physical examination showed her to be 
otherwise normal. 

Pneumoperitoneum revealed a large right ovary (fig. 1) and 
a uterus 1.5 times the normal size and bound tightly to the 
urinary bladder. The surgeon reexamined the patient and still 
insisted that a fibroid uterus accounted for shadows seen on 
pneumoperitoneum. At the operation a chocolate cyst of the right 
ovary was found, approximately 10 cm, in diameter. The uterus 



Fig. 2.—Films of patient’s pelvis showing uterus depressing bladder. 
There are no demonstrable soft tissue masses in lateral portion of pelvis. 


was slightly enlarged, with the fundus adherent to the peri¬ 
toneum of the anterior abdominal wall; this condition was appar¬ 
ently the result of an old operation. 

Case 2.—Mrs. J. S., aged 45, was treated in August 1948 for 
grade IV epidermoid carcinoma of the cervix, League of Nations 
stage III. The immediate result following radium and roentgen 
therapy was good, and the patient was symptom free until Octo¬ 
ber 1949, when she began to have painless swelling of the left 
leg. Examination of the left leg showed it to be twice the size 
of the right one. No evidence of lymphadenopatby could be 
found in the inguinal region, and no venous thrombosis was 
present. Pelvic examination revealed a thick left broad ligament 
with extensive fibrosis, but no nodular mass could be found. 
Rectal examination revealed essentially the same findings. The 
anterior and posterior pelvic portals showed the evidence of 
previous radiation treatment usually seen in patients treated in 


I.A.M.A., July 7 ( l9si 

this manner. The point in question was whether this was due t 
radiation fibrosis or due to an active tumor causing obstruction 
to the leg. Survey films of the chest, abdomen and pelvis Z 
intravenous pyelogram (figs. 2 and 3) revealed no demonstrable 



Fig. 3. — Intravenous pyelogram giving indication of normal kidney 
function. Ureters are normal, without displacement or dilatation. The 
uterus depresses dome of well filled bladder. There is no evidence of soft 
tissue masses in- the lateral portion of the pelvis. 
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chanE es in soft tissue or bony structures. Pneu- 
mnoeritoneum (fig 5 4) revealed the right side of the pelvis to be 
P 5 r j,ff s :,je showed a nodular mass of tissue indicating 

^ lymphatics o£ the left leg. As a result of this information 
further Lease roentgen therapy was given, and the swelling 
promptly disappeared. 


These are only two cases from the series that I have 
been privileged to examine, but they indicate the impor¬ 
tance of the information that this procedure will pro- 

duce- SUMMARY 

In summary, I feel that pneumoperitoneum offers a 
method of determining the size, shape and position of 
pelvic structures so that accurate evaluation of clinical 
information can be made. This is an accurate method of 
determining intrauterine or ectopic pregnancy without 
interrupting the pregnancy. This is a method for evalu¬ 
ating progress and determining treatment of patients 
with malignant disease in the pelvic structures. 

Pneumoperitoneum should be more widely used as a 
diagnostic aid in the leading centers of this country. 


ABSTRACT OF DISCUSSION 
Dr. John O’Sullivan, Melbourne, Australia: How much air 
does Dr. Maxfield inject? 

Dr. Frank J. Rigos, Tacoma, Wash.: What position does he 
use for the roentgen examination? 

Da. J. Maurice Robinson, San Francisco, Cal.: I should like 
to ask. whether he uses carbon dioxide instead of air. 

Dr. J. R. Maxfield Jr., Dallas, Texas: I apparently left out 
more than I should have on the subject of technic. These technics 
have been described in several papers. The amount of carbon 
dioxide (and that is the gas that should be used in all of these, 
because one can eliminate the possibility of danger by using 
carbon dioxide) is approximately 2,000 cc. This does not cause 
undue discomfort to the patient. A patient who has marked 
ascites, in which there has been the previous removal of fluid, 
will tolerate 4,000 or S,Q00 cc. without difficulty. The positions 
that I use routinely for pelvic structure study are the right lateral 
decubitus and the left lateral decubitus, with the head down at 
a Trendelenburg position of 15 degrees. The patient is then 
turned to the prone position, with the table inclined to 45 degrees 
and the beam inclined downward through the pelvic strait, so 
that the patient's pelvis is up, the head is down and the beam 
goes through at an angle to outline pelvic structures. In this 
position the structures seem to have the gas around them for 
the best contrast. Dr. Irving Stein, in his numerous writings, has 
described the technic in which a knee-chest position is used. A 
special table has been made so that the patient can actually be 
in a knce-chest position in which the pneumogram of the pelvis 
can be taken. However, I fed that one should encourage the 
use of pneumoperitoneum in the general radiological labora- 
tones. It can be done on the standard tables, and excellent 
films can be obtained without great difficulty to patient or 
radiologist. The paper has numerous bibliographical references 
that will describe the use of pneumoperitoneum in detail. The 
apparatus to induce it is quite simple and is also described in 
previous papers. 


i sc ums Mononucleosis.—There is no specific therapeutic 
f, or 1° ect,ous mononucleosis. Sulfonamides and penicillin 
v u " • , a com Ph c ating streptococcus throat infection. Con¬ 
i’ sc n in cciious mononucleosis and scarlet fever sera have 
n 3 ?nTi', C , rCSUK ? i" ? omc seri °usly ill patients. Human 
h -n t , samma Sjobuhn have occasionally appeared to be 
, \ an< J Chloromycetin seem effective in 

UcmdvrnL" hCn S!; f Cd early in the disease. Hepatitis is ex- 

m oiiXT’T d " hensevereshouWbetreatedexact| y ! * e 

men if w f hepatitis.—Robert E. Kaufman, M.D., Treat- 
April, 195! 04:1005 Mononucleosis, American Practitioner, 
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METHEMOGLOBINEMIC CYANOSIS 
REPORT OF AN EPIDEMIC DUE TO CORNING 
EXTRACT SUBSTITUTED FOR MAPLE SYRUP 


Jay Teppermatt, M.D. 

Robert Marquardt, M.D. 

George H. Reifemtein, M.D. 
and 

Eugene L. Lozner, M.D., Syracuse, N. Y. 


Sudden onset of cyanosis is an alarming event that 
usually suggests a cardiovascular or pulmonary catas¬ 
trophe. A rarer cause is acute toxic methemoglobinemia. 
We recently had an opportunity to study an “epidemic” 
of the latter condition involving at least seven patients. 
Ah had eaten wheatcakes and “maple syrup” at a diner. 
This report briefly summarizes the case histories and 
describes the series of events leading to discovery of 
the offending agent. A similar epidemic of methemo¬ 
globinemia due to accidental nitrite ingestion was re¬ 
ported by Greenberg, Birnkrant and Schiftner, 1 who 
reviewed the literature up to 1945. At that time, they 
called attention to the serious nature of the poisoning 
and mentioned the high fatality rate. At least 19 deaths 
due to sodium nitrite have been reported. Since Green¬ 
berg’s article appeared, the therapeutic use of methylene 
blue for cyanosis has been established beyond doubt. 
Although five of our seven patients in the present series 
were not particularly ill and recovered spontaneously, 
the remaining two patients appeared moribund on hos¬ 
pital admission. In these two patients, methylene blue 
was employed intravenously and appeared to be life¬ 
saving. 

REPORT OF CASES 


wAst j.—u, a j/ year old male taxi driver, was admitted 
to the ward service of the Syracuse Memorial Hospital at 
9:15 a. m. on May 15, 1950, because of severe pounding of 
the heart and increasing bluish, discoloration of the skin of 
one hour’s duration. 

At 7:30 a. m. on this day, the patient had pancakes: and 
syrup at a diner in Syracuse. He thought the butter tasted 
rancid. At 8:15 a. m. he became nauseated and vomited small 
amounts of food. Shortly thereafter, dizziness, palpitation and 
cyanosis developed. At 6:15 on the morning of admission, he 
had taken one tablet of a commercial headache preparation 
and for 48 hours before entry he had been taking acetylsalicylic 
acid. He also stated that in the course of his occupation he 
had to wear dark, trousers because the dye from the seat covers 
of the taxi was apt to stain his trousers and his skin. 

Physical examination on admission showed the patient to be 
conscious but markedly cyanotic and dyspneic. His blood pres¬ 
sure was 120/70, temperature 99.8 F., pulse rate 140 and 
respiration rate 22. Except for the cyanosis and a few rales 
over the left lower lung field, the entire examination was 

v«£To! %°Y^™Z 0C S r ediCi, ’ e \ nd Pharmacology, Stale Uni- 

“VrTa^ p Dc “nt of hJ,T cV^-Jf 00 ' ° f Medicine ’ 
Mt Richatd o£ nrst Parent, 

aided in collectingtheTamow nf S R ° ss , man - °f »e of 1951, 
of the toxic subsunce. foUoJm 0 d n'Iv° h - PCrm,Ucd the identi »wation 
their patients: Dr. S Scbwart 7 b,r, ^= Pb n S 'rl ans us to report 

Drs. W. Saite and I G F Hif ^'5 ; Dt ' S ' S = h «ruberg. case 3: 

Sodium^3. J.: Outbreak of 
rotsomng, Am. J. Pub. Health 35 : 1217-1220 (Nov.) 1945. 
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noncontributory. His heart and lungs showed no abnormality 
on physical examination. 

Laboratory Data .—On admission, the patient’s hematocrit 
reading was 49 per cent, and his leukocyte count was 11,500, 
with 67 per cent polymorphonuclear cells, 1 per cent mono¬ 
cytes, 1 per cent eosinophils and 31 per cent lymphocytes. 
Results of urinalysis were normal. The nonprotein nitrogen 
concentration was 42 mg. per 100 cc. and the fasting blood sugar 
level was 110 mg. per 100 cc. On the day after admission his 
leukocyte count was 14,000 with 70 per cent polymorpho¬ 
nuclear cells. 

Hospital Course .—On admission the patient was placed in an 
oxygen tent, but despite this his cyanosis increased. At 10:15 
a. m. he became irrational; his blood presure fell to 70/50. 
He then fainted and had minor generalized convulsions. After 
he was placed in the Trendelenberg position, his rationality 
returned, and he complained of tingling of his hands. This 
process was reversed by raising his back, and then he would 
faint. Blood was drawn at this time, and it appeared grossly to 
be of dark chocolate color. Oxygen bubbled through it did not 
change its color, and a clinical diagnosis of methemoglobinemia 
was made. At this time, 100 mg. of methylene blue was admin¬ 
istered intravenously. Immediately before administration of 
the methylene blue, blood was drawn for a methemoglobin 
determination according to the method of Evelyn and Malloy.- 
Methemoglobin was estimated to be present in the amount of 
75 per cent of the total pigment. Twenty minutes after the 
administration of the methylene blue the tingling had dis¬ 
appeared from the extremities and the man became rational. 
Fifty minutes after the administration of methylene blue the 
methemoglobin concentration was 60 per cent. Cyanosis was 
definitely less. The blood pressure was 100/70. Three hours 
after the administration of methylene blue, cyanosis could not 
be detected clinically but the methemoglobin concentration was 
reported as 18 per cent. Another 100 mg. of methylene blue 
was injected intravenously at this time, and thereafter all signs 
and symptoms improved. He was discharged from the hospital 
on May 19. An electrocardiogram taken when the patient’s 
methemoglobin concentration was 75 per cent showed sinus 
tachycardia with slight RS-T segment depression in leads V«, 
V = and V». Two days later the electrocardiogram was entirely 
within normal limits. 

The etiological factors considered in this case on the 
day of admission were acetanilid, aniline dye and 
sodium nitrite or nitrate adulteration of the food. The 
overwhelming nature of the methemoglobinemia and the 
rapidity of its onset following the morning meal sug¬ 
gested that the offending toxin was most likely a nitrite 
and that the patient had ingested it with his breakfast. 
However, no steps were taken to identify the toxic 
agent until after the admission of the second patient. 

Case 2.—H. R., a 54 year old telephone lineman, was 
admitted to the Crouse-Irving Hospital on May 16, 1950, at 
11:00 a. m., complaining of a faint feeling and dyspnea of 
three hours’ duration. This man had been in excellent health 
until the morning of admission, when, after a breakfast of 
pancakes and syrup at 8:00 a. m. at the same diner as the first 
patient, he suddenly became nauseated and felt “numb" and 
had generalized tingling. He then became weak and dyspneic, 
staggered and then fainted. A physician was called who found 
him extremely cyanotic, dyspneic and disoriented and referred 
him to the hospital. 

Physical examination showed the patient to be comatose with 
marked generalized cyanosis. His temperature was 99.8 F., 
pulse rate 150, respiration rate 40 and blood pressure 90/50. 
Aside from a small bruise on the vertex of his head, the 
remainder of the physical examination was entirely noncon¬ 
tributory. 


2. Evelyn, K.. A., and Malloy, H. T.: Micro-Determination of Oxy¬ 
hemoglobin, Methemoglobin and Sulfhemoglobin in a Single Sample of 
Blood, J. Biol. Chem. 126: 655-662 (Dec.) 1938, 

3. This corning extract is known as Afral and contains 8 per cent 
nitrites, 4 per cent nitrates and sucrose. 
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Laboratory Data .—On admission his hemoglobin was it 
Gm., erythrocyte count 4,000,000, leukocyte count 50 000 with 
90 per cent polymorphonuclear cells and 10 per cent’ lympho 
cytes. Nonprotein nitrogen concentration was 44 mg. p er inn 
cc., fasting blood sugar 254 mg. per 100 cc. (intravenous feed 
ing was in progress at the time). Urinalysis revealed no abnor¬ 
mality. A lumbar puncture showed the spinal fluid to he clear 
with no cells and with a protein content of 27 mg. per 100 cc 
The dynamics were normal. 

Hospital Course .—The blood of this patient was also noted 
to be chocolate brown and did not change when it was equili¬ 
brated with air. A clinical diagnosis of methemoglobinemia 
was made, and he was given 100 mg. of methylene blue intra¬ 
venously. Blood drawn before the admission of methylene 
blue showed 78 per cent concentration of methemoglobin, 
Twenty minutes after the administration of methylene blue 
the patient was able to speak coherently and at this time 
gave the above history. In 30 minutes the cyanosis had mart- 
edly lessened. His blood pressure rose to 120/80, and two 
hours after the-first injection of methylene blue his methemo¬ 
globin was 18 per cent. He was given another 100 mg. of 
methylene blue and he continued to improve. He was dis¬ 
charged on May 18. This case was complicated at first by the 
suggestion that the patient’s condition might have been dee 
to a head injury he had sustained in the course of his vwi 
on the day before admission. 


After the discovery that the only etiological factor 
in common between the first and the second patient was 
the wheatcakes, butter and syrup which each had eaten 
at the same restaurant, samples of these materials were 
collected and investigated by the department of pharma¬ 
cology. Three cubic centimeters of an aqueous extract 
of the wheatcakes, syrup and butter was fed to each 
of three adult male rats by stomach tube. All the ani¬ 
mals died in about 35 minutes with quantitative con¬ 
version of their hemoglobin to methemoglobin. A 
qualitative test of this extract was strongly positive 
for nitrite ion. The department of health was then 
notified, and samples of all materials which might 
possibly have been involved in the meal were sent to 
the department of pharmacology for acute toxicity 
studies. The pancake batter and the butter were non¬ 
toxic, but what was thought to be maple syrup pro¬ 
duced methemoglobinemia in rats. It was then learned 
that the diner prepared its maple syrup by adding maple 
flavoring extract to sugar syrup. However, when each 
of these ingredients was tested separately in animals, 
neither produced methemoglobinemia. On further ques¬ 
tioning of the restaurant proprietor, it became appar¬ 
ent that a gallon jug of corning extract, used in coming 
beef and freshening hamburgers, had been substi u e 
inadvertently for a gallon jug of maple syrup, 
corning extract contained large amounts of so i 
nitrite and some sugar and appeared grossly like 
maple syrup and bore a remarkable resemblance 

in taste. 2 3 , a 

All hospitals in Syracuse were then notinea, 
physicians were contacted with regard to any P a . ie . 
with unexplained cyanosis who had appeared wltnu ? 
previous week. In retrospect, the following ? a 1 . 
were given diagnoses of probable methemog o in 
None of them had laboratory confirmation o 


iagnosis. , 

Case 3.—L. B., a 52 year old lahorer, had panrato^ 

rrup on May 11, 1950, at 8:00 a. m. at e ^ faint 
jove. About one hour later, he appeare am l 

id his fellow workers noticed a bluish t.nt to tus 
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, He noticed no dyspnea. He was unable to see a physician 
hat day but left his job during the morning, went home, 
drank 'ome milk and went to sleep. Af2:30 p. m. he awoke 
feeling better and walked about. He felt slightly weak for 
Sut a week but did not return to work for 12 days. Eleven 
days after this incident, he received a physical examination 
which revealed no abnormality. 


Case 4—M S a 38 year old male newspaper employee, 
was admitted to St. Joseph’s Hospital in Syracuse at 4:00 a. m. 
nn Mav 15 1950 At 2:00 a. m. on the same morning he had 
pancakes and syrup at the same diner. He noticed that the 
syrup tasted salty. One hour later he began to feel weak and 
his fellow employees noticed his bluish color. At the hospital 
he was placed in an oxygen tent, with slight improvement, but 
no other symptoms developed nor were there any positive 
physical findings. By noon his color was normal and he felt 
completely well except for some headache. He was discharged 


at 2:00 p. m. 


Case 5._R. B., a 46 year old white male cabinetmaker, on 

May 13, 1950, at 9:00 a. m. had pancakes and syrup at the 
previously mentioned diner. He noticed that the syrup tasted 
salty. At 10:00 a. m. he began to notice pain in his chest over 
the region of the heart and epigastric and arm pain, accom¬ 
panied with palpitation and dyspnea. He was seen by a physi¬ 
cian at 1:00 p. m., who noticed extreme cyanosis, dyspnea, 
auricular fibrillation and a blood pressure of 100/60, although 
it had previously been 130/80. The patient improved gradually; 
auricular fibrillation stopped in 24 to 36 hours; cyanosis 
cleared in 3 to 4 days, and the blood pressure returned to its 
former level. On May 16, he had some abdominal pain and 
diarrhea which cleared within 24 hours. An electrocardiogram 
taken eight days after the acute episode, was normal. The 
provisional diagnosis on May 13 was coronary occlusion, but 
the diagnosis in retrospect was methemoglobinemia with coro¬ 
nary insufficiency due to anoxia. 


Case 6.—H. H., a 35 year old male newspaper employee, 
had pancakes and syrup on May 13, 1950, at 7:15 p. m., at 
the above diner. One hour later he felt nauseated and vomited 
a small amount of food. He then noticed that his nails were 
extremely dark. Because of his unsteadiness on his feet, he 
took a cab home. On arrival home, his wife noticed that he 
was markedly cyanotic and dyspneic. He went to bed and at 
4:00 a. m. felt distinctly better, and his cyanosis had lessened. 
At 9:00 a. m. he was completely well. He did not see a physi¬ 
cian professionally, but reported the episode to a friend who 
was a physician. 


Case 7.—P. T., a 27 year old newspaper employee, had pan¬ 
cakes and syrup with the preceding patient (case 6). He noticed 
that the pancakes and syrup tasted peculiar and did not finish 
them. He took two bromo-seltzer® tablets and immediately 
felt sick but did not vomit. On returning to work, his col¬ 
leagues noticed that he was extremely cyanotic. He noticed 
only a peculiar taste in his mouth and continued to work for 
the next V/i hours; then he went home. The following morning 
he felt well but retained a peculiar taste in his mouth. He did 
not consult a physician but reported this incident to the patient 
mentioned in case 6, who included it in his report to his 
physician friend. 


COMMENT 

The clinical diagnosis of methemoglobinemia 
case 1 was suggested by (1) the history of sudek 
onset of cyanosis after eating, (2) the presence 
intense cyanosis without gross evidence of cardiac - 
pu inonary disease, (3) the symptoms and signs 
severe anoxia while in an oxygen atmosphere and U 
ie peculiar chocolate brown appearance of the bloo 

J ansc in , c ° l0r after ox >'S £ n had been bubble 
hrough the sample. In retrospect, typical nitrite hyp 
ensue reactions were observed in cases 1 and 2 T] 
clfects of anoxia on the coronary circulation were ev 


denced in electrocardiographic changes in case 1 and 
the symptoms of coronary insufficiency in case 5. Pre¬ 
sumably, the sickest patients had the greatest nitrite 
intake; indeed, the first patient even finished the syrup 
remaining after the wheatcakes had been eaten. 

The physiological and pharmacologic mechanisms 
involved in the appearance and disappearance of met¬ 
hemoglobinemia have been thoroughly reviewed by 
Finch,* whose article presents an excellent discussion. 
Our patients all had secondary methemoglobinemia, 
due to accidental nitrite ingestion. Once absorbed, the 
nitrites oxidized hemoglobin to methemoglobin at a 
rate faster than the reverse reaction could be carried 
out by the hypothetical normal cellular mechanisms. 
There was no evidence that any of these patients 
suffered a congenital lack of these normal cellular 
mechanisms (primary methemoglobinemia), and neither 
ascorbic acid nor glutathione, useful in this congenital 
type of deficiency 3 was given to these patients. The 
treatment of secondary methemoglobinemia is based on 
the observation that methylene blue enormously poten¬ 
tiates the action of the normal red blood cell enzymatic 
system that reduces formed methemoglobin at a rapid 
rate. 6 This rate is faster than that at which hemoglobin 
can be oxidized by most of the known methemoglobin 
formers. 

SUMMARY 


As a result of the clinical diagnosis of methemo¬ 
globinemia in two patients, the responsible toxin was 
identified and traced to “maple syrup” served in a 
public restaurant. Corning extract containing nitrite 
and sucrose had been inadvertently substituted for the 
syrup. In retrospect, the diagnosis of methemoglobin¬ 
emia was made for five additional patients. Methylene 
blue administered intravenously to the two sickest pa¬ 
tients produced dramatic, apparently life saving results. 

It is suggested that in view of this episode, suitable 
steps be taken by public health authorities to identify 
properly such corning extracts and to call attention to 
their toxic effects if consumed in quantity. 


h. rinen, 


ivieinemoBioDjnemia and bunhemoglobineima, 




England J. Med. 330: 410-47S (Sept. 23) 1948. 

5. Eder, H. A.; Finch, C., and McKee, R. W.: Congenital Methemo¬ 
globinemia: A Clinical and Biochemical Study of a Case, J. Clin. Investi¬ 
gation 38 : 265-272 (March) 1949. 

6. Bodansky, O.: Mechanism of Action of Methylene Blue in Treatment 
ol Methemoglobinemia, Correspondence. J. A. M. A. 143: 923 (March 25) 
1950 Wendel, W. B.: Oxidations by Erythrocytes and Catalytic Influence 
of Methylene Blue: If. Methemoglobin and Effect of Cyanide J Biol 
Chem. 103:385-401 (Oct.) 1933. 


riepurmg cminren lor Rain.—Virtually all children have a 
great deal of anxiety about being in hospitals, particularly aboul 
the so-called minor operations so common in childhood. Al¬ 
though hospital and operative procedures leave their greatesl 
scars in neurotic children, they also leave some psychic scars 
m normal children. We have noticed that these are more trau¬ 
matic to the child when he is not told the truth about the pro- 
cedure and when lt is not discussed with him before it is done 
chUH ' ondemn the c °mmon practice of telling a 

mt LTn'Vb 0 " 1 T” and then sticki "S him with a needle, 

fel a child thnt r t ma ° Ver ^ face ’' etc - 11 « less traumatic to 
tell a child that it ts going to hurt, but you will try to get it over 

Tnd thm £ wittTVh J” 0 ** !? Urtin8 than absolutely necessary, 
and that he will feel better afterward.—F. G Fhattoh At n 

PhiladetpSr j ar B e, I MD ‘’ Psy r iatry ’ in Medi <= ine of “the Yean 
rnuaaeiphia„J. B. Lippmcott Company, 1951, p. 71 . 
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HEMOCHROMATOSIS 

REPORT OF AN UNUSUAL CASE 

Joseph C. Doane, M. D. 

Charles H. Kravitz, M.D. 

and 

Gladys Rosenstein, M.D., Philadelphia 

This case of hemochromatosis is reported not only 
because of the rarity of this condition but also because of 
some unusual features presented by this patient. 

REPORT OF CASE 

F. B., a 57 year old white man, was admitted to the Jewish 
Hospital on April 12, 1949 with a chief complaint of frequency 
of urination of five weeks’ duration. There was no dysuria or 
hematuria. During the same period the patient experienced a 
weight loss of approximately 40 pounds (18 Kg.). During the four 
weeks prior to admission, there was a change of bowel habit from 
extreme irregularity to persistent constipation necessitating the 
use of laxatives. In the last two weeks, the patient noted swelling 
of both feet and legs, extending to the knees. He also noted 
some postprandial distress, consisting mainly of pain across the 
upper abdomen. There was no associated nausea or vomiting, 
polyphagia or polydypsia. There was a history of passing dark 
brown urine one year ago. The patient had had typhoid at the 
age of 14 but had not consulted a physician since that time. 
The family history was noncontributory. 

The physical examination revealed a small, thin, emaciated 
white man, ambulatory and apparently not in acute pain. The 
skin color was a peculiar slate-gray-bronze, especially over the 
hands, feet and face; here the skin was dry and desquamating. 
The scleras were mildly icteric. 

The chest was clear. The left border of the heart was at the 
anterior axillary line. The cardiac rate was 60 per minute, and 
the blood pressure was 140/70. The rhythm was regular, but 
a blowing diastolic murmur was heard at the second right costal 
cartilage. 

The abdominal wall presented numerous dilated veins. The 
abdomen was distended with flank dulness, and a fluid wave was 
present. The liver was palpable to 10 cm. below the costal mar¬ 
gin and was firm and nontender, with a sharp edge. The spleen 
was not palpable. Ankle edema was extreme. 

The laboratory studies on admission elicited the following 
data: fasting blood sugar, 252 mg. per 100 cc.; blood urea ni¬ 
trogen, 11 mg. per 100 cc.; icterus index, 15 units; total pro¬ 
teins, 8.5 Gm. per 100 cc., blood chlorides, 510 mg. per 100 
cc.; prothrombin time, 15 seconds (50 per cent of normal ac¬ 
tivity). The urine contained sugar (3 -f), no diacetic acid, a 
slight trace of albumin and acetone (3 +). The blood count 
showed 12.2 Gm. of hemoglobin per 100 cc., 4,870,000 red 
cells and 6,400 white cells, of which 45 per cent were polymor¬ 
phonuclear cells and 55 per cent lymphocytes. 

The patient was placed on a diabetic regimen with insulin. 
There was an extreme lability of the blood sugar, and on several 
occasions signs of severe hypoglycemia were noted. At one time 
it was necessary to withdraw insulin completely. 

The venous pressure was 13 cm. of water, with a circulation 
time of 30 seconds from arm to tongue (tested with magnesium 
sulfate and calcium gluconate) and 27 seconds from arm to 
lung (tested with ether). 

On April 19 a few fine crackles were noted at the base of 
the right lung, and a chest x-ray showed some evidence of con¬ 
gestive failure. 

An electrocardiogram taken at this time was interpreted as 
showing evidence of myocardial disease but of no recent or re¬ 
mote accident. 

The liver function tests showed normal sulfobromophthalein 
(bromsulphalein®) sodium excretion, thymol turbidity and 
cephalin flocculation readings. The serum amylase was normal. 
The blood cholesterol concentration was 181 mg. per 100 cc. of 
which 40 per cent was cholesterol esters. The prothrombin time 


continued to range between 35 per cent and 60 per cent of nor 
mal values. Two van den Bergh tests showed values of 0 9 
and 1 mg. of bilirubin per 100 cc., respectively. Both the acid 
and the alkaline phosphatase values were normal. The serolocic 
reactions were negative. A gastrointestinal x-ray series revealed 
only gastritris. 

A repeat electrocardiogram on May 5 was interpreted as show¬ 
ing acute damage to the anterior wall of the left ventricle, which 
had occurred since April 19. A subsequent tracing, on June i 
1949, was interpreted as showing the typical sequential chances 
of a recent anterior wall infarction. ' 

A skin biopsy was performed, and the pigmentation was found 
to be characteristic of hemochromatosis. The urine sediment 
gave a positive reaction for iron. 

The patient’s course ran progressively downhill. Under strict 
diabetic management the skin color became lighter. Terminally, 
auricular fibrillation developed. Death presumably resulted from 
heart failure. 

Autopsy Observations .—Necropsy was limited to inspection 
and a microscopic examination of the liver and its adjoining 
organs. 

The liver was hard, extremely nodular and cirrhotic through¬ 
out. The surfaces were reddish tan. In the microscopic specimen 
tan-colored nodules could be seen, surrounded by rings of 
congestion. 

The spleen was only moderately enlarged but was very firm. 

The pancreas showed marked fatty infiltration. The remain¬ 
ing very small amount of pancreatic tissue was reddish brown 
and was congested. 

The left kidney was elongated and had a smooth pale sur¬ 
face with congested vessels. The right kidney could not be 
found. 

The intestines were apparently normal, except for a bluish 
discoloration of the transverse colon. 

Histologic Diagnosis .—The histologic diagnoses were hemo¬ 
chromatosis, and severe cirrhosis with extensive ’deposit of 
hemosiderin in the liver cells and fibrous tissue. 

The causes of death were (1) hemochromatosis, (2) severe 
hepatic cirrhosis with enormous deposition of iron pigment 
and (3) atrophy of the pancreas and extensive infiltration with 
considerable deposit of iron pigment. 

COMMENT 

This case of hemochromatosis, still a rare disease, 
presents unusual features. The skin pigmentation was 
present for many years, but the patient was asymptom¬ 
atic and quite unaware of any color change. However, 
once the symptoms of this condition became evident, 
there was a rapid downhill course. The therapy was most 
difficult because diametrically opposite indications pre¬ 
sented themselves. The liver involvement necessitated 
use of a high carbohydrate diet, whereas the diabetes 
demanded some carbohydrate restriction, particularly 
since stabilization of the blood sugar was an ever increas¬ 
ing problem. During the last several weeks of the pa¬ 
tient’s illness, he was most apathetic. It was difficult to 
decide whether the dulled sensorium was due to hepatic 
toxicity or to cardiac failure. The added myocardial in¬ 
farction made the picture even more complex. The 
pathologic changes in the liver no doubt caused the de¬ 
crease in the prothrombin activity. 

SUMMARY 

An additional case of hemochromatosis with some 
unusual features is added to the litera 

A plea is made for an increased 
disease, the triad of symptoms being 
of the skin, (2) hepatic cirrhosis 
mellitus. 

York and Tabor Rd. 


awareness of this 
(1) pigmentation 
ind (3) diabetes 
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COUNCIL ON PHARMACY 
AND CHEMISTRY 


report to the council 

The Council has authorized the publication of the following 
report by the Committee on Pesticides. 

R. T. Stormont, M.D., Secretary. 


MORE FACTUAL DEATH CERTIFICATES 

The Committee has experienced difficulty in preparing useful 
tabulations on deaths from various poisons because the data 
furnished by physicians on death certificates have been incom¬ 
plete In the past, this was understandable since container labels 
frequently carried no ingredient statements and the agent re¬ 
sponsible for the death often remained unknown. However 
with the passage of the Federal Insecticide, Fungicide and 
Rodenticide Act, economic poisons in interstate commerce are 
required to carry ingredient statements. 

When the name of the active ingredient and the proprietary 
or trade name of the product suspected of having caused death 
is not entered on the victim’s death certificate, valuable infor¬ 
mation is omitted. The listing of both the active ingredient and 
trade name of the suspected product is necessary, since so-called 
inert ingredients in many preparations may be responsible for 
death. Common offenders in this category are the solvents fre¬ 
quently used to carry the pesticidal agent. It is equally important 
that deaths from materials commonly found in the home as 
well as those associated with agricultural and industrial pursuits 
be accurately and consistently reported. Only in this way will 
a balanced picture of relative hazard be obtained. 

The preparation of more factual death certificates will facili¬ 
tate accurate tabulations on the causes of accidental deaths due 
to poisoning and will ultimately help reduce the loss of lives 
resulting from the careless use of highly toxic products. 


NEW GENERIC AND BRAND NAMES 
RECOGNIZED BY THE COUNCIL 

The Council collaborates with manufacturers in the selection 
of generic and brand names for marketed drug preparations 
presented for acceptance and also for new products still under 
development or clinical trial. The last report on such names 
appeared in The Journal, March 3, 1951, p. 644. 

The following abstract lists the generic designation, the chemi¬ 
cal name, where necessary for information, and the recognized 
brand name or names under which the preparations are avail¬ 
able. In general, a generic name should bear recognizable rela¬ 
tion to the chemical name and conform as closely as consistent 
with brevity and practicality to existing systems of scientific 
nomenclature. The chief requirement for a brand name is that 
it should not be therapeutically suggestive. 

Choline Gluconate for the gluconate salt of choline, 2-(hydr- 
oxycthyl)trimcthylammonium D-gluconate 
Chlorcyclizine Hydrochloride lor l-p-chlorobenzhydryl-4-meth- 
1 piperazine hydrochloride: Di-Paraiene Hydrochloride (Abbott 


Dimethyl-Tubocurarine Chloride: Mecostrin Chloride (E. 
Squibb & Sons) v 

cnmHnJ/b* ^ a ^" e for ergotamine tartrate and caff, 
combined. Cafergot (Sandoz Pharmaceuticals) 

S'romone ad ° l for 2-methyl-5,8-dimethoxy 

glueoside G?HCWWe ^ 2 ‘ meth y ,0 i-5-methoxyfuranachrotv 
ImmyTco nSS f0r 1 ■^'diroetbylamylamwe: Fort! 
KSrig fof P^^'Vkarbamide: Phenutone (Ab 


Probenecid for p-(di-n-propylsulfamyl)benzoic acid: Benemid 
(Sharp & Dohme, Inc.) 

Salicylazosulfapyridine for 4-(pyridyl-2-amidosulfonyl)-3'-car- 
boxy-4'-hydroxyazobenzene 

Tetraethylammonium Chloride: Etamon Chloride (Parke, Davis 
& Company) 


NEW AND NONOFFICIAL REMEDIES 

The following additional articles have been accepted as con¬ 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New and 
Nonofficial Remedies. A copy of the rules on which the Council 
bases its action will be sent on application. 

R. T. Stormont, M.D., Secretary. 

Aminophylline-U.S.P. (See New and Nonofficial Remedies 1950, 
p. 278). 

Tablets Atninophylline: 0.1 gm. and 0.2 gm. Professional 
Drug Service, Inc., St. Louis, 

Gamma Benzene Hexachloride (See The Journal, Oct. 14,1950, 
p. 548). 

Ointment Kwell 1%: 56.7 gm. tubes and 454 gm. jars. An 
ointment containing 10 mg. of gamma benzene hexachloride in 
each gram. Commercial Solvents Corporation, New York. 

Dicthylstilbestrol-U.S.P. (See New and Nonofficial Remedies 
1950, p. 331). 

Tablets Diethylstilbestrol: 0.1 mg., 0.25 mg., 0.S mg., 1.0 mg., 
and 5.0 mg. Barlow-Maney Laboratories, Inc., Cedar Rapids, la. 

Diphtheria Toxoid, Alum I’recipitated-U.S.P. (See New and 
Nonofficiai Remedies 1950, p. 438). 

Diphtheria Toxoid (Alum Precipitated): 5 cc. vials (five im¬ 
munizations). Preserved with thimerosal 1:10,000. Pitman- 
Moore Company, Division of Allied Laboratories, Inc., Indian¬ 
apolis. 

Diphtheria Toxoid, Alum Precipitated: 1 cc. (0.5 cc. dose 
form), 5 cc. (0.5 cc. dose form), and 10 cc. (1 cc. dose form) 
vials. One immunization, five immunizations, and five immuni¬ 
zations, respectively. Preserved with thimerosal 1:10,000. E. R. 
Squibb & Sons, New York. 


COUNCIL ON PHYSICAL MEDICINE 
AND REHABILITATION 


The Council on Physical Medicine and Rehabilitation has 
authorized publication of the following report. 

Howard A. Carter, Secretary. 

ACE ELASTIC HOSIERY ACCEPTED 
Manufacturer: Becton, Dickinson & Co., Rutherford, N. J. 
Ace Elastic Hosiery is designed to give support to varicose 
and phlebitic veins and to control the swelling of the leg in 
various circulatory and inflammatory conditions. It is intended 
to form a smooth sheath over the leg and is described as “full- 
00 e ’, meanmg tb at toe patient does not have to wear a second 

and th ® ela f ic st °ckings. They are knitted of nylon 

rubber with cuffs of nylon and mercerized cotton. 

Evidence from sources acceptable to the Council indicated 

as could h P ° S6 v Wer f f- 8001 ? qUality ’ ,faat they were as durable 
“ ; ° be ex P e cted in view of the sheeroess which many 

pat ents desire, and that the results of wearing them were satis- 
factory provided precautions were taken to secure a proper fit 

Rshabilitatioa voted lo 

inctuoe the Ace Elastic Hosiery m its list of accepted devices. 
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THE VALUE OF TOTAL 
POPULATION X-RAY SURVEYS 

Total population x-ray surveys of the chest have been 
extensively prosecuted in this* country in the campaign 
against pulmonary tuberculosis. The problems of quality 
of roentgen reproduction, of reliability oh roentgen inter¬ 
pretation, of thoroughness of follow-up, and of reduction 
of local incidence of tuberculosis have been studied to 
some extent and has been commented on by various 
groups to a considerable extent. However, no really com¬ 
prehensive review of a long term, total population study 
has yet been made in this country. A recent follow-up 
report on a total population survey of the island of Got¬ 
land, made in 1943 and analyzed in succeeding years by 
Lonnerblad, 1 is of interest. Gotland was almost an ideal 
location for a successful total population survey. The 
island is comparatively remote and has a negligible im¬ 
migration factor. It is about seven hours by sea from the 
mainland of Sweden. 

In this mass photofluorographic survey, 56,964 per¬ 
sons were examined, which is equivalent to 99% of the 
population over the age of 1 year. This is a remarkable 
achievement, as most surveys fail to exceed 80% of the 
population over the age of 16. The customary small per¬ 
centage of adults with potentially significant pulmonary 
shadows and the even smaller percentage of persons with 
open pulmonary lesions were discovered. The long-term 
value of the survey, namely, its apparent influence on the 
prevention of tuberculosis (as a result of the detection 
and isolation of active cases), was studied by observation 
of the tuberculosis mortality in Gotland for the ensuing 
seven years and comparison with the mortality for 
Sweden as a whole (which had not yet undertaken exten¬ 
sive total population surveys). The mortality rate for 
tuberculosis per 100 inhabitants in Gotland in 1946 was 
0.54 and for Sweden as a whole 0.51. For 1947, the re¬ 
spective figures were 0.49 and 0.48, and for 1948, 0.70 
and 0.48. Therefore, there was no appreciable reduction 
in mortality and apparently little improvement in pre¬ 
vention of tuberculosis. Even three years after comple¬ 
tion of the survey, it was noted that more than half of the 
newly discovered cases of open pulmonary tuberculosis 
had already passed the moderate stage. 


1. Lonnerblad, L.: The Value of a Total Population Roentgen Chest 
Survey in the Campaign Against Tuberculosis, Acta radiol. 34:501 (Dec.) 
1950, 

1. Blalock, A., and Taussig, H. B.: The Surgical Treatment of Malfor¬ 
mations of the Heart in Which There Is Pulmonary Stenosis or Pulmonary 
Atresia, J. A. M. A. 13S: 189 (May 19) 1945. 
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Lonnerblad points out that it is not feasible at tb 
present time to isolate effectively all persons with inter¬ 
mittently open pulmonary tuberculosis. Further, in some 
persons with lesions that are radiographically improvin» 
rapid progression or reactivation even of apparently 
stable foci may suddenly develop. These persons, clini¬ 
cally well for a period of years, have ample time to infect 
a considerable number of other persons before bein° 
detected. Two or three such cases in a populous com¬ 
munity will entirely neutralize the value of a periodic 
mass survey. 

Even in a homogeneous, relatively isolated area like 
Gotland, it proved very difficult to trace sources of infec¬ 
tion or to trace and examine a majority of contacts of 
open cases. However, even if such were possible, tie 
small number of coexisting “carriers” of tubercle bacilli 
(with minimal or negligible pulmonary roentgen 
shadows) tend to vitiate the program. Some careful per¬ 
sons with open tuberculosis may not act as carriers, but 
others, especially those in whom there develops unde¬ 
tected, rapidly progressive tuberculosis, may in a shut 
time be a source of infection to large numbers of persons. 
A man may have been assured that his last photofluoro- 
grarn was normal, and it does not occur to him that he 
may be a victim of open disease. 

The author suggests that the promotion of some means 
of general prophylaxis of the total population (such as by 
BCG vaccination), as well as the promotion of improved 
general economic conditions, is essential before total 
population surveys can produce the desired results. At 
the same time, it is observed that mass surveys of selected 
groups, such as persons segregated in institutions or 
otherwise thrown in close contact, have an obvious con¬ 
structive place in preventive medicine, provided it is 
borne in mind that negative results merely exclude evi¬ 
dence of disease at that particular moment. 


SURGICAL RELIEF OF PULMONIC 
STENOSIS IN TETRALOGY 
OF FALLOT 


Early attempts at surgical relief of stenotic valvular 
lesions of the pulmonary artery and the heart were disap¬ 
pointing and led to justified pessimism as to the feasibility 
of surgical therapy. Recent advances in inttatboracic 
surgery, in the art of anesthesia, in preoperative and post¬ 
operative treatment, in blood transfusion and employ 
ment of oxygen, all served to revive interest in the surgi¬ 
cal attack on congenital anomalies of the heart, the 
almost hopeless prognosis of the morbus caeruleus ma e 
it apparent that the risk of operation was probably less 
than that of leaving the condition untreated. 

. Blalock and Taussig 1 in 1945 introduced an operati ^ 
procedure for the relief of pulmonic stenosis. The oper 
tion consisted of anastomosing one of the systemic ar¬ 
teries, preferably the subclavian, to one of the P“ ,nl °” ' 
arteries. This shunting operation created an artiflcia, 
tus arteriosus and increased the flow of oxygenate 
through the lungs, thereby reducing cyanosis. B 
was able to report in 1948 on 610 patients su J 
the operation for the relief of pulmonic stenosis,' 
mortality rate of 17.7 per cent. The results were g 
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be localized within the central portion of the lumetu n 
subvalvular or inlondibular stenosis, no such character 
istically localized thrill is felt in the first part of the pul- 
monary artery. Brock has reintroduced Doyen s unsuc¬ 
cessful attempt at a direct attack on the stenotic fissu. 

In the Brock procedure a valvulotome is passed throu e 
the wall of the right ventricle upward into the pulmonary 
artery. His first report dealt with three patients: one died, 
embolism of the lower extremity developed in one an 
hemiplegia in the third. These vascular complications 
were probably due to the fall in the blood pressure in the 
presence of polycythemia. Relief of infundibular stenosis 
is a far more complicated procedure, since it involves 
resection of a portion of the actual wall of the active 
ventricular muscle and not a simple division of a nar¬ 
rowed valve at the exit of the ventricle. Brock 1 accom¬ 
plished this with a special instrument, a type of rongeur, 
which is introduced into the right ventricle and is passed 
upward in the direction of the pulmonary artery. The 
stenotic tissue is bitten off, the instrument is removed 
and the opening is further dilated with a special instru¬ 
ment. Blalock 1 reported a series of 19 cases of Brock 
valvulotomy for pure pulmonary stenosis with excellent 
results. 

Downing and his associates 0 performed the Brock 
procedure in eight cases of tetralogy of Fallot. In six 
of these the improvement in exercise tolerance has been 
striking. These authors consider Brock’s procedure the 
operation of choice in cases of pulmonary stenosis. There 
are, however, a number of questions that have not so 


microbial metabolites and 
plant welfare 

The dramatic advances of the past 10 years in the 
medical use of antibiotics have overshadowed *e poten¬ 
tial role of those substances in other fields. The 
antibiotics with antifungal properties for the control of 
nlant diseases is of particular interest at a time when con- 
femfion of food supply is a matter of world-mde tm- 
nortance Two recent reports are of considerable theo 
retical interest in that they suggest means by- which the 
value of antibiotics in agriculture and horticulture can 

bC Henry 1 * and his associates recently reported on the 
control of seed-borne fungus disease in cereals with aci- 
dione, an antibiotic produced by Streptomyces gnseus. 
Wheat, barley, and oat seeds infested with covered smut 
were treated with acidione in a concentration of 10 parts 
per million in water. Treatment resulted m a reduced in¬ 
cidence of disease in all cases. Best results were obtained 
with oat smut, a major disease, and one of the covered 
smuts most difficult to control successfully by seed treat¬ 
ment. Acidione proved to be as effective as mercurials 
and formaldehyde and appeared to have no serious toxic 
action on the seed. 

Brian, Wright, Stubbs, and Way 2 have reported that 
resistance to fungal parasites may be conferred on plants 
by antibiotic substances taken in through the root system 
and translocated to the leaves. For their studies, they used 
a fungistatic antibiotic, griseofulvin, which is produced 
by a common soil organism and which is relatively non¬ 
toxic to higher plants. They found that, if lettuce or oat 
seedlings were grown in nutrient solutions containing 
griseofulvin, the antibiotic could, after a period of time, 

2. Potts, W. J.; Smith, S., and Gibson, S.: Anastomosis of the Aorta 
to a Pulmonary Artery, J. A, M. A. 132: 627 (Nov. 16) 1946. 

3. Brock, R. C.: Pulmonary Valvulotomy for Relief of Congenital 
Pulmonary* Stenosis; Report of Three Cases, Brit. M. J. 1; 1121 (June 12) 
1948. 

4. Brock, R. C.: The Surgery of Pulmonary Stenosis, Brit. M. J. 2: 399 
(Aug. 20) 1949. 

5. Blalock, in Downing, Bailey and Glover.® 

6. Downing, D. F.; Bailey, C. P., and Glover, R. P>: Brock Procedure 
for the Relief of Pulmonary Stenosis in the Tetralogy of Fallot, Pediatrics 
7:230 (Feb.) 1951. 

1. Henry, A. W.; Peterson, E. A.; Millar, R. L„ and Horricks, J, S.: 
Control of Covered Smut of Oats by Seed Treatment with an Antibiotic, 
Science 113:390 (April 6) 1951. 

2. Brian, P. W.; Wright, 3. M.; Stubbs, J., and Way, A. M.: Uptake of 
Antibiotic Metabolites of Soil Micro-Organisms by Plants, Nature 167: 
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be demonstrated in the leaves or in guttation-drops. 
Furthermore, when disease-causing fungus spores were 
sprayed onto lettuce or tomato plants that had been grow¬ 
ing in griseofulvin-containing solutions for several days, 
the disease developed much more slowly than in control 
plants. More crucial experiments to prove whether griseo- 
fulvin could be produced by microbiologic synthesis in 
the soil and then pass into plants were inconclusive. The 
demonstration of such an effect would serve to indicate 
that the rhizosphere, or zone of increased microbial ac¬ 
tivity in the soil adjacent in plant roots, may make an 
important contribution to the welfare of the plant. 


MUSCLE RELAXANTS IN LOW-BACK 
DISORDERS 

Schlesinger and Stinchfield 1 have reported on the use 
of the muscle relaxant mephenesin as a diagnostic and 
prognostic aid in acute disorders of the lower back. They 
administered the drug intravenously to 64 hospitalized 
patients with acute symptoms and signs of herniated in¬ 
tervertebral disk and observed its effect on the pain and 
on the results of the straight-leg-raising test. Four types 
of reaction were noted: (1) abrupt relief of low-back and 
sciatic pain and striking increase in the range of leg 
motion, (2) abrupt relief of pain with only slight or 
moderate increase in range of leg motion, (3) abrupt re¬ 
lief of pain with no increase in motion, and (4) rapid 
relief of local pain, paradoxical aggravation of radiating 
pain and decrease or no change in straight-leg-raising 
ability. Patients with the first type of reaction often ob¬ 
tained persistent relief from this test administration of 
mephenesin, and a high percentage left the hospital 
symptomatically well after a period of conservative treat¬ 
ment. These patients, some of whom showed unequivo¬ 
cal myelographic evidence of herniated intervertebral 
disk, were regarded as having-reversible nerve root com¬ 
pression, possibly aggravated by reflex muscle spasm. 
Patients with the third or fourth type of reaction to 
mephenesin invariably failed to respond to subsequent 
conservative treatment, and all required surgical inter¬ 
vention within three months. At operation in each case, 
there was found a large protrusion of the intervertebral 
disk producing irreducible root compression. Patients 
with the second type of reaction to mephenesin formed 


1. Schlesinger, E. B., and Stinchfield, F. E.: The Use of Muscle Re- 
laxants as an Aid in the Diagnosis and Therapy of Acute Low-Back Dis¬ 
orders, J. Bone & Joint Surg. 33A: 480 (April) 1951. 

2. Steindler, A., and Luck, J. V.: Differential Diagnosis of Pain Low 
in the Back; Allocation of the Source of Pain by the Procaine Hydro¬ 
chloride Method, J. A. M. A. 110: 106 (Jan. 8) 1938. 

3. Berger, F. M., and Schwartz, R. P.: Oral “Myanesin” in Treatment 
of Spastic and Hyperkinetic Disorders, J. A. M. A. 137 : 772 (June 26) 
1948. 

1. Ruchman, I.: Immunological Relationship of Epidemic Kerato¬ 
conjunctivitis Virus, read before the meeting of the Society of American 
Bacteriologists, Chicago, May 29, 1951. 

2. Cheever. F. S.: Studies on Possible Relationship Between Viruses of 
St. Louis Encephalitis and Epidemic Keratoconjunctivitis, Proc. Soc. 
Exper. Biol. & Med. 77: 125 (May) 1951. 

3. Sanders, M.: Epidemic Keratoconjunctivitis (“Shipyard Conjunc¬ 
tivitis”):, Isolation of a Virus, Arch. Ophth. 2S: 581-586 (Oct.) 1942. 
Sanders, M., and Alexander, R. C.: Epidemic Keratoconjunctivitis: 
Isolation and Identification of Filterable Virus, J. Exper. Med. 77:71-96 
(Jan.) 1943. Sanders, M.; Gulliver, F. D.; Forchheimer, L. L., and 
Alexander, R. C.: Epidemic Keratoconjunctivitis: Clinical and Experi¬ 
mental Study of Outbreak in New York City; Further Observations on 
Specific Relationship Between a Virus and the Disease, J. A. M. A. 
131:250-255 (Jan. 23) 1943. 
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an intermediate group; some required surgical treatment 
and others responded to conservative management. Thus 
in all but the second group the mephenesin test had 
definite prognostic value at least as far as the response 
of the immediate attack to therapy was concerned. This 
is of considerable practical significance in a condition in 
which the choice between conservative and surgical treat¬ 
ment is often difficult. An accurate prognosis can spare 
many patients the economic burden of long periods of 
useless conservative therapy while assuring others, who 
are likely to benefit from it, of an adequate trial of non- 
surgical therapy. 

Whether this test will prove more helpful in this respect 
than the procaine hydrochloride test of Steindler 2 can be 
determined only by further clinical trial. It already ap¬ 
pears that mephenesin is superior to procaine in the relief 
of local muscle spasm. Because in large doses, it can pro¬ 
duce paralysis, however, mephenesin must be given cau¬ 
tiously and only to hospitalized patients who do not show 
muscular weakness or serious neurologic disturbance. In 
these experiments a 2% solution administered intra¬ 
venously produced no hemoglobinuria or other serious 
side effects. Given orally, the drug proved unsatisfactory 
in the hands of these investigators. 

The muscle relaxation produced by mephenesin has 
also been found helpful as an adjunct to traction and in 
the relief of pain in various low-back syndromes, by 
the above-mentioned authors and by others, 3 but it ap¬ 
pears likely that the drug will have its greatest usefulness 
in differential diagnosis and prognosis. 


RELATIONSHIP BETWEEN EPIDEMIC 
KERATOCONJUNCTIVITIS AND THE 
NERVOUS SYSTEM 


Ruchman 1 has recently shed interesting and addi¬ 
tional light on the nature of the epidemic keratoconjunc¬ 
tivitis (EK) virus. This work, confirmed by Cheever,' 
suggests the possibility that the virus of epidemic kerato¬ 
conjunctivitis, originally isolated by Sanders, 3 has a 
biphasic pathogenicity referable to ocular and nervous 
tissues. The recent findings indicate a close immunologic 
relationship between the viruses of epidemic keratocon¬ 
junctivitis and St. Louis encephalitis; indeed, the two 
agents could not be differentiated by intracerebral neu¬ 
tralization tests. A similar relationship, but to a lesser 
degree, was demonstrated between epidemic keratocon 
junctivitis and Japanese and West Nile encephalitis 
viruses. The only demonstrable difference between epi¬ 
demic keratoconjunctivitis and St. Louis viruses was to 
be found in the increased pathogenicity of the epidemic 
keratoconjunctivitis virus for rabbits. These findings are 
consistent with those of Sanders, who reported passage 
of his original virus through graded collodion membranes 
with an average pore diameter of 75 to 100 m/i, whi e 
those membranes with an average pore diameter ot e 
than 50 m/t retained the virus. , 

During the 1942 epidemics, which involved thousa 
of industrial workers in California and New or > 
severe ocular disease was observed in as high as; 1 
of factory personnel. Even at that time, severe sa 
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associated with the conjunctivitis and unrelieved by 
analgesics were observed by the University of Miami 
investigator. Furthermore, two cases m Schenectady 
showed possible central nervous system involvement. 

The present clarification of this problem throws an 
important light on virus diseases with respect to poten¬ 
tial multiple variants within a single disease agent. In 
the case of epidemic keratoconjunctivitis, we are appar¬ 
ently dealing with an agent capable of great ocular infec- 
tivity, potentially neurotropic in character. The relation¬ 
ship between epidemic keratoconjunctivitis and the 
neurotropic virus is closely paralleled in the herpes sim¬ 
plex virus, insofar as the herpes virus is capable of 
infecting the eyes of humans' and then quickly reverting 
to a strongly neurotropic agent by passage in laboratory 
animals. However, in the case of the herpes virus, the 
agent is approximately 125 m,r, and neutralizing anti¬ 
bodies are found in as high as 75% of unselected adult 
serums. 5 Epidemic keratoconjunctivitis, on the other 
hand, has a calculated measurement of approximately 
35 m/x, and neutralizing antibodies against it are not 
found in a so-called normal population. 6 


ALCOHOL IN PULMONARY EDEMA 

The usefulness of ethyl alcohol in the treatment of 
paroxysmal pulmonary edema in rabbits and dogs has 
recently been demonstrated by Luisada. 1 Working on the 
theory that the respiratory obstruction occurring in pul¬ 
monary edema is due chiefly to the foaming of the fluid 
present rather than to its volume per se, this investigator 
tested the effects of a number of antifoaming agents ad¬ 
ministered by inhalation to animals with experimental 
pulmonary edema. Of the agents used, 95% alcohol in 
subanesthetic doses produced the most satisfactory re¬ 
sults. It doubled the survival time of rabbits with pulmo¬ 
nary edema produced by intravenously administered 
epinephrine and completely prevented pulmonary edema 
in dogs subjected to rapid intracarotid infusion with iso¬ 
tonic sodium chloride solution. This effect was thought 
to be due to the local antifoaming action of alcohol, but it 
was subsequently observed that larger, mildly anesthetic 
doses of 50% alcohol given by gavage or enema had a 
similar action. Subanesthetic doses of 25% alcohol ad¬ 
ministered intravenously also showed definite, but less 
pronounced, therapeutic effect. These observations sug¬ 
gest that the depressant action of alcohol on the central 
nervous system also played a therapeutic role. It is pos¬ 
sible that both factors were active, since alcohol in the 
blood stream may be excreted through the lungs, exert¬ 
ing a local effect, while inhaled alcohol may be absorbed 
into the blood stream, with consequent central action. 

In similar experiments, it was found that the combina¬ 
tion of alcohol by inhalation and morphine by injection 
pro uced better results than either one alone and that 
these results were equivalent to those obtained with 
morp une plus inhalations of oxygen under pressure. This 
led Luisada to suggest that the combination of morphine, 
a co 10 vapor, and oxygen under pressure might prove 
most effective in the treatment of pulmonary edema. 

lerapeutic trials with alcohol inhalations in man are 
now in progress. 


IRRADIATED TUBERCULOSIS VACCINE 

Milzer 1 and associates of Michael Reese Hospital, 
Chicago, report evidence that ultraviolet-killed tubercu¬ 
losis vaccine is superior to BCG vaccine as a prophy¬ 
lactic agent. Mycobacterium tuberculosis (hominis) 
grown for 14 days on Petragnani medium was harvested, 
weighed, suspended in sterile distilled water, ground for 
30 minutes in a ball mill, and then diluted so as to con¬ 
tain 1 mg. of moist bacilli per cubic centimeter. Expo¬ 
sure for 0.5 seconds to ultraviolet irradiation was found 
sufficient to kill the bacteria, after which 1:10,000 
thimerosal was added as a preservative and the killed 
vaccine was stored in the refrigerator at 3 to 5 C. Freshly 
prepared viable BCG vaccine was used in comparison. 

Comparative active immunization tests were made 
on groups of 24 to 40 mice. At weekly intervals, each 
mouse was given four subcutaneous injections of 0.5 
mg. of the selected vaccine. Thirty days after the fourth 
dose, each mouse was given a challenging dose of 0.001 
to 0.025 mg. of the 14-day-old slant cultures of H37Rv 
tubercle bacilli suspended in 2.5% gastric mucin. Half 
of the challenging dose was given subcutaneously and 
half intraperitoneally._ Control tests were made on non- 
immunized mice. All animals were killed 30 days after 
the challenge dose and examined carefully for lesions. 

Without exception, all control mice presented gross 
lesions, ranging in size from 2 to 4 mm., at the site of the 
inoculation, or in the liver, spleen, or peritoneum. Gross 
lesions developed in only 53% of the mice given the 
viable BCG vaccine and in only 37.5% of those given 
the nonviable irradiated vaccine. The irradiated vaccine 
thus appeared to afford better protection than the BCG 
vaccine against subsequent tuberculosis. 

This superiority was not evident, however, in similar 
experiments performed by Olson 2 and Sarber 3 on 
guinea pigs. Using larger challenging doses of virulent 
bacilli and longer periods of observation, they found that 
the protection afforded by the two types of vaccine was 
about equal. That the protection was not complete is 
indicated by the observation that 32% to 55% of the 
vaccinated animals died within four months after infec¬ 
tion. This was in contrast to a mortality rate of 71% in 
the unvaccinated animals. 

Aside from the question of its relative antigenicity, 
however, the irradiated vaccine has other advantages 
over BCG. Unlike viable BCG, it contains a preservative 
that prevents contamination with pathogens; also, it is 
remarkably stable, retaining its potency for as long as 
12 months after its preparation. 
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July 7, 1951 


ORGANIZATION SECTION 


COMMITTEE ON CONSTITUTION AND BY-LAWS 

The permanent Committee on Constitution and By-Laws of 
the American Medical Association held its organizational meet¬ 
ing during the annual session at Atlantic City. Dr. Louis A. 
Buie of Rochester, Minn., is Chairman. The other members of 
the Committee are Dr. Stanley H. Osborn, Hartford, Conn.; 
Dr. Britton E. Pickett Sr., Carrizo Springs, Texas; Dr. James 
S. Stevenson, Tulsa, Okla.; Dr. Floyd S. Winslow, Rochester, 
N. Y.; the President, Dr. John W. Cline; the Secretary, Dr. 
George F. Lull; the Assistant Secretary, Dr. Ernest B. Howard; 
the representative of the Board of Trustees, Dr. Edwin S. Ham¬ 
ilton; the Speaker of the House of Delegates, Dr. F. F. Borzell, 
and the Vice Speaker, Dr. James R. Reuling. Drs. Cline, Lull, 
Howard, Hamilton, Borzell, and Reuling are ex officio members 
of the Committee, without -the right to vote. 

Any member of the Association who has suggestions for 
amendments to the Constitution and By-Laws should send them 
to Dr. Buie, whose address is 102 Second Ave., S. W., Rochester, 
Minn. The Committee will make a report to the House of Dele¬ 
gates at the Clinical Session in Los Angeles in December. 

FEDERAL LEGISLATION 

Income Tax Deductions for Medical Expenses 

Representative Clemente of New York introduced H. R. 4405, 
to allow medical and dental expenses as deductions from gross 
income for income tax purposes. The provisions of the present 
tax law permit a taxpayer, in arriving at taxable income, to de¬ 
duct medical and dental expenses in excess of 5% of adjusted 
gross income, with a limitation on the total amount deductible. 
This bill proposes to permit a taxpayer to deduct all expenses 
paid during the taxable year, not compensated for by insurance 
or otherwise, for medical care of the taxpayer, his spouse, or 
other legal dependents. The term “medical care” is defined in 
its broadest sense to include diagnosis, cure, mitigation, treat¬ 
ment, and prevention of disease. Included also as deductible 
items would be amounts paid for health or accident insurance. 
The author introduced a similar but not identical bill in the 
> 81st Congress. 

STATE LEGISLATION 
Alabama 

Bills Introduced.—-H. 444, proposes regulations requiring every dog 
owner to cause his dog to be inoculated against rabies by the rabies 
inspector once each year. S. 3401, proposes the creation of a State Board 
of Chiropractic Examiners and proposes that a person shall be regarded 
as practicing chiropractic who shall employ objective or subjective means 
without the use of drugs, surgery, X-ray therapy or radium therapy, for 
the purpose of ascertaining the alignment of the vertebrae of the human 
spine, and the practice of adjusting the vertebrae to correct any subluxa¬ 
tion or malalignment thereof. 


including the operation, effect, administration, enforcement and needed 
revision of all laws relating thereto. S. 1542, proposes to amend the 
initiative act relating to chiropractic by authorizing the Board of Chiro¬ 
practic Examiners to issue a certificate authorizing the holder thereof to 
practice chiropractic and other forms of therapy as taught in chiropractic 
schools or colleges. 

Florida 

Bills Enacted—H. 1440 became Law Without Approval June 11, 19 J 1 . 
It provides for the creation of a special hospital district for Brortard 
County. S. 254 was approved June 4, 1951. It provides for the establish, 
ment and operation of a State Hospital for alcoholism. S. 325 was ap¬ 
proved May 28, 1951. It amends the law prohibiting trafficking in the 
dead body of a human being and provides that nothing in such law should 
be construed to prohibit the obtaining, dissecting, using and disposing of 
dead bodies for the purpose of teaching or other appropriate university 
research by any medical school, dental school, school of nursing or othn 
university research or teaching unit which is a part of a regularly estab¬ 
lished or chartered institution of higher learning under the Laws of the 
State. 


Illinois 

Bills Introduced.—S. 275, to amend the Workmen's Compensation Law, 
proposes to authorize the payment of compensation for loss of the in¬ 
dustrial use of one or both ears. S. 773, proposes the creation of a Com¬ 
mission oil Tuberculosis Problems to study all matters pertaining to inter¬ 
governmental and other cooperation in the control and eradication oi 
tuberculosis. S. 755, to amend the Medical Practice Act, proposes regu¬ 
lations for the issuance of Temporary Certificates of Ilegistralion to 
persons who are nonresidents of the State, who have a Doctor of Medicine 
degree, and who wish to pursue programs of graduate or specially training 
in the State. 

Bill Enacted—H. 163 was approved June 14, 1951. It repeals and 
re-enacts the law relating to the practice of nursing. 

Michigan - 

Bills Enacted—H. 319 has become Public Act No. 249 of the Acts of 
1951. It amends the Michigan Hospital Survey and Construction Act by 
increasing the number of members of the Advisory Hospital Council from 
11 to 12 and by specifying that one member of such council shall be 
appointed from a list of full time help officers submitted by the Board of 
Directors of the Michigan Health Officers Association. S. 152 has become 
Public Act No. 231 of the Acts of 1951. It proposes certain amendments 
to the law providing for the licensing of maternity or lying-in hospitals. 

Missouri 

Bill Introduced_H. 275, proposes certain amendments to the law 

regulating the sale of narcotic drugs by, among other things, proriding or 
the establishment of a Narcotic Drug Act Fund, into which shall e 
placed all fees collected for narcotic licenses and out of which sha e 
paid the expenses incurred by the division of health in the admimstra ton 
of the law regulating narcotic drugs. 


Ohio 

Bill Enacted.—H. 516 was approved June 18, 1951. It provides for^ « 
issuance of special automobile licenses bearing the word “phtystcian 
persons holding unrevoked and unexpired licenses to practice medici 
the State. 


California 

Bills Introduced.—A. 3456, to amend that the Health and Safety Code, 
proposes to make it a felony to sell, furnish, administer, give or oiler to 
seU, furnish, administer or give any narcotic to a minor, S. R. 187, pro¬ 
poses the creation of an Interim Committee on Narcotics and Hypnotics 
to ascertain, study and analyze all facts relating to narcotics and hypnotics 


The summary of federal legislation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 


Wisconsin . 

Bills Enacted—A. 473 lias become Chapter 369 of the °‘ ieni5t 3 . 
amends the basic science act by exempting Uterefrom denta h« 

, 616 has become Chapter 368 of the Laws of 1951 t 
edical practice act by eliminating referencet to ° sleop ^/ 

,d by providing that if six members of the board find 9 a 
,aimed, the board shall issue a license to practice medicine |9J| 
such applicant. S. 701 has become Chapter 371 of U m£di „, 
amends the medical practice act by authorizing th of the 

aminers and the board of chiropractic examiners to ma 
iunctive process to restrain violations of the law. 
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PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE 
MEDICAL ASSOCIATION AT THE ANNUAL SESSION IN 
ATLANTIC CITY, N. J., JUNE 11-15, 1951 


AMERICAN 


(Concluded from page 854) 


Resolution on Establishment of Single 
Membership Classification 

Dr George Earl, Minnesota, submitted the following reso¬ 
lution, which was referred finally to the Reference Committee 
on Amendments to Constitution and By-Laws. 

Whereas The new system of American Medical Association membership 
would ““pear to make the classification of “Fellow” an outmoded and 

U< WhS, Many n active members of the American Medical Association 
feel that no purpose is served by requiring the payment of an extra $5 
for the privilege of program participation, serving in the House of Dele¬ 
gates o/as an official of the American Medical Association, and 
Whereas The present membership stratum is inconsistent with the 
democratic'foundation and objectives of the American Medical Associ- 

“ U Rem!vcd et That 6 the American Medical Association establish a single 
member classification, providing all active members with equal rights and 
privileges. 

Report of Reference Committee on Amendments 
to Constitution and By-Laws 


Dr. Robertson Ward, Chairman, submitted the following re¬ 
port, which was duly adopted: 

To your reference committee were referred three resolutions 
having to do with single membership in the American Medical 
Association, involving the abandonment of Fellowship. These 
were introduced by Dr. Woodhouse of Ohio, Dr. McKittrick 
of Massachusetts and Dr. Earl of Minnesota. A very thorough 
discussion was held on the pros and cons, with the following 
result: That your reference committee approves the principle 
involved in these resolutions, especially as to eligibility of mem¬ 
bers to take part in organizational and scientific programs of 
the American Medical Association without the necessity of other 
than regular membership. Since there is a definite question of 
the advisability of abandoning the term “Fellowship,” it is the 
recommendation of your committee that this matter be referred 
to the standing committee of the House on Constitution and 
By-Laws, with instructions to prepare such changes in the Con¬ 
stitution and By-Laws, in consultation with the Board of Trus¬ 
tees, as may be necessary to carry out these recommendations, 
and with instructions to present these necessary changes to the 
House of Delegates at its next meeting. 


Resolution on Standardized Form -for Reporting Health 
and Accident Cases 


Dr. George Earl, Minnesota, submitted the following reso¬ 
lution, which was referred to the Reference Committee on Mis¬ 
cellaneous Business: 


Whereas, Reporting health and accident cases to insurance companie 
could be simplified and expedited by one standard form, adopted by a 
insurance companies concerned with this form of coverage; and 

Vhercas, The advantages of a single form would also increase th 
bcTt* 6 * ° P r0l ' c ^ urcs vuder the Workmen's Compensation Law; therefoi 

. T1 ' a ! dic P ro btem of eliminating diversity of insurance repori 

\i\.L rr ? S K 'farted to die proper committee of the American Medic; 
1 , . 1 1 instructions to create a standardized form for reportin 

health and accident cases. 


Report of Reference Committee on 
Miscellaneous Business 

Dr. Andrew A. Eggston, Chairman, presented the following 
report, which was duly adopted; 

In view of the various state laws, it would be difficult and 
P Jsically impossible to have a standardized form that would 
comply with the laws of the 48 states. Your reference committee 
recommends that this matter be handled on an individual state 
lut' lhcrcfore ’ l ** e reference committee disapproves this reso- 


Resolution on Payment of American Medical Association Dues 
Dr. George Earl, Minnesota, presented the following reso¬ 
lution, which was referred to the Reference Committee on Mis¬ 
cellaneous Business: 

Whereas, There has been misunderstanding regarding Ute transition of 
the $25 payment to the American Medical Association, from the category 
of "special assessment” to “annual dues”; and 
Whereas, Many physicians who did not remit their 1950 dues and who; 
now wish to become members and pay their 1951 dues, have been classi¬ 
fied as delinquent members and can no longer be members of the Ameri¬ 
can Medical Association until their 1950 dues have been paid; and 
Whereas, Many physicians were aware that the special assessment in 
1949 was not considered legally binding and, therefore, considered the 
same to hold true of the 1950 payment; therefore be it 

Resolved, That the American Medical Association reconsider its deci¬ 
sion of December 1949 and accept payment of 1951 dues, regardless of the 
payment or nonpayment of 1950 dues. 

Report of Reference Committee on 
Miscellaneous Business 

Dr. Andrew A. Eggston, Chairman, presented the following 
report, which was duly adopted: 

Your reference committee recommends disapproval of this 
resolution. 


Resolutions on Publicizing American Medicine 
Dr. Edward P. Flood, New York, presented the following 
resolutions, which were referred to the Reference Committee 
on Legislation and Public Relations: 

Whereas, The American Medical Association wisely expended large 
sums of money to conduct its recent National Education Campaign; and 
Whereas, Failuie to follow up this campaign by repeated presentation 
of the true story of American medicine to the public may cost much of 
the advantage gained; and 

Whereas, Most physicians make substantial contributions annually to 
educational, welfare, religious and eleemosynary groups and this follow-up 
may be accomplished by purchasing advertising space in their journals, 
annuals and programs; and 

Whereas, The Principles of Medical Ethics rightfully precludes the use 
of this space for advertising the individual physician; therefore be it 
Resolved, That the House of Delegates of the American Medical Asso¬ 
ciation hereby endorses the use of such advertising space for slogans which 
would advance the cause of American medicine; and be it further 
Resolved, That the Public Relations Bureau of the American Medical 
Association is hereby directed to draft a number of appropriate slogans 
for use by the members of the American Medical Association; and be it 
further 

Resolved, That said slogans be published in The Journal of the Ameri¬ 
can Medical Association with appropriate comment. 


Report of Reference Committee on Legislation 
and Public Relations 


Dr. L. G. Christian, Chairman, presented the following re¬ 
port, which was duly adopted: 

The resolutions introduced by Dr. Edward Flood of New 
York have been amended as follows: 


Whereas, The American Medical Association wisely expended large 
sums of money to conduct its recent National Education Campaign; and 
Whereas, Failure to follow up this campaign by repeated presentation 
of die true story of American medicine to the public may cost much of 
the advantage gained; and 

Whereas, Most physicians make substantial contributions annually to 
educational, welfare, religious and eleemosynary groups and this follow-up 
may be accomplished by purchasing advertising space in their journals, 
annuals and nro crams? nnH 




, u - • , , *. . — *—ligmiuiiy pieciuues me use 

f °t r ad , V , ertLSins , the “dividual physicians, but does not pre¬ 
cause Of Am,.r f n SUCh i? ace lo l such short slogans as would advance the 
cause of American medicine; therefore be it 

cia^^hefeh^nHn 6 H ?^ e ° f D c elegates of the American Medical Asso- 
be it further rSCS ^ USC SUC ^ advertisin S space for slogans; and 
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Resolved, That the Public Relations Department of the American Medi¬ 
cal Association is hereby directed to draft a number of appropriate 
slogans for use by the members of the American Medical Association for 
this purpose. 

Your Committee approves this resolution as amended, and 
recommends its adoption. 

Resolutions on Emergency Medical Call Service 

Dr. Harold F. R. Brown, New York, presented the follow¬ 
ing resolutions, which were referred to the Reference Commit¬ 
tee on Insurance and Medical Service: 

Whereas, An emergency medical call service is of proven value both 
as a community public service and a means of good public relations be¬ 
tween a physician and his community; and 

Whereas, Participation in such a service is not onerous if many physi¬ 
cians cooperate; and 

Whereas, Every county medical society has been asked tb operate such 
an emergency service; therefore be it 

Resolved, That every doctor below the age of 35 years, regardless of 
his type of practice, be urged to participate in his community’s emer¬ 
gency call plans; and be it further 

Resolved, That all national specialty boards be requested by the Secre¬ 
tary of the American Medical Association to facilitate such general partici¬ 
pation by assuring their members and potential members that they may 
participate in such a community activity without jeopardy to specialty 
ratings. 

Report of. Reference Committee on Insurance 
and Medical Service 

Dr. William R. Brooksher, Chairman, presented the follow¬ 
ing report, which was duly adopted: 

Your committee recommends approval of these resolutions 
with the provision that they be amended to read that all national 
specialty boards be requested by the American Medical Asso¬ 
ciation to facilitate such general participation by assuring their 
members and potential members that they may participate in 
such a community activity without jeopardy to specialty ratings. 

Resolution on Communism 

Dr. L. A. Alesen, California, submitted the following reso¬ 
lution, which was referred to the Reference Committee on Mis¬ 
cellaneous Business: 

Whereas, The American Medical Association and its constituent state 
and component county societies have taken the lead in a nationwide fight 
to regain and preserve for Americans their birthright of individual free¬ 
dom; and 

Whereas, In a time of clear and present danger, there is no place for 
neutrality; therefore be it 

Resolved, That the American Medical Association hereby expresses 
its supreme contempt for and its unalterable opposition to communism, 
nazism, fascism, state socialism, or any other form of collectivism, be¬ 
cause these philosophies and the social and economic orders representing 
them violate nature’s fundamental age-old principle of individual responsi¬ 
bility and therefore can never produce anything but human poverty, 
misery and ultimate moral and spiritual disintegration. 

Report of Reference Committee on 
Miscellaneous Business 

Dr. Andrew A. Eggston, Chairman, submitted the following 
report, which was adopted unanimously:. 

Resolution on Communism: Your Reference Committee 
wishes to offer the present substitute motion which amounts to 
a rewording of the original resolution: 

Whereas, The American Medical Association and its constituent state 
and component county societies have taken the lead in a nationwide fight 
to regain and preserve for Americans their birthright of individual free¬ 
dom; therefore be it 

Resolved , That the American Medical Association hereby expresses its 
unalterable opposition to communism, nazism, fascism, state socialism or 
any other form of collectivism, because these philosophies and the social 
and economic orders representing them violate the principles on which 
this country was founded. 

Your Reference Committee recommends approval of this sub¬ 
stitute resolution. 

Proposed Amendment to By-Laws, Chapter IX, Section 1 (B) 

Dr. J. P. Wall, Mississippi, presented the following proposed 
amendment to Chapter IX, Section 1(B), which was referred 
to the Reference Committee on Amendments to Constitution 
and By-Laws: 

Amend Chapter IX, Section 1 (B) by adding to the first para¬ 
graph the following sentence: 


J.A.M.A., July 7, 1951 


“Past Presidents of the American Medical Association shall 
serve for a period of five years immediately following their 
tenure of the presidency of the American Medical Association ” 
So amended, the first paragraph of Section 1 (B) of Chapter 
IX of the By-Laws would read as follows: 

Term—Delegates and alternates from constituent associations sections 
the United States Army, the United States Navy, the United States A'r 
Force, the United States Public Health Service and the Veterans Admin 
istration shall be elected or appointed, as the case may be, for tivo year 
terms and shall assume office on January 1 of the year succeeding their 
election or appointment, except that incumbent delegates on the date of 
the adoption of these By-Laws shall serve until their successors are elected 
and assume office. Constituent associations entitled to more than one 
representative shall elect them so that one half the number, as near as 
may be, are elected each year. Past Presidents of the American Medical 
Association shall serve for a period of five years immediately following 
their tenure of the presidency of the American Medical Association. 


Report of Reference Committee on Amendments 
to Constitution and By-Laws 

Dr. Robertson Ward, Chairman, submitted the following re¬ 
port, which was duly adopted by a standing vote, and referred 
by.the Speaker to the Interim Committee on Constitution and 
By-Laws for proper wording: 

Resolution presented by Dr. Wall of Mississippi making Pas! 
Presidents of the American Medical Association members of the 
House of Delegates for five years, with power to vote: It will 
be remembered that a similar resolution, which did not limit 
membership in the House, was rejected at our last session. It is 
felt by your committee that the five year limitation included 
in this resolution has eliminated the objectionable features of 
the previous resolution, and that this resolution should now be 
accepted. The acceptance and implementation of this resolution 
requires the folowing changes in the Constitution: 

Article 6 , Section 2, referring to the composition of the House 
of Delegates, shall be changed by substituting a comma for 
“and” at the end of the second line, and adding to the sentence, 
after “as the case may be, of the respective service,” the words 
“and the five immediate Past Presidents of the American Medi¬ 
cal Association.” The following sentence shall be changed to 
read: “The general officers, the Past Presidents of the Associa¬ 
tion (excluding the five immediate Past Presidents), the General 
Manager”, etc. Since this is a change in the Constitution, it is 
now introduced and will have to lay over until the next session, 
at which time a change in the By-Laws will need to be made. 


Resolution on Emeritus and Retired Membership 
Dr. Warren W. Furey, Illinois, presented the following 
resolution, which was referred to the Reference Committee on 
Amendments to Constitution and By-Laws: 

Whereas, Many component county and several conslituent stale medical 
societies have classes of non-dues-paying members such as retired and 
emeritus; and 

Whereas, Some such members have been relieved of dues because of 
disability and loss of income; and . * 

Whereas, The recent action of the House of Delegates of the American 
Medical Association in adopting dues for all members except in hard¬ 
ship cases; and , 

Whereas, Such membership dues are a hardship in many cases 
retired members; and , ... 

Whereas, Such membership dues do detract from the honor ana 
tinction accorded emeritus and like members; therefore be it 
Resolved, That the House of Delegates of the Illinois State 
Society be urged to present a resolution to the American Medical t 
ciation at its annual meeting, recommending that the Constitution 
By-Laws Committee of that body arrange for classes of memiasmp 
both retired and emeritus members with relief from payment 01 uu 
the American Medical Association. 


Report of Reference Committee on Amendments to 
Constitution and By-Laws 

Dr, Robertson Ward, Chairman, presented the following re 

ort, which was duly adopted: .-nd. rcsolu- 

Resolution on Emeritus and Retired Membership. re( j 

.on was approved by the committee in principle and is reie 
3 the Interim Committee on Constitution and By-Laws 
nplementation. 

Resolution on Abolishment of “Fellowship” in *he 
American Medical Association 
Dr. George A. Woodhouse, Ohio, presented 
solution, which was referred to the Reference Commute 
amendments to Constitution and By-Laws: 
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There is contusion, misunderstanding and criticism; among 
Jar irs of Ute American Medical Assoc,at,on regardmg Fellow- 

ship"; imd 4 , 

Whereas In the opinion of many members, "Fellowship' is nme un- 
WKEREts. in tne v members of the American Medical 

ccctssary m&smuch *is 2 f ~r.. e »n.m va r of the 

SlSE^^SSSTL . part of their membership privileges; 
and 

Whereas, Many active members believe that payment of special •Fellow- 

?Sr 5 £ 

Whereas The relationship between the American Medical Association 
JSS would be improved by establishing a 
classification which would entitle all members to uniform and equal 
benefits and privileges; and 

Whereas, The contention that "Fellowship” is necessary in order to give 
the American Medical Association certain control over matters of pro¬ 
fessional conduct and ethics is untenable for the reason that a Pb/f'd*™ 
who is unworthy of "Fellowship" is, and should be considered, unfit for 
membership; therefore be it 

Resolved, That the House of Delegates of the American Medical Associ¬ 
ation in annual session in Atlantic City, June U to 15.1951, favors the 
elimination of that classification of members known as Fellowship and 
instructs the Board of Trustees to prepare appropriate amendments to the 
Constitution and By-Laws for action by the House of Delegates at the 
next session of the American Medical Association. 


(For the report of Reference Committee on Amendments to 
Constitution and By-Laws see its report on Resoiution on Estab¬ 
lishment of Single Membership Classification.) 


Resolution cm Dissemination of Health Insurance News 

Dr. George A. Woodhouse, Ohio, presented the following 
resolution, which was referred to the Reference Committee on 
Insurance and Medical Service: 

Whereas, Extension of voluntary health insurance is a most important 
part of the program of the American Medical Association; and 

Whereas, Other groups active in this field have the advantage of coordi¬ 
nation on a nation-wide level, while the medical profession’s activities are 
planned and implemented in state and county medical societies; and 

Whereas, fhete is no present medium whereby significant progress in 
this field is brought promptly to the attention of practitioners and to 
their representatives responsible for fostering and extending voluntary 
insurance; now therefore be it 

Resolved, That the American Medical Association arrange for tegular 
dissemination of health insurance news in a publication ol the American 
Medical Association. 

(For report of Reference Committee on Insurance and Medi¬ 
cal Service see its report under Report and Supplementary Re¬ 
port of Council on Medical Service.) 


Resolution on Distribution of Interns 

Dr. George A. Woodhouse, Ohio, presented the following 
resolution, which was referred to the Reference Committee on 
Medical Education and Hospitals; 

univcrsto^nnrf^!srt continuing unequal distribution of interns between the 

the university htHrntTn hospilals is doming more glaringly apparent 

ZZTZnnTT '? ^ “ ,Crn 10 sach beds *“>* 5w non 
university hospitals have only one iWem I0 every 6l) beds; and 

paUenh^nmsem^r^ m ca ™* fof 75 ' S «* ** torn 

percentage of the czsXzTnvmT °"r “f“ ,arEei 

m of a Civilian disaster; and 

has bcc^refiHrcd^to^a^nm '"i' 1 ” Sllort;,se the non-university hospital 
for study and remedial ASSOciali °' 

comin““o^ T co™L h eT before teT'^ °* M “ ef 

In^Mmcnf 3 cx^dite'fte C OTepIra! Ca( A f >di,Uott Co ® mi «ee on Train 
sussestions toward the i mmediJf 01 a report cont » ini »8 Practice 

we immediate solution of this critical intern problen 

atfonand IT™ >h '' Reference Committee on Medical Edu 

h ,«»«z x m Dis,,i 


Resolution on Dissemination of Factual Information Pertaining 
to the Practice of Medicine 

Dr. George A. Woodhouse, Ohio, presented the following 
resolution, which was referred to the Reference Committee on 
Miscellaneous Business: 

Whereas, False and misleading information is being disseminated in 
popular magazines regarding the practice of medicine in hospitals and the 
policies of the American Medical Association; be it hereby 

Resoht-d, That the American Medical Association be requested to take 
immediate steps to inform and educate effectively the public, hospital 
trustees and the medical profession as to the facts pertaining to the 
practice of medicine in hospitals and the American Medical Association 
principles governing the same. 


Report of Reference Committee on 
Miscellaneous Business 

Dr. Andrew A. Eggston, Chairman, stated that the Reference 
Committee on Miscellaneous Business recommends the approval 
of the resolution and the report was duly adopted. 

Resolution on Publicizing Plans of 
American Medical Association 

Dr. George A, Woodhouse, Ohio, submitted the following 
resolution, which was referred to the Reference Committee on 
Legislation and Public Relations; 

Whereas, The prospect of an insufficient number of physicians to serve 
the people of the United States in the next ten to twenty years has been 
given widespread publicity through newspapers and magazines and by 
radio; and 

Whereas, The reasons for predicting a shortage of doctors as outlined 
in these various articles appear reasonable and understandable because ol 
the arguments presented; and 

Whereas, The American Medical Association is accused of obstructing 
plans for increasing the training program for physicians; therefore be it 

Resolved, That the American Medical Association prepare specific 
replies to these arguments, pointing out in detail the plans the Association 
has to combat or forestall the anticipated shortage and, furthermore, that 
efforts be made to have statements on this question publicized by the 
press and radio for the purpose of acquainting the public with the 
American Medical Association plans. 

Resolution on Standards of Qualifications to Permit Physicians 
to Apply Radium in Hospitals 

Dr. E. P. Pendergrass, Section on Radiology, presented the 
following report, which was referred to the Reference Com¬ 
mittee on Medical Education and Hospitals: 

Whereas, The matter of formulating desirable standards of qualifica¬ 
tions to permit physicians to apply radium in hospitals has presented a 
problem to many hospital staffs; ami 

Whereas, The physicians on such staffs look to the American Medical 
Association for guidance in matters of this sort; and 

Whereas* A committee of radiation therapists has embodied its recom¬ 
mendations in a report on this specific question; therefore be it 

Resolved, That the American Medical Association adopt and disseminate 
the attached report on desirable standards of qualifications to permit 
Physicians to apply radium in hospitals. 


Report of Reference Committee on Medical 
Education and Hospitals 

Dr. William Bates, Chairman, presented the following report, 
which was duly adopted: 

Your Reference Committee on Medical Education and Hos¬ 
pitals wishes to report on the resolution presented from the Sec¬ 
tion on Radiology by the delegate from that section, Dr. E. P. 
Pendergrass. This consisted of a set of standards signed by five 
members of the American College of Radiology, to formulate 
desirable standards of qualifications to permit physicians to 
lUn i' ln hospitals. These standards are as follows: 
Radium element, its disintegration products, as well as radio¬ 
active isotopes, should be under the supervision of one certified 
in radiology or therapeutic radiology. 

ca^Lt?f«r W ,b m 0f , r ( ? diology rec °S n ‘Md for the training of 

Tv lhnl/h J^ uf ate m radlo!o sy or therapeutic radiol- 

for surface S in^r i v*?" at ? equate SU PP ! V of radium suitable 
tj U i Ce an< * lTi te r $titial application. 

ideally, such a department should have a physicist oualified 
m rad,anon physics by the Board of Radiology n eferab f as 

‘ (1 " 1 ““ “” b " * “* XfpKS » S 
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available in consultation for dosage problems involving radium 
as well as responsible for the safe housing of radioactive isotopes, 
the protection of patient and personnel, and the disposal of waste 
products. 

No one shall be permitted to use radium, its derivatives, or 
radioactive isotopes unless screened and approved by the director 
of the department. 

Where this is not practicable, the house staff should consult 
the nearest advisory committee on radium and radioactive iso¬ 
topes, composed of a therapeutic radiologist, a physicist, a gyne¬ 
cologist, a urologist, a surgeon, and an internist, each certified 
by his respective board. 

This committee shall determine who, from experience and 
training, shall be permitted to use these modalities and under 
what conditions. If, after permission to use these substances is 
granted, a staff member applies the same in a manner not con¬ 
sonant with current knowledge, then their use in the future 
should be denied him. 

Just as the chief surgeon supervises the work of the staff 
surgeons under him, recommending the dismissal of an incom¬ 
petent operator, similarly the director of the department of 
radiology, where he is solely in charge of radium and radio¬ 
active isotopes or the committee on radium, etc., should have 
the power to refuse radium and radioactive isotopes to anyone 
who has proved incompetent in their use. 

The American Board of Radiology has for a good while dis¬ 
continued any effort at certifying persons in the therapeutic use 
of radium only, recognizing that certification in radiology or 
therapeutic radiology of necessity entails a knowledge and ex¬ 
perience with both x-rays and radium. 

The government agencies having to do with providing and 
lending radium to institutions, such as the National Institutes 
of Health, insist on the man in charge being certified by the 
American Board of Radiology before they will provide facilities 
including radium for use in that institution. 

It is true that certification in radiology or therapeutic radiol¬ 
ogy does not of itself make one a therapeutic radiologist, but 
such certification or its equivalent would seem to be the mini¬ 
mum requirement for one to be granted the use of radium or 
its derivatives. Certification plus experience, to be sure, is the 
ideal. 

It is the opinion of this committee that matters of certifica¬ 
tion in radiation and regulation of standards pertaining thereto 
are the province of the American Board of Radiology. Other 
organizations will in the interest of patient care wish to en¬ 
courage and maintain such standards and dissuade tendencies 
that would break them down. 

The original called for “Where this is not practicable a com¬ 
mittee on radium and radioactive isotopes shall be established, 
composed of a therapeutic radiologist, a physicist, a gynecolo¬ 
gist, a urologist, a surgeon and an internist each certified by 
his respective board.” 

Your committee feels that if this is to be distributed through 
the Council on Medical Education and Hospitals, it should read 
as follows: 

Where this is not practicable, the hospital staff should consult 
the nearest advisory committee on radium and radioactive iso¬ 
topes, composed of a therapeutic radiologist, a physicist, a gyne¬ 
cologist, a urologist, a surgeon and an internist, each certified by 
his respective board or of comparable ability. 

Your committee commends the Section on Radiology on this 
suggested set of standards and recommends that this House of 
Delegates refer this matter to the Council on Medical Educa¬ 
tion and Hospitals with the recommendation for distribution 
to hospitals in the United States. 

Resolution on Delinquent 1950 Dues 

Dr. John K. Glen, Texas, submitted the following resolution, 
which was referred to the Reference Committee on Miscellan¬ 
eous Business: 

Whereas, The present requirements of membership in the American 
Medical Association require that all delinquent dues be paid to the Asso¬ 
ciation before such membership may be retained; and 

Whereas, Through no fault of their own, certain former members of the 
Association find themselves delinquent in their 1950 dues; and 

Whereas, These policies in certain circumstances are detrimental to the 
best interests of the profession and therefore to the public; now be it 

Resolved, That the House of Delegates of the American Medical Asso¬ 
ciation .request the Board of Trustees to re-evaluate the position of the 
American Medical Association regarding delinquent 1950 dues. 


J.A.M.A., July 7, ^ 

Report of Reference Committee on 
Miscellaneous Business 

Dr. Andrew A. Eggston, Chairman, reported that the Refer¬ 
ence Committee on Miscellaneous Business approves the reso¬ 
lution, and the report was duly adopted. 

.Resolution on Free Speech 

Dr. L. S. McKittrick, Massachusetts, presented the following 
resolution, which was referred to the Reference Committee on 
Miscellaneous Business: 

Whereas, Freedom of thought and of expression of ideas are funds- 
mental to the way of life of Americans; and 

Whereas, Free discussion of controversial matters is a carefully guarded 
prerogative of scientists; and 

Whereas, It has been alleged by certain critics that the editorial policy 
of the American Medical Association has resulted in the restriction or 
exclusion from publication of the views of minority groups of physicians 
in certain areas of discussion; therefore be it 

Resolved, That the House of Delegates directs that The Journal of 
the American Medical Association welcome and provide space for the 
considered discussion from varying points of view on problems pertaining 
to medical education and the availability, cost, distribution and organiza¬ 
tion of medical services. 

Report of Reference Committee on 
Miscellaneous Business 

Dr. Andrew A. Eggston, Chairman, submitted the follow 
report, which was duly adopted: 

Your reference committee wishes to offer a substitute reso¬ 
lution, which has been accepted by the Massachusetts delegation: 

Whereas, It has been alleged that minority opinion is restricted or 
excluded from publication in The Journal of the American Medical 
Association; therefore be it 

Resolved , That the House of Delegates of the American Medical Asso¬ 
ciation reaffirms that it is the present policy to publish in The Journu, 
of the American Medical Association considered discussion of contro¬ 
versial medical matters submitted by member physicians. 

Your reference committee recommends the approval of the 
substitute resolution. 


Resolution on Membership and Fellowship 
Dr. L. S. McKittrick, Massachusetts, submitted the following 
resolution, which was referred to the Reference Committee on 
Amendments to Constitution and By-Laws: 


Whereas, The distinction between “Fellowship 1 ' and “membership" in 
the American Medical Association is causing dissatisfaction and confusion 
among members; and 

Whereas, The relationship between the American Medical Association 
and its members would be improved by establishing a single membership 
classification which would entitle all members to uniform and equal bene¬ 
fits and privileges; and 

Whereas, Circumstances no longer warrant continuation of an. artificial, 
unnecessary and undemocratic distinction between “Fellowship an 
“membership 1 *; and . 

Whereas, Harmony among members and efficiency in the ot , Bal | l 
would be promoted by a discontinuance of the double classification; 
fore be it . .. . 

Resolved, That the House of Delegates of the American 
ciation in annual session at Atlantic City, June ^ 

elimination of that class of membership known as “Felloivsnip ^ 
structs the Board of Trustees to prepare appropriate aroefldtf lhc 
Constitution and By-Laws for action by the House of Deleg 
next session of the American Medical Association. 


(For report of Reference Committee on Amendments to^Con¬ 
stitution and By-Laws, see its report under Resolution m b 
Membership Classification.) 


Resolution on Raising Funds 

Dr. Warren L. Allee, for the Missouri delegation 
le following resolution, which was referred to the 
ommittee on Miscellaneous Business: 

Whereas, The need for funds tor the activities of this Assoc'at.on^^ 

extreme interest to all members of the House of Dries 

Resolved, That die suggestion of Dr. Roland Klemrne of of 

tique method of fund raising be given consideration by 


Report of Reference Committee on 'Miscellaneous 
Business 

Dr. Andrew A. Eggston, Chairman, presented the fol!owinS 
report which was duly adopted: 
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Your reference committee has listened intently to the excel- 
, ou ,• - h , nr Kiemme on the subject of fund raising. 
S^r^i“man y entanglements of adver- 
Because or in p reference committee, after due 

tlSm? ^ U ^ does not believe that the House of Delegates 
should consider this matter at this time, and therefore does not 
approve of the resolution* 

Report of Interim Committee on Constitution and By-Laws 
Dr Joseph D. McCarthy, Chairman, presented the following 
report, which was referred to the Reference Cotnm.ttee on 
Amendments to Constitution and By-Laws: 

Your Interim Committee on Constitution and By-Laws pre¬ 
sents the following amendments to the Constitution and By- 
Laws for your consideration. ■ 

AMENDMENTS to constitution 
The following amendments to the Constitution were intro¬ 
duced at the Clinical Session of the House of Delegates Decem¬ 
ber 5 - 8 , 1950, and are now submitted for your consideration: 

Amendment to Article 5, Section 1, (B): This section of 
Article 5 has been re-edited. The intent has not been altered 
and your committee recommends that this section be considered 
during this meeting rather than held over until the next Clinical 
Session. The re-edited section reads as follows: 

Associate membership in the American Medical Association 
shall be limited to those members of the constituent associations 
who are ineligible for active membership in the American Medi¬ 
cal Association as defined in Article 5, Section 1 (A) and who 
hold the degree of Doctor of Medicine or Bachelor of Medicine 
subject to provisions of the By-Laws. 

Amendment to Article 5, Section 1: Add the following new 
paragraph (C): (.C) A member shall retain his active or asso¬ 
ciate membership as long as he complies with the provisions of 
the Constitution and By-Laws and with the Principles of Medi¬ 
cal Ethics of the American Medical Association. 

Amendment to Article 6, Section 2: Your committee recom¬ 
mends that amendment to this section of Article 6 be amended 
to read as follows and be held over until the next session of the 
House of Delegates inasmuch as an addition has been made by 
your committee which alters the intent as contained in the section 
when read during the immediate past Clinical Session. 

The general officers, the Past Presidents of the Association, 
the General Manager, the Assistant Secretary and the Editor of 
The Journal of the American Medical Association, the 
chairmen of the several standing committees and two delegates 
elected by the Student American Medical Association shall be 
ex officio members of the House of Delegates without the right 
to vote. 

Amendment to Article 6 , Section 3: Your committee recom¬ 
mends that the amendment to this section of Article 6 be held 
over until the next session of the House of Delegates inasmuch as 
an addition has been made by your committee which alters the 
intent as contained in the section read during the immediate past 
Clinical Session: 

The number of delegates from the constituent associations 
shall be proportional to the number of active members of the 
American Medical Association in the respective constituent 
associations as provided in the By-Laws. 

Amendment to Article 11 .—Funds: Dues and Assessments: 
Amend fust sentence to read: Funds may be raised by equal 
annual dues or by assessment on each of the active members 
on recommendation by the Board of Trustees and after approval 
by the House of Delegates. 

AMENDMENTS TO THE BY-LAWS 

amendments, introduced today, may be considered 
for d sposinon tomorrow by the House of Delegates. 

to read” JlBCnt ° Chapter *’ Divisio « One: Reword this Chapter 

th* N American 1 lhe constituent associations of 

nKnibershin nr c “ Association are eligible for either active 
Association 5 membershl P the American Medical 

Article 5 of ih > r — p05sess (hc qualifications set forth in 

Sly far LZ T 1!“^ aftCr they have been certified 

associations to ‘thi c™ by ’ he secrctarles o£ their constituent 
assoc,auons to the Secretary of the American Medical Asso- 


Delete the last sentence of this Chapter, which pertains to 
the revision of the Constitution and By-Laws in 1947 and is 
now obsolete. 

Amendment to Division One, Chapter II, Section 2. Dues: 
Annual dues may be prescribed for the ensuing calendar year 
in an amount recommended by the Board of Trustees and ap¬ 
proved by the House of Delegates. Each active member shall 
pay said annual dues to the constituent association for trans¬ 
mittal to the Secretary of the American Medical Association. 

Dues will include subscription to The Journal of the Ameri¬ 
can Medical Association. 

The Board of Trustees may excuse a member from payment 
of dues for the following reasons, provided he is fully or par¬ 
tially excused from the payment of local dues by his component 
and constituent associations. 

(A) Members on whom the payment of dues would work a 
financial hardship. This fact must be certified to by the secretary 
of the member’s component society; 

(B) Members retired from practice; 

(C) Interns and residents during the first five years following 
graduation except that the time spent in the military service 
may be excluded in calculating the five-year limit; 

(D) A member temporarily in the Armed Forces. Dues will 
be remitted and prorated January 1 or July 1 following the date 
of the member’s entrance into military service. 

(E) Members over 70 years of age may be excused, on request, 
from the payment of American Medical Association dues re¬ 
gardless of local dues exemptions. 

Amendment to Division Two, Chapter VII, Section 1. Titles: 
This merely provides recognition of the newly created Section 
on Military Medicine. Amend so that paragraph 20 reads “Mili¬ 
tary Medicine” and paragraph 21, “Miscellaneous Topics.” 

Amendment to Division Three, Chapter IX, Section 1. Dele¬ 
gates: (A) Qualifications.—In order to be eligible for election 
to membership in the House of Delegates a physician must have 
been (1) a member of the American Medical Association and a 
Member Fellow or (2) a Service Fellow of the Scientific Assem¬ 
bly for at least the two years immediately preceding the session 
of the House of Delegates in which he is to serve. 

Amendment to Division 3, Chapter IX, Section 1 (C) by de¬ 
leting the words “dues paying.” This is made so that there will 
not be conflict with Article 6 , Section 3, of the Constitution. 

Amendment to Division Three, Chapter IX, Section 1 (E): 
It is recommended that this section be amended to read: 
(E) Status After Seating.—A delegate whose credentials have 
been accepted by the Reference Committee on Credentials and 
whose name has been placed on the roll of the House shall re¬ 
main a delegate until final adjournment of that session. If a 
delegate is unable to be present on account of sickness or any 
other emergency, his place may be taken by his alternate if ap¬ 
proved by the Credentials Committee. After the alternate has 
been seated he cannot be replaced. 

Amendment to Division Three, Chapter X, Section 4:—This 
amendment has to do with a typographical error. Standing Com¬ 
mittees. Delete the word "Councils” from title. 

Amendment to Division Three, Chapter X, Section 4 (B): 
The Secretary of the American Medical Association is an ex 
officio member of all standing committees; therefore delete the 
word “Secretary” in line 3, page 30. 

Amendment to Division Three, Chapter X, Section 5 (D): 
Change “(13) Miscellaneous Business” to “(14) Miscellaneous 
Business" and add a new (13) Medical Military Affairs, to which 
shall be referred all matters relating to military affairs or 
civilian defense. 

Amendment to Division Three, Chapter 13, Section 4 (C) (E) 
and. (F): This amendment has to do with punctuation. Delete 
periods and insert semicolons at the end of paragraphs (C), (E), 


CONs4lTm ^i°^ S ,r, F ^ C i'5 THE INTERI M COMMITTEE ON 
RE?EItREn^V TH RELAT I VE TO MATTERS 
AMFvn? IC ?X c . 1 S, E ^ REFERENCE COMMITTEE ON 

A ’ AT THC N .o?n X ?T^S, f i? T1TUT,ON ' AND BY-LAWS 
AT THE 1950 CLINICAL SESSION OF THE 

HOUSE OF DELEGATES 

mer.ripit"tw m Ce at previous session recom- 

mHtivf n ,' 6 reS ? lut '°? ° £ , the Rhode Medical Society 
relative to the number of delegates in the constituent associa¬ 
tions having fewer than 1,000 members be not adopted but that 
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the problem be referred to the Interim Committee on Constitu¬ 
tion and By-Laws for further study. This recommendation was 
approved by the House of Delegates. Your Interim Committee 
on Constitution and By-Laws concurs with the decision of the 
reference committee as adopted by the House of Delegates but 
at this time is unable to provide a solution of the problem. 

Your committee has considered the recommendations of. the 
reference committee regarding the voting rights of ex officio 
members of committees. An ex officio member, according to 
Robert’s Rules of Order (Revised) has the right to vote unless 
otherwise specifically prohibited. It is the opinion of your com¬ 
mittee that any organization has the right to determine whether 
or not an ex officio member of a committee has or has not the 
right to vote. Your committee would point out that in the Con¬ 
stitution and By-Laws of the American Medical Association this 
practice has been observed. 

The Reference Committee on Amendments to Constitution 
and By-Laws of the immediate past Clinical Session recom¬ 
mended that the resolution introduced by Dr. William R. Brook- 
sher, Arkansas, be referred back to the Interim Committee on 
Constitution and By-Laws for further study. This resolution had 
to do with the amendment of Division Three, Chapter XIII, Sec¬ 
tion 1, of the By-Laws. In this resolution it was recommended 
that this section be amended to read “The Board of Trustees shall 
consist of nine elected trustees as provided in Article 7 of the 
Constitution, the President and President-Elect. The Vice Presi¬ 
dent, the Secretary, the Treasurer, the Speaker, the Vice Speaker, 
the General Manager and the Editor of The Journal may attend 
meetings of the Board. Your committee recommends that this 
resolution be not adopted. 

The reference committee also recommended that the Interim 
Committee on Constitution and By-Laws “interpret and clarify” 
the term “executive session.” Division Three, Chapter IX, Sec¬ 
tion (C)—(3) of the By-Laws reads as follows: An executive ses¬ 
sion shall be limited to the members of the House of Delegates 
as defined in Article 6, Section 2, of the Constitution and to such 
administrative employees of this Association and of the House 
of Delegates necessary for the functioning of the House. This 
section of the By-Laws as interpreted by your committee is 
definite in its intent, and your Committee is unable at this time 
to add anything which would provide further clarification. 

Report of Reference Committee on Amendments 
to Constitution and By-Laws 

Dr. Robertson Ward, Chairman, presented the following re¬ 
port, dealing with amendments to the Constitution, which was 
duly adopted and the two amendments to Article 5, Section 1 
were declared made to the Constitution while the amendments 
to Article 6 Sections 2 and 3 hold over until the next session: 

The final matter for the consideration of your reference 
committee was the report of the Chairman of the Interim Com¬ 
mittee on Constitution and By-Laws, Dr. Joseph McCarthy of 
Nebraska. I will reread this report and give the recommenda¬ 
tions of the Committee on each item contained therein: 

Your Interim Committee on Constitution and By-Laws pre¬ 
sents the following amendments to the Constitution and By- 
Laws for your consideration. 

AMENDMENTS TO CONSTITUTION 

The following amendments to the Constitution were intro¬ 
duced at the Clinical Session of the House of Delegates Dec. 
5-8, 1950, and are now submitted for your consideration: 

Article 5, Section 1 (B): This section of article 5 has been 
re-edited. The intent has not been altered and your Committee 
recommends that this Section be considered during this meeting 
rather than held over for the next Clinical Session. The re-edited 
section reads as follows: 

Associate membership in the American Medical Association 
shall be limited to those members of the constituent associations 
who are ineligible for active membership in the American Medi¬ 
cal Association as defined in Article 5, Section 1 (A) and who 
hold the degree of Doctor of Medicine or Bachelor of Medicine 
subject to provisions of the By-Laws. 

Your committee approves the above recommendation. 

Article 5, Section 1: Add (C): 

Your committee recommends adoption of this amendment to 
Article 5, Section 1 by the addition of “(C) A member shall re¬ 


tain his active or associate membership as long as he complies 
with the provisions of the Constitution and By-Laws and with 
the Principles of Medical Ethics of the American Medical Asso¬ 
ciation.” 

Article 6, Section 2: 

Your Interim Committee recommends that this Section of 
Article 6 be held over until the next session of the House of 
Delegates, inasmuch as an addition has been made by your 
committee which alters the intent as contained in the Section 

when read during the immediate past Clinical Session. 

Since the Interim Committee made the change of adding the 
Assistant Secretary, and since you have just adopted the change 
involving the immediate five Past Presidents, the following 
change in the Constitution must lie over until the next Interim 
Session, and your reference committee so recommends: 

The general officers, the Past Presidents of the Association 
(excluding the immediate past five), the General Manager, the 
Assistant Secretary, and the Editor of The Journal of the 
American Medical Association, the chairmen of the several 
standing committees, and two delegates elected by the Student' 
American Medical Association shall be ex officio members of 
the House of Delegates, without the right to vote. 

Article 6, Section 3: 


Your Interim Committee has recommended that this Section 
of Article 6 be held over until the next meeting of the Houst 
of Delegates, inasmuch as an addition has been made by you 
committee which alters the intent as contained in the section 
when read during the last Clinical Session. 

The number of delegates from the constituent associations 
shall be proportional to the number of active members of the 
American Medical Association in the respective constituent 
associations as provided in the By-Laws. 

Your reference committee approves this action. 

Dr. Ward then read the report of the committee on the pro¬ 
posed amendments to the By-Laws as follows, which was duly 
adopted: 

Amendment to Division One, Chapter I: Your committee 
recommends adoption of the amendment to Division One, 
Chapter I, to read: 

Members in good standing of the constituent associations of 
the American Medical Association are eligible for either active 
membership or associate membership in the American Medical 
Association, provided they possess the qualifications set forth 
in Article 5 of the Constitution and after they have been certi¬ 
fied officially for enrolment by the secretaries of their constitu¬ 
ent associations to the Secretary of the American Medical Asso¬ 
ciation. 

The last sentence of this Chapter as it reads at the present 
time, which pertains to the revision of the Constitution and 
By-Laws in 1947, is now obsolete and is recommended for 
deletion. . 

The reference committee approved the amendments to Divi¬ 
sion One, Chapter II, Section 2: Dues, to read: 

Annual dues may be prescribed for the ensuing calendar year 
in an amount recommended by the Board of Trustees an aP 
proved by the House of Delegates. Each active member 5 
pay said annual dues to the constituent association for ta 
mittal to the Secretary of the American Medical Associal '°"' • 

Dues will include subscription to The Journal of the Am 


:an Medical Association. ent 

The Board of Trustees may excuse a member from pay 
>f dues for the following reasons, provided he is fully or P 
ially excused from the payment of local dues by his comp 
md constituent associations. . 

(A) Members on whom the payment of dues wouldn 
inancial hardship. This fact must be certified to by me 
ary of the member’s component society; 

(B) Members retired from active practice; f „ ving 

(C) Interns and residents during the first five years f “° .J 
■raduation, except that the time spent in the military 

nay be excluded in calculating the five-year limit; , 

(D) A member temporarily in the Armed Forces. Duw 
,e remitted and prorated January I or July 1 following the 

»f the member’s entrance into military service. on K _ 

(E) Members over 70 years of age may beiexcu ^ ^ 
;uest, from the payment of American Medical Associ 
egardless of local dues exemptions. 
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unnroves o£ the amendment to Division 
V°-—I Section 1. Titles, which merely provides 
Two, Chapter VB. S d Sec(ion on MiKtary Medtcme 

S;£.Vp> 20 reads:.“Military Madid,™" a»d 
naraaraph 21 “Miscellaneous Topics. 

P Your committee approves of the amendment to D.v.s.on 
Three Chapter IX, Section I. Delegates, to read. 

Qualifications.—In order to be eligible for election to 
(A) Q ualmc; "", of Delegates, a physician must have 

membership m the House ML, ^ ^.P Assocjation and a 

FeTlow or (2) a Service Fellow of the Scientific Assem- 
i tr /Suhc So years immediately preceding the session 
of the House of Delegates in which he is to serve. 

Your committee approves of the amendment to Division 
ThTee Chapter IX, Section I (C) by the deletion of the words 
"dues’paying" in the first sentence. This amendment is made 
so thaUherewill not be conflict with Article 6, Section 3 of the 

Constitution, if adopted at the next session. 

Division Three, Chapter IX, Section I (E)—Status After Seat- 

mg: . .. 

Your reference committee recommends adoption ot ttus 
amendment with addition of two words for clarification, with¬ 
out changing the sense or meaning of this section, so that it will 
read: 

(E) Status After Seating.—A delegate whose credentials have 
been accepted by the Reference Committee on Credentials and 
whose name has been placed on the roll of the House shall re¬ 
main a delegate until final adjournment of that session. If a 
* delegate, once seated, is unable to be present on account of 
sickness or any other emergency, his place may .be taken by his 
alternate if approved by the Credentials Committee. After the 
alternate has been seated he cannot be replaced. 

The reference committee approves of the deletion of the 
word “Councils" from the title in Division Three, Chapter X, 
Section 4. 

Your committee approves of the deletion of the words “the Sec¬ 
retary" in line 3, page 30, of Section 4 (B), Chapter X, Division 
Three, since the Secretary of the American Medical Association 
is an ex officio member of all standing committees. 

Your committee approves of the amendment to Division 
Three, Chapter X, Section 5 (D) by the deletion of periods and 
the insertion of semicolons at the end of paragraphs (C), (E) 
and (F). 

RECOMMENDATIONS 

Your committee concurs with the decision of the Interim 
Committee on Constitution and By-Laws with respect to the 
resolution of the Rhode Island Medical Society at the Cleveland 
Clinical Session, as follows. 

Your present reference committee approves the following 
definition of ex officio members as submitted by the Interim 
Committee: 

lour interim committee has considered the recommenda¬ 
tions of the reference committee regarding the voting rights of 
ex officio members of committees. 

An ex officio member, according to Robert’s Rules of Order 
(Revised) has the right to vote unless otherwise specifically pro¬ 
hibited. 

It is the opinion of your committee that any organization 
as l ie right to determine whether or not an ex officio member 
0 ' 1 , c 1 0mmulce bas or has not the right to vote. This committee 
uou Point out that in the Constitution and By-Laws of the 
mcrican Medical Association this practice has been observed. 

! *l e ^ e ^ ercnce Committee on Amendments to the Constitution 
that the tntlrtm r 6 ClmlCa! Session in December recommended 

' r&'iT- ?" Conslitution and B yLaws “inter- 
pru and clarify the term “executive session.” Division Three 

Chapter IX, Section 3 (C) (3) of the By-Laws reads as follows: ’ 

House'of C n't C 5 f si0n sha,t be limited to the members of the 
r™ V°, f . Ddesates as defined in Article 6 , Section 2, of the 
of thi^AssocTr By La ' vs and to such administrative employees 


This section of the By-Laws as interpreted by your com¬ 
mittee is definite in its intent and your committee is unable at 
this time to add anything which would provide further clarifica¬ 
tion. 

With this, your present reference committee is in complete 
accord. 

Supplementary Report of Board of Trustees Presenting 
Resolution on Civilian Control of Medical 
and Health Affairs 

Dr. Louis H. Bauer, Chairman, Board of Trustees presented 
the following resolution from its Council on National Emer¬ 
gency Medical Service, which was referred to the Reference 
Committee on Emergency Medical Service: 

Kesolved, That the American Medical Association make clear and un¬ 
equivocal its belief in the fundamental principle outlined in the National 
Security Act of 1947 that civil authority must ever govern and control 
the nation's means of its own defense; and in line with this fundamental 
principle of our democracy the Association commit its full power and 
influence to insure perpetuation of the policy established by the first 
Secretary of Defense, James Forrestal, and reaffirmed and supported in 
turn by Secretaries Louis Johnson and George C. Marshall to the end 
that civilian control in medical and health matters shall prevail at the 
Secretary’s level in the Department of Defense through the continuance of 
the Armed Forces Medical Policy Council and through full authority 
vested in the civilian Chairman thereof as the Assistant to the Secretary 
of Defense for medical and health atfairs in his office. 


Report of Reference Committee on Emergency 
Medical Service 

Dr. I. Arnold Bargen, Chairman, presented the following re¬ 
port, which was duly adopted: 

Your reference committee approves this resolution with the 
following amendment: 

Instead of the words “full authority vested in the civilian 
Chairman,” which are contained in the last three lines, the 
words “such authority as is presently vested in the civilian Chair¬ 
man,” be substituted. 

Supplementary Report of Board of Trustees on Recommen¬ 
dation on Universal Military Training Act 
Dr. Louis H. Bauer, Chairman, submitted the following rec¬ 
ommendation of its Council on National Emergency Medical 
Service, which was referred to the Reference Committee on 
Emergency Medical Service: 

The Congress has passed a Universal Military Training Act. 
The implementation of this Act will involve substantial readjust¬ 
ments in medical services of the Armed Forces and may have 
a profound impact on all phases of American medicine. The 
American Medical Association is interested in the provision of 
adequate medical and health services for the Armed Forces, 
also for the civilian population. 

This Act provides that a National Security Training Commis¬ 
sion be appointed by the President for the purpose of submit¬ 
ting to the Congress within four months a plan for universal 
military training. In view of the complex and far-reaching medi¬ 
cal implications of this Act, the Council on National Emer¬ 
gency Medical Service has recommended to the Board of 
Trustees that a study be conducted by the American Medical 
Association of the medical problems involved in the conduct 
of this universal military training program. The Board of Trus¬ 
tees has adopted this recommendation of the Council on Na¬ 
tional Emergency Medical Service, and a study will be 
undertaken immediately with the cooperation of interested 
groups. 

Report of Reference Committee on 
Emergency Medical Service 

Dr. J. Arnold Bargen, Chairman, presented the following re¬ 
port, which was duly adopted: 

It is the opinion of your reference committee that in view of 
the urgency of the situation the committee felt that the resolu¬ 
tion should be voted on, or the feeling of the House of Delegates 
expressed at this time. 


■ vm 


oupp.ememary Keport of Board of Trustees on Report 
Veterans Administration Activities 
,, D f r -.f- ou . is H - Bauer > Chairman, Board of Trustees submitte 

° W c S rep ° rt Whlch . was referred to the Reference Com 
mittee on Emergency Medical Service: 
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The American Medical Association approves the. principle 
whereby the existing specialist centers within the Veterans Ad¬ 
ministration are utilized for the care of military personnel so 
severely disabled that their return to active duty is unlikely. 

Report of Reference Committee on 
Emergency Medical Service 

Dr. J. Arnold Bargen, Chairman, presented the following re¬ 
port, which was duly adopted: 

Your reference committee is in accord with the expressed 
statement of the Board of Trustees approving the principle of 
“what they plan to do.” 

Supplementary Report of Board of Trustees on Medical 
Relations in Workmen’s Compensation 

Dr. L. H. Bauer, Chairman, submitted the following report, 
which was referred to the Reference Committee on Industrial 
Health: 

In compliance with instructions contained in the Resolution 
on Medical Relations in Workmen's Compensation passed by 
the House of Delegates at the 1950 San Francisco Session, the 
Council on Industrial Health has gotten in touch with the con¬ 
stituent state medical societies, the International Association of 
Industrial Accident Boards and Commissions, the American 
Association of Industrial Physicians and Surgeons and the 
American Academy of Compensation Medicine, with the fol¬ 
lowing results: 

1 . Approximately 20% of the state medical societies have 
responded. A later report will be based on completed returns 
and on proposals discussed later in this report. 

2. The International Association of Industrial Accident 
Boards and Commissions has submitted a list of principles as 
a basis for establishing better medical relations: 

(a) There is need for more skilled medical and surgical care 
for injured workers without limitations of cost or other legal 
prohibition. 

(b) The goal of medical care in compensation cases is the 
maximum reduction of permanent disability, maximum physical 
restoration and preparation of the injured worker for resump¬ 
tion of gainful employment. In this connection, it is suggested 
that the chosen physician in any case, though he may confer and 
refer the injured worker for special services, should continue 
in nominal charge and assume the responsibility for proper direc¬ 
tion in rehabilitation procedure. 

(c) Close association and cooperation between the compensa¬ 
tion administrative agency and the state or local medical groups 
is essential to procure proper medical attention and to secure 
written reports and advice necessary for the administrative 
agency’s case records. 

(d) The trend for medical care in compensation is toward 
free initial choice of physician, as allowed under the rules pro¬ 
mulgated by a given workmen’s compensation agency. Further, 
there should be clear understanding that the direction of legal 
provisions for medical aid is a compensation administrative prob¬ 
lem, and that such direction should be in the agency administer¬ 
ing the compensation law, always with the benefit of advice 
and cooperation of medical groups. 

(e) Organized undergraduate and graduate educational and 
training programs are needed for physicians in occupational 
medicine, traumatic surgery, physical medicine and rehabili¬ 
tation. 

If agreeable to the House of Delegates, the Council on Indus¬ 
trial Health submits this statement as a basis of study and will 
submit it to the state medical societies as a basis for cooperation 
with the applicable workmen’s compensation authority. 

3. The American Academy of Compensation Medicine has 
suggested: 

(а) That the House of Delegates urge each state medical 
society to obtain and maintain complete data on compensation 
practice by the secretary’s office or a special committee as 
indicated, 

(б) That copies of this information be sent to the Council on 
Industrial Health. 


(c) That these reports be studied by a competent person on 

the Council’s staff with a view toward publication of pertinent 
findings. e ' 

(d) That field visits be undertaken to supplement the repom 

submitted from the states. * 

The Board of Trustees feels that these proposed principles 
require considerable further study before they are accepted as 
final and requests that they be referred back for such further 
study. 

Report of Reference Committee on Industrial Health 

Dr. C. E. Wertz, Temporary Chairman, submitted the fol¬ 
lowing report, which was duly adopted: 

Your Reference Committee on Industrial Health approves 
the supplementary report of the Board of Trustees on Medical 
Relations in Workmen’s Compensation, including the principles 
enunciated therein. It recommends that these principles be used 
as a basis for further study as suggested by the Board of Trus¬ 
tees. In the course of this study, it is hoped that all of the con¬ 
stituent state associations rather than only the 20% recorded 
in the report will cooperate with the Board of Trustees. 


Supplementary Report of Board of Trustees on Report of 
Committee on Blood Banks 


Dr. L. W. Larson, Chairman, Committee on Blood Banks, 
presented the following report, which was referred to the Ref¬ 
erence Committee on Emergency Medical Service: 

In compliance with the action of the House of Delegates a 
year ago, the Board of Trustees authorized the Committee on 
Blood Banks to have prepared a brochure on starting and 
operating a blood bank and a second survey of blood banks. 
The former. Bulletin 82 of the Bureau of Medical Economic 
Research, was mailed a few weeks ago to the officers of tbs 
Association, the members of the House of Delegates, and to 
state and county medical societies. 

Bulletin 83 of the Bureau of Medical Economic Research, 
entitled “Second Survey of Blood Banks,” is now being dis¬ 
tributed to the members of the House. Appendix A of our Com¬ 
mittee report today is inserted in Bulletin 83; it provides a brief 
summary of Bulletins 82 and 83. The preparation of Bulletin 
83 is the work of Frank G. Dickinson, Ph.D., Everett L. Welker, 
Ph.D., and several other members of the staff of the Bureau 
of Medical Economic Research. The Committee desires to thank 
the Council on Medical Education and Hospitals for including 
five questions on blood used and procured in hospitals in its 
Annual Census of Hospitals for 1950. 


The “Second Survey of Blood Banks” clearly establishes that 
three million units of whole blood were used annually, prior to 
the Korean conflict, in hospitals for the treatment of patients. 
Of the three million units, 70% was procured in hospitals, 13% 
in nonhospital blood banks, and the remaining 17% in Red 
Cross regional blood centers. The amount of blood procured 
monthly has, of course, increased rapidly since, the start of the 
Korean conflict. 


The Committee reaffirms its belief, which was stated in i s 
eport to the House at the 1950 Cleveland Session, that mass 
flood grouping is inadvisable. The major problem is procute- 
nent of blood. This major problem should have general priority 
)ver any fringe projects because they divert funds and public 
ittention from the major need. To stimulate procurement, t ® 
Committee urges every physician and the members of bis tamt y 
,vho are acceptable donors to give blood for military and civma 
lefense purposes through the Red Cross or local blood ban '$ a 
he latter become affiliated with the national blood program- 
The Committee reemphasizes the importance of a committee 
in blood banks being developed in each state as recommen 
it the Cleveland Session. It believes that the personnel ot 
tate committees should include representatives of ne 
nedical association, the state pathological society, tne^ 
lospital association, the state health department, the Rea 
ind the other blood banks located in the state. The stat co ^ 
nittee should, in addition to other duties, concern Use ^ 
leveloping good working relationships bet ween a« W 
flood banks in the state. Controversies and diffii cu ties ; m 
elationships should be settled at the local and state level, ^ 
hose incapable of -such adjustment may be re 
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Panl-s of the American Medical Associa- 
Committee on BI d B ^ ral respons i bi li t y of the state com- 

tl0 f' Va«ure the smooth operation of the blood program 
mltt f C j^ Snccificaliy may be mentioned the opportunity of 
ltS , / ^Ammittee to y facilitate the establishment of contracts 
the state X nks and the National Emergency 

between quahf.ed blood banks ^ ^ fof mi]itary 

B1 M° d I -f b ? a defense uses- the arrangement for limited local 
and civilian defen increase of blood bank inventories 

storage of piasma and he « « e » administration sets . m 

of standard committee wou ld im- 

of the state civilian 

dC As regards the Department of Defense and the Civilian De- 
fe£e Administration; the attention of the House is redirected 
for emphasis to the statements made in the Supplementary 
Report of the Committee to the House at the Cleveland Session. 
Supplies of whole blood and of blood for fractionation are 
continuing to flow to the Armed Forces in steadily increasing 
amounts; the amounts necessary for the fiscal year 195- will 
probably be double or triple our current rate. 

It is regrettable that the Congress has not yet made available 
the necessary funds for the development of dispersed federal 
reserve supplies of plasma for civilian defense and of equip¬ 
ment for collecting and administering blood and plasma. 

The American National Red Cross Blood Program now has 
the following 41 regional centers: 


Eastern 

Peoria, Ill. 

BulTalo, N. Y. 

St. Paul, Minn. 

Burlington, Vt. 

Springfield, Mo. 

Columbus, Ohio 

Wichita, Kan. 

Hartford, Conn. 

St. Louis, Mo. 

Ft. Wayne, Ind. 

Huntington, W. Va, 

Pacific 

Johnstown, Pa, 

Boise, Idaho 

Louisville, Ky. 

Great Falls, Mont. 

Wilkes-Barre, Pa. 

Los Angeles, Calif. 

Roanoke, Va. 

Portland, Ore. 

* Philadelphia, Pa. 

Stockton, Calif. 

New York, N. Y. 

San Jose, Calif. 

Boston, Mass. 

Tucson, Ariz. 
Yakima, Wash. 

Rochester, N. Y. 

Syracuse, N. Y. 

Norfolk, Va. 

Washington, D. C. 

Southeastern 

Asheville, N. C. 

Midwestern 

Atlanta, Ga. 
Charlotte, N. C. 

Detroit, Mich. 

Mobile, Ala. 

Lansing, Mich. 

Nashville, Tenn. 

Madison, Wis. 

Savannah, Ga. 

Omaha, Neb. 

Columbia, S. C. 


1952: 

Schenectady, N. Y. 
New Orleans, La. 
Birmingham, Ala. 
Houston, Texas 


Waco, Texas 
Salt Lake City, Utah 
Cleveland, Ohio 


Three special defense centers are now in operation in: 

Kansas City, Mo. Chicago, Ill. 

Indianapolis, Ind. 


By September I six 
Baltimore, Md. 

Dcs Moines, Iowa 
Fort Worth, Texas 


more defense centers will be opened in: 
Oklahoma City, Okla. 

Jackson, Miss. 

Shreveport, La. 


By July 1, 1952, four 
Cincinnati, Ohio 
Pittsburgh, Pa. 


defense centers are planned for; 
Little Rock, Ark. 

Memphis, Tenn. 


It is the understanding of the Committee that additional cen¬ 
ters of either kind are not now contemplated by the Red Cross, 
i oreover. Red Cross officials have expressed the hope that 
many more non-Red Cross centers will be developed, 
in Committee has continued to cooperate with the National 
oo Program notwithstanding the several reorganizations and 
attempted reorganizations within the American National Red 
Cross. 


Cordial relationships have been established between th 
omnuttee on Blood Banks and the new Director of the Amer 
an National Red Cross Blood Program, Dr. David N. V 
Cirant, former Air Surgeon of the U. S. Air Force. 


The Committee is aware of the continuing problem of donor 
procurement. In some quarters physicians using blood from Red 
Cross regional centers are not assuming their responsibility for 
securing replacement from families and friends. (See Report 
of the Committee on Blood Banks, San Francisco, June 1950.) 

From the above the following specific recommendations are 
summarized. 

1. That physicians and their families be urged to participate 
as donors for defense and civilian defense purposes.- 

2. That there continue to be developed state blood commit¬ 
tees performing the functions above outlined. 

3. That Congress be reminded of the urgent need for appro¬ 
priations for reasonable federal stores of plasma and equipment 
for civilian defense. 

4. That physicians using blood recognize their responsibility 
in replacement from families and friends of patients. 


Report of Reference Committee on Emergency Medical 
Service 

Dr. J. Arnold Bargen, Chairman, presented the following 
report, which was duly adopted: 

The discussion on blood banks concerns itself largely with 
the method of procurement of blood. Your Reference Commit¬ 
tee approves the report of the Committee on Blood Banks. 


Report of Committee on Chronic Diseases 
Dr. Robertson Ward, Chairman, presented the following re¬ 
port, which was referred to the Reference Committee on 
Hygiene and Public Health: 

At the last meeting of the House of Delegates of the Ameri¬ 
can Medical Association in Cleveland, the problem of alcohol¬ 
ism was referred to our Committee, whereupon it was decided 
that the problem could best be handled by appointing a sub¬ 
committee to deal with the subject. Dr. Milton G. Potter, of 
Buffalo, N. Y., was designated chairman of the subcommittee 
and nominated seven other physicians with knowledge and in¬ 
terest in-the field of alcoholism representing various geographical 
areas. All of those nominated were appointed and have accepted 
their assignments and have participated in the planning of a 
nationwide program. 

Although time and space do not permit that we inform the 
House of details, the program envisages efforts to stimulate the 
formation of a physicians’ committee in each state to coordinate 
the activities of state medical societies, to encourage construc¬ 
tive legislation, to cooperate with interested nonmedical groups, 
to encourage general hospitals to accept and treat acute al¬ 
coholism and to stimulate presentation of formal courses in 
schools of medicine, nursing, social work, law and others. It is 
also the plan of the subcommittee to cooperate with the Com¬ 
mission on Chronic Illness and to report to the House of 
Delegates through our Committee. 

The chairman of the subcommittee believes that surveys of 
the problem of alcoholism will soon yield information that will 
require careful analysis. He advocates that the American Medi¬ 
cal Association sponsor a meeting of all national organizations 
interested in the problem of alcoholism, such as the National 
Committee on Alcoholism and the Council on Research on 
Alcoholism of the National Research Council. 

Tour Committee has kept in touch with activities of the 
United States Public Health Service in the field of chronic 
diseases. This has been accomplished largely by conferences 
with Dr. Robert J. Anderson. 


In January of this year the Division of Chronic Disease and 
the Division of Tuberculosis ol the United States Public Health 
Service were merged as the Division of Chronic Disease and 
Tuberculosis, with Dr. Anderson as chief 


this new Division is divided into three main sections. The 
rs o t ese is Field Research, mainly concerned with tuber- 
culosis. It is the epidemiological branch which is interested, for 

'1 thE S i Udy - ° f tl f evoIution °f tuberculosis in com¬ 
munities, the evaluation of the use of B. C. G vaccine the 
evaluation of treatment methods for tuberculous (a study en¬ 
tailing cooperative effort by about 70 investigator scattered 
throughout the United States) and the evaluation of d agnostic 
methods in tuberculosis. uiagnosuc 
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The second section is for state aid and is also in the tuber¬ 
culosis field mainly. This section works only with programs that 
are of established value. Among other functions, it provides 
consultative services of physicians, nurses, social workers, 
educators and experts in case registry methods. The section also 
provides facilities for screening populations by chest roent- 
genographic studies. 

The third section, Program Development, takes over most of 
the work of the old Chronic Disease Division and is subdivided 
very much like the old Division into branches for program 
analysis, heart disease control, rehabilitation, home care and 
diabetes control. Activities in this section are expected to under¬ 
go transferrai into one of the other sections, depending on 
advancement of work in any phase to a point that such trans¬ 
ferrai is desirable. 

Of particular interest to the House is the fact that the present 
program of the Division of Chronic Disease and Tuberculosis 
places more emphasis on the evaluation of multiphasic screen¬ 
ing technics than on the use of such technics as though their 
value were already known. 

Your Committee had hoped to present an analysis of the 
budget of the Federal Security Administration for the purpose 
of appraisal of the magnitude of total federal expenditures in 
the field of chronic diseases. Because of circumstances outside 
our control, this portion of our report must be postponed until 
the next session of the House of Delegates. 

Your Committee believes that it has a definite function to 
perform in stimulating the formation of chronic disease com¬ 
mittees in state and local medical societies. In cooperation with 
the Commission on Chronic Illness we hope to furnish guidance 
to such local committees in the development of sound plans for 
the management of chronic diseases. It is also our hope to be 
able soon to develop and submit to the House a proposed basic 
policy in the matter of chronic diseases or any extension of 
public health function. 

Report of Reference Committee on Hygiene and Public 
Health 

Dr. Louis M. Orr, Chairman, presented the following report, 
which was duly adopted: 

Your committee next reviewed very carefully the report of 
the Committee on Chronic Diseases and was of the unanimous 
opinion that the timeliness and all-inclusiveness of this report 
should receive the whole-hearted approval and enthusiastic 
support of this House of Delegates. 

It is agreed that this committee has a definite function to 
perform in stimulating the formation of chronic disease com¬ 
mittees in state and local medical societies. It is further hoped 
that cooperation with the Commission on Chronic Illness will 
be attained in order that sound guidance may be given to such 
local committees in the development of realistic plans for the 
management of chronic diseases. 

Report of Reference Committee on Rules and 
Order of Business 

Dr. Walter E. Vest, Chairman, presented the following report, 
which was duly adopted: 

Your Reference Committee on Rules and Order of Business 
recommends that the House recess at 12:30 p. m. and meet 
again at 1:30 p. m. today. It recommends also that the commit¬ 
tees which have further work to do meet immediately after the 
adjournment of the afternoon session. 

Resolution on Stamps of Approval for Iodized Salt Packages 

Dr. William A. Hyland, Michigan, presented the following 
resolution, which was referred to the Reference Committee on 
Hygiene and Public Health: 

Whereas, Endemic goiter is common in many sections of the United 
St3tes; and 

Whereas, It has been demonstrated that the use of iodized salt is a 
good preventive of endemic goiter; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso¬ 
ciation instruct the Council on Pharmacy and Chemistry to prepare a 
stamp of approval by the American Medical Association which the salt 
manufacturers may use on their iodized sait packages to increase the sale 
of the same. 


J.A.M.A., July 7, 

Report of Reference Committee on Hygiene and p u ,. r 
Health c 

Dr. Louis M. Orr, Chairman, presented the following reoort 
which was duly adopted: ^ ' 

Your committee is fully aware of the merits of iodized salt 
for use in certain conditions. It is also cognizant of certain 
objections to its general use in all sections of the country. 

. Your committee, therefore, recommends that no action on 
this matter be taken by the House at this time and that this 
resolution be referred to the Council on Foods and Nutrition 
for study and that recommendations by the Council be sub¬ 
mitted at the next session of the House of Delegates. 

Resolution on Services of Whitaker and Baxter 
Dr. George S. Klump, Pennsylvania, presented the following 
resolution, which was referred to the Reference Committee on 
Legislation and Public Relations: 

Whereas, At the suggestion of Whitaker and Baxter the Naticmil Efc. 
cation Campaign will be terminated at the end of 1951; and 
Whereas, The conclusion of this campaign implies that the smicts d 
Whitaker and Baxter will be discontinued at the same time; and 
Whereas, The services of Whitaker and Baxter have been most sffcttM 
in promoting the principles of free enterprise; therefore be it 
Resolved, That the House of Delegates of the American Medical Asso¬ 
ciation recommends to the Board of Trustees that the services ol Whists 
and Baxter be retained in a consultive capacity. 

Report of Reference Committee on Legislation and Pirn 
Relations 

Dr. L. G. Christian, Chairman, presented the following it- 
port, which was duly adopted: 

The resolution introduced by Dr. George S. Klump has beta 
amended with his approval, and your reference committee 
recommends approval of it to read as follows: 

Whereas, At the suggestion of Whitaker and Baxter, the National 
Education Campaign will be terminated at the end of 1951; and 
Whereas, The conclusion of this campaign implies that the services of 
Whitaker and Baxter will be discontinued at the same time; and 
Whereas, The services of Whitaker and Baxter have been most effectite 
in promoting the principles of free enterprise; therefore be it 
Resolved, That the House ol Delegates of the American Medical Asso¬ 
ciation express appreciation to Whitaker and Baxter tor their excellent 
campaign in the educational program of the American Medical Assodauoo, 
and hope that their services will be available in case of future need, as 
deemed necessary by the Board of Trustees. 


Gift from Woman’s Auxiliary 
Dr. Elmer L. Henderson, Past President, reported as follows; 
Mr. Speaker and Members of the House of Delegates: 
I think this is a very important announcement. Each year 
some of your officers are invited over to have lunch with the 
Auxiliary. Today I was introduced to the Auxiliary by the 
President, and she held me down for a minute until the im¬ 
mediate past president got up and presented me with a check 
for $10,000 to the American Medical Education Foundation. 

I don’t know whether you realize it, but up until two y ears 
ago they only paid 25 cents a year dues. Two years ago weir 
dues were raised to $1. I don’t know how they accumulate 
$10,000, but that certainly does show a wonderful spirit o 
cooperation. , 

A motion of thanks was made simultaneously by seve 
delegates, was seconded, and was carried by a spontaneous 
rising vote, and the Speaker requested the Secretary to see 
it that that vote of thanks was telephoned to the women w 
they were in session. 

Resolution on Appointment of Reference Committees 
Dr. A. F. R. Andresen, New York, presented the following 
resolution, which was referred to the Reference Committee 
Amendments to Constitution and By-Laws: 

Whereas, We have observed during this session the really 
job done by our Reference Committee on Miscellaneous Business 
fifteen resolutions referred to it; and ^ 

Whereas, This committee worked an entire day and uiwuw j ^ 
adequately lo give consideration to all of the resolution 
while some committees had little or nothing to do; and 
Whereas, A new Reference Committee on Military Aiiatrs was 
at this meeting; therefore be it appoint 

Resolved, That the House of Delegates request the Speaker (f , c 

a committee, including, preferably, at least one P«™us chair ^ ^ (o 
Reference Committee on Miscellaneous Bustnes , providing f« r 

make recommendations regarding the des.rabiluy of either pro 



Vol. 146, No. 10 


THE ATLANTIC CITY SESSION 


943 


be designated by A, B * D resent lone Reference Committee 

or to consider a reapportionment of all of the 

reference committees. 

report of Reference Committee on Amendments to 
Constitution and By-Laws 

Dr. Robertson Ward, Chairman, presented the following 
report, which was duly adopted: _ 

This resolution suggested that because of the multiplicity of 
measures assigned to the Reference Committee on Miscellane¬ 
ous Business at this session, additional committees be - 
ated to handle miscellaneous business, a committee to help the 
Speaker assign topics, or a reapportionment of all reference 
committees be carried out. 

Your reference committee recommends that this resolution 
be not adopted, because the proposals suggested would lead to 
confusion and detract from the power of the Speaker to assign 
topics, and because the present assignment of many resolutions 
to the Reference Committee on Miscellaneous Business is an 
occasional circumstance which might happen to any reference 
committee. 


Introduction of Dr. E. P. Montgomery 
Dr. F. F. Borzell, Speaker, introduced Dr. E. P. Montgomery, 
Quincy, Illinois, a ninety-three year old practicing physician, 
and the House applauded. 


Telegram to Dr. Henry R. Viets 
On motion duly made, seconded and carried,' the Secretary 
was requested to send a telegram to Dr. Henry R. Viets, Chair¬ 
man of the Council on Scientific Assembly, expressing the good 
wishes of the House of Delegates for his early recovery. 


Telegram to Dr. T. C. Routley 
The House received a telegram of good wishes from Dr. 
T. C. Routley, Secretary of the Canadian Medical Association, 
and on motion, duly made, seconded and carried, the Secretary 
was instructed to send a telegram to Dr. Routley, stating that 
the members of the House of Delegates have missed his friendly 
presence and wishing him speedy and complete recovery. 


Supplementary Report of Board of Trustees 
1952 DUES 

Dr. Dwight H. Murray, Board of Trustees, presented the 
following report, which was duly adopted: 

The Board of Trustees recommends that the 1952 dues of 
the American Medical Association be $25. This includes sub¬ 
scription to The Iournal. 


PHYSICIANS PLACEMENT SERVICE 

Dr. Dwight H. Murray, Board of Trustees, presented th< 
following report, which was adopted without referral: 

The American Medical Association has for many year: 
recognized the need for a more equitable distribution of physi 
cians in the-JJnitcd States. In an effort to meet this need, it: 
Council on Medical Service has conducted a Physician Place 
ment Service through which many communities have beer 
assisted in obtaining the services of a physician. 

The Board of Trustees believes that there is a definite neec 
or expanding the Association’s activities in this field and ir 
providing the leadership to develop further the physician: 
p acemcnt services in the state medical societies, as follows 
. 1 e organization and implementation of an effective physi 
cian p accment service in every state; (2) expansion of th< 
present program of the American Medical Association’s Physi 
cian acemcnt Service; (3) conducting a national conferencs 
, n p f SU "'r n p ' acemenl >f found advisable, and (4) desigr 
practicc° r ' minc ’ a * ass ‘ stance to physicians in setting up : 

to The JernT h‘ U EIVC support 10 this program by financing i 
g demonstrated to be necessary. 

LETTER re deferments of students 

followin D g ^rt H 'aid U the R B ° 3r T f TrUStees > presented ^ 

po , and the House duly approved the letter: 


The Board of Trustees has authorized that the following 
letter be sent to Dr. Howard Rusk, Chairman of the Health 
Resources Advisory Committee in the Office of Defense 
Mobilization: 

The Board of Trustees of the American Medical Association 
is concerned that the extremely broad provisions for deferments 
under Section 6 (h) of Title I of the Selective Service Act of 
1948, as recently amended by the enactment of Senate Bill 1 
by the 82d Congress, will jeopardize acceptance of the necessary 
deferment of undergraduate and graduate medical students by 
the local boards of the Selective Service System. 

The Board of Trustees urges that your committee recom¬ 
mend to the President and, if appropriate to the Congress, that 
deferments under this section be limited to persons in those 
categories for which a need in the armed forces or a shortage in 
the civilian economy have been specifically established. 

PLACE OF 1954 CLINICAL SESSION 

Dr. Dwight H. Murray, Board of Trustees, presented the 
following report, which was declared a responsibility of the 
Board of Trustees: 

The Board of Trustees has selected Miami, Florida, as the 
place for the 1954 Clinical Session of the American Medical 
Association. 

Statement of Speaker 

Dr. F. F. Borzell, Speaker, submitted the following statement: 

We will now proceed with the regular business of the House, 
but before we proceed the Speaker is pleased to announce that 
the Board of Trustees acceded to the expressed wish of the 
House of Delegates this morning that Whitaker and Baxter be 
retained. It is understood, of course, that at the conclusion of 
this year their functions will be directed as previously by the 
Coordinating Committee and the Board of Trustees to whatever 
extent the exigencies at that time would indicate. 

The Board has also announced that because of the fact of 
the continuing activity of Whitaker and Baxter they felt it 
inadvisable to make any changes in the personnel of the Co¬ 
ordinating Committee and therefore by action of the Board the 
Coordinating Committee personnel will remain the same, in¬ 
cluding the Chairman, Dr. Henderson, who has very graciously 
agreed to continue as Chairman of the Coordinating Committee. 
In other words, he has not expired. 


Kotl call 

The Secretary called the roll, there being more than a 
quorum answering. 

Election of Officers 

The following officers were elected to vacancies: 

President-Elect: Dr. Louis H. Bauer, Hempstead, L. I., N. Y. 

Vice President: Dr. Oscar B. Hunter, Washington, D. C. 

Secretary: Dr. George F. Lull, Chicago. 

Treasurer: Dr. J. J. Moore, Chicago. 

Speaker, House of Delegates: Dr. F. F. Borzell, Philadelphia. 

V:cc Speaker, House of Delegates: Dr. James R. Reuling, Bayside, N. Y. 

Member, Board of Trustees, to succeed Dr. Walter B. Martin for term 
ending in 1956: Dr. Walter B. Martin, Norfolk, Va. 

Member, Board of Trustees, to succeed Dr. Louis H. Bauer, elected as 
City." d N J E ' f ° r “ lCrm Cnd ‘ nS in 1954: Dr - David B - Allman, Atlantic 

Committee on Distinguished Service Award appointed by President 
John W. Cline. Dr. H. Gordon MacLean, Oakland Calif • Dr James o 
Stevenson, Tulsa, Okla.; Dr. James M. Faulkner Boston * S ’ 

Member, Judicial Council, to succeed Dr. Walter F Donaldson fn 
term ending in 1956. nominated by Dr. John W Cline PresM , f Jo 3 
Walter F. Donaldson, Pittsburgh, Pa. ’ Presldem: Dr- 

Member, Council on Scientific Assembly, nominated bv of -r 

tees, to succeed Dr. Samuel P. Newman for a term B ° ard °f Trus- 
Samuel P. Newman, Denver. term endlnE m 1958: Dr. 

Member, Council on Medical Education and , 

Board of Trustees, to succeed Dr. W S Middkton P w' n .°.? u,ated b Y 
reelection, for a term ending in 1958: Dr Frt^lta n M t n °i wish 
City, Kan. * D. Murphy, Kansas 

Member, Council on Medical Service ». r, 

to succeed Dr. H. B. Mulholland for a ter^endfn^- ° £ Trmtees ' 
Mulholland, Charlottesville, Va. CCm ending m 1954 ; Dr. H. B. 

Member, Council on Medical Service, nominated hv _ 

to succeed Dr. Joseph D. McCarthy for-a term by Board o£ Trustees, 
Joseph D. McCarthy; Omaha. endm P in 1954: Dr. 
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Members of Permanent Committee on Constitution and By-Laws, nomi¬ 
nated by Board of Trustees: Dr. James S. Stevenson, Tulsa, Okla., for 
a term expiring in 1952; Dr. Stanley H. Osborn, Hartford, Conn., for a 
term expiring in 1953; Dr. Floyd S. Winslow, Rochester, N. Y., for a term 
expiring in 1954; Dr. B. E. Pickett Sr., Carrizo Springs, Texas, for a 
term expiring in 1955; Dr. Louis A. Buie, Rochester, Minn., for a term 
expiring in 1956; the President, the Secretary, the Assistant Secretary, 
Dr. E. S, Hamilton, Kankakee, III., as the member of the Board of 
Trustees, the Speaker and the Vice Speaker of the House of Delegates, 
ail ex officio members without the right to vote. 

Election as Affiliate Fellows: 

On nomination of Judicial Council: Dr. David P. Duffie, Juliaca, Peru, 
S. A.; Dr, Dunbar Wallace Smith, Los Angeles, Calif. 

On nomination of Section on Internal Medicine: Dr. William H. 
Daughaday, St. Louis. 

On nomination of Section on Preventive and Industrial Medicine and 
Public Health: Dr. Howard Stanley Hoyman, Urbana, III. 

Election as Associate Fellows: 

On nomination of Council on Scientific Assembly: The Secretary pre¬ 
sented the names of 490 physicians and the House elected them to 
Associate Fellowship. 

Address of President-Elect Louis H. Bauer 

The newly elected President-Elect, Louis H. Bauer, was led 
to the platform and presented the following address: 

Mr. Speaker , Members oi the House of Delegates: 

It is difficult to express my feelings at this time. One would, 
indeed, be less than human, if he did not feel considerable 
emotion at being chosen President of the greatest medical 
association in the world. There is no higher honor that can 
come to a physician. 

I realize that it is not only an honor but that it carries with 
it arduous duties and tremendous responsibilities. These, I am 
prepared to accept. 

We have passed through a trying period. For the time being 
we have averted the greatest threat against the freedom of 
medicine. The fight, however, is not won and we cannot relax. 
All we have gained is a breathing space. The world is watching 
to see what we will do with this breathing space. If we sit back 
and do nothing, we shall have lost our last opportunity. 

Now is the time for constructive action. Our voluntary in¬ 
surance program has made tremendous strides but it is not yet 
the complete answer. It must be expanded to fill the gaps in 
coverage which still exist. The whole profession must be brought 
enthusiastically behind the program. There are still many physi¬ 
cians who do not cooperate in its expansion. 

During the past two and a half years we have aroused many 
of our members from a state of apathy, but there are still 
many who evince little interest either in the welfare of the 
profession or the public. 

Our Association has been bitterly attacked both from without 
and from within. Many doctors and many laymen have little 
idea of what the American Medical Association is or stands 
for. The blame for this is, perhaps, our own. We have too long 
delayed in coming close to our individual members and the 
public. This situation must be remedied and promptly. 

Conditions have changed in the past quarter of a century. 
Doctors and medical societies can no longer be purely scientific 
in their viewpoints. They must have an interest in the economics 
of medicine and in the methods of distribution of medical care. 
They must find out the needs of the people and anticipate them. 
Both individual doctors and medical societies should be lead¬ 
ers, broad-minded and forward-thinking. Medicine is humani¬ 
tarian and the needs of the public must come first. There is no 
room in medicine for the selfish doctor who thinks only of 
himself and his income. 

We must be leaders in the development of community health 
councils. We must further expand our grievance committees 
which have been growing rapidly. Panels of physicians must be 
available everywhere to cover night, holiday and emergency 
calls. Nothing irritates a citizen more than being unable to 
obtain a doctor when he needs one. We must assist in the train¬ 
ing of auxiliary and technical personnel of which there is a 
great shortage. 

Medical education must be financially supported. We have 
made an excellent start, but our goal is not yet even in sight. 
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Additional finances are absolutely essential if our medical 
schools are to maintain their high standards. This support can 
come from only two sources, private enterprise or government 

The American Medical Association has been long and bitter¬ 
ly attacked because, except for a one-time grant for so-called 
bricks and mortar, it has strongly opposed Federal aid to 
medical education. Our stand, however, has now received strong 
support from the Commission on Financing Higher Education 

The challenge has been made. We have picked up the gaunt¬ 
let. Now we must make good and we can if every doctor will 
do his part. Otherwise we face possible ruination of our medical 
schools. 

The American Medical Association early insisted on a pro¬ 
gram for civil defense and doctors have been in the forefront 
in the development of this program. The public, however, is 
apathetic and we can be of great aid in arousing the public to 
the dangers of possible atomic warfare. Protection against that 
is everybody’s business, not just that of the military and the 
medical profession. 

I am confident that our new program for the public relations 
of the Association will be productive of much good. 

We are moving forward, but it has taken a long time to 
arouse medicine. Finally the sleeping giant is awakening and 
our motto, henceforth, must be “Constructive Leadership.” 1 
am determined to do all I can to make this motto more than a 
mere “catchword.” 

I thank you, more than I can express, for the honor you have 
conferred on me and for the confidence you have again placed 
in me. For eight years you have given me positions of re¬ 
sponsibility and trust. I have given the best I could to these 
positions. I pledge to you that I will continue to give you the 
best I have in me. At this time 1 wish to pay tribute to my 
associates on the Board of Trustees. The membership has 
steadily changed but 1 wish to tell you that I have never met a 
group of men more earnest in their endeavors, or more unselfish 
in their efforts to further the cause of medicine and improve 
the health of the public than those with whom I have been 
associated closely for the past seven years. I am proud to have 
been one of them. 

I feel very humble when I recall those who have preceded 
me in this office. A year from now, when I take up the torch 
from the hands of Dr. Cline, I hope I can keep it flaming as 
brightly as have my predecessors. Again, thank you, and God 
willing, I will not let you down. 


Report on American Medical Education Fund 

Dr. Elmer L. Henderson, President, American Medical 
Education Foundation, presented the following report: 

Gentlemen, it is needless for me to say that I am delighted 
it the action of the Board of Trustees, at the request of this 
Bouse of Delegates, that Whitaker and Baxter be retained. 1 
;an’t say that I am so delighted about the continuation of the 
Coordinating Committee as it is at present made up. However, 

[ have never been called on by the profession to do a job that J 
rave not attempted to do the best that I can, affd so long as 
i am Chairman of the Coordinating Committee I promise you 
hat there is not going to be any let up in the fight agains 
:ompulsory health insurance. 

I want just to give you a few words of warning. Our battle is 
rot won, and I hope that no state will feel that the battle is wo 
ind that we should give up our educational committees m 
various states or that they should let up in any way. 

Until after the election in 1952, we cannot afford to take any 
:hances. We have got to be on guard every minute, the io 
bat are working today and that were working two and! a 
rears ago for compulsory health insurance and for social 
nedicine I may say are just as active today as they were t • 

was warned in Washington last week by those men K 
hat they are even more active than they were a few years a fc • 

; just wanted to give you that note of warning. 

In regard to the American Medical Education Foun, a ‘ 
: und for aid to medical schools, you know I announe dj^ 
n this House of Delegates yesterday and showed you a h 
hat I received from the Auxiliary of the American A 
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Association for $10,000. The California Medical Association 
voted $100,000 to that fund some weeks ago. South Carolina 
voted $10,000 to the fund. 

At a recent meeting of the Medical Society of the State of 
New York they decided that they were going to undertake to 
raise $250,000 for this fund. 

Now, gentlemen, if we are going to maintain the American 
way of’life, if we are going to defeat socialism in this country, 
if we are going to defeat socialized medicine, this is a job that 
we have to do, and it can be done. 

Think what it would mean if every doctor in this country 
would agree to give this fund $100 a year. Think how much 
money that would mean. That alone would go a long way to 
solve the problem of the medical schools in this country. Not 
only that, it would encourage the National Fund really to get 
out and do a job with industry. 

As I told you the other day in my talk, we have joined up 
in a way with the National Fund of which Former President 
Hoover is the Honorary Chairman. We had a most enthusiastic 
meeting in New York on May 16, last month. We of the 
American Medical Association who were there were very much 
surprised at the enthusiasm in this meeting. We did not know 
that they had gone as far as they had toward getting the support 
of industry, and I believe we are going to be able to do a job, 
but we are only going to be able to do that job provided the 
medical profession does its part. Not only should individual 
doctors throughout this country contribute to this fund, but 
every state society, every .medical organization in this country. 
You remember the other morning we received a check for 
$2,000 from the American College of Radiology, and we have 
received some other donations from smaller organizations. That 
is the way we can solve one of the problems of socialism in 
this country, and 1 hope that each and every one of you will go 
back to your state and go to work on this education fund and 
see if we can’t really raise a substantial amount. 

We have had a number of checks for $200, $250, quite a few 
for $500, quite a few for $1,000, from individual doctors. We 
realize that every doctor could not afford to give a large con¬ 
tribution, but if you can't give $100, can’t give $50, if you can 
give $10 it will go a long way toward bringing this fund to a 
point where it will do a job. I hope that each and every one of 
you will become interested in this. I hope that each and every 
one of you will contribute to it personally and go back to your 
states and work for it. Thank you. 

Presentation of Purse to Miss Hattie Nieholf 

The Speaker, Dr. F. F. Borzell, addressed the House as 
follows: 

I now have a task to perform which in many ways is an 
extremely pleasant task, but it is definitely tinged with sincere 
regret that it is necessary to perform it. I am going to ask Dr. 
Reuling to assist me. I wish Dr. Reuling would conduct our 
most efficient and long serving, faithful servant, our chief clerk, 
Miss Hattie Niehoff, to the platform. 

Members of the House of Delegates, it is, as I said, with 
mixed emotions that I announce to you that this is the con- 
c uding session that Hattie Niehoff will serve us as she has 
served us for twenty-seven years in this House and thirty-seven 
years as a member of the staff of the American Medical 
Association. 

1 need not tell you how well Miss Niehoff has served. I need 
c ^ 0!l *^ at efficiency that has been demonstrated in 
^ niana Sement of the affairs of the House of Delegates is in 
e maur ue to the hard work that she does prior to the sessions 
f ’ ’ e sessions to see to it that we are not only made 

0r '' f ' ut ** lat machinery is well greased and that 
‘hings go along smoothly. 

A nm ! 1 !r a e my hand a scralL That scroll says, “To Miss Hattie 
A*. 0 w 0n ? Ambers of the House of Delegates of the 
our J.f 0 4 !e 6 ical Association, June 14, 1951: This token of 
too small ” 1 r ° m mem ' 3ers of the House of Delegates is far 
services i? j° , measure °ur regret at losing your valuable 
of your life ff adv " lce a nd sincere loyalty. May the remainder 
us for the hs 37 ‘ > ° U l * 16 same happiness that you have given 


This scroll contains the names of many of your friends, 
Hattie, and as a small token of our appreciation and also to 
provide you with perhaps the means by which you may come 
back and visit us occasionally we present you this purse. 

Miss Niehoff replied: I thank all of you sincerely. I think 
you know it is almost impossible for me to say anything to 
express myself except that my work for you has been a pleasure 
from the time I started. I wouldn’t have had it otherwise and 
I would not have wanted to work with any other group than 
this one. Thank you. 

Vote of Thanks to Atlantic City 

A rising vote of thanks was extended to Atlantic City, to Dr. 
David Allman and to Mr. Harold Baggs for the wonderful re¬ 
ception extended to the delegates and others attending the 
session. 

The House adjourned sine die at 3:05 p. m. 


REGISTRATION AT THE ATLANTIC CITY 
SESSION, JUNE 11-15, 1951 


Alabama...... 78 

Alaska. 1 

Arizona. 32 

Arkansas. 23 

California. 334 

Canal Zone. 4 

Colorado. 57 

Connecticut. 233 

Delaware. 125 

District of Columbia.424 

Florida. 16S 

Georgia. 77 

Hawaii. 20 

Idaho. 6 

Illinois.464 

Indiana. 143 

Iowa. 6S 

Kansas. 40 

Kentucky. 90 

Louisiana. 48 

Maine. 21 

Maryland. 3S4 

Massachusetts. 3S3 

Michigan. 231 

Minnesota. 128 

Mississippi. 28 

Missouri. 123 

Montana. 8 

Nebraska. 50 

Nevada. 10 

New Hampshire. 20 

New Jersey.1,628 

New Mexico. 13 

New York...2,280 

North Carolina. 146 

North Dakota. 11 

Ohio. 468 

Oklahoma. 31 

Oregon. 21 

Pennsylvania.2,779 

Puerto Rico. 30 

Rhode Island. 62 

South Carolina_;. 26 

South Dakota. 14 

Tennessee... 78 

Texas.128 


Utah. 22 

Vermont. 30 

Virginia.1SI 

Washington. 5i 

West Virginia. 63 

Wisconsin. 89 

Wyoming. 4 

Other Countries . 233 

Anglo Egyptian Sudan. X 

Australia. 1 

Bermuda. 1 

Canada. 79 

Central America. 2 

China.... 7 

Cuba. 43 

Dutch West Indies. 1 

Egypt. 2 

England. 1 

France. 2 

Germany. 8 

Greece. 2 

Guam. 1 

Haiti. 2 

Holland. 2 

Hongkong. 1 

India. 2 

Indo China. 1 

Iran. 2 

Israel. 4 

Italy. 1 

Japan. 4 

Korea. 2 

Liberia. 1 

*Mexico. 3 

Pakistan. 1 

Philippine Islands. 4 

Scotland. 2 

Siam. 2 

South America.* 33 

Spain. 2 

Switzerland. 5 

Thailand. 4 

Turkey. 1 

West Indies. 2 

Total.12,229 


REGISTRATION BY SECTIONS 


Anesthesiology .,. 


Diseases of the Chest. 


Experimental Medicine and Therqjieuties. 

Gastro-Enterology and Proctology.. 

General Practice. 


Internal Medicine... . 




Nervous and Mental Diseases. 


Obstetrics and Gynecology. /}!*> 

Ophthalmology . .10.1 

Orthopedic Surgery... 

Patholoi-y and PhvsioJorv. 


Pediatrics . *•..*» 


Physical Medicine and Rehabilitation. X05 

Preventive and Industrial Medicine and Public Health. 236 


Surgery, General and Abdominal.. 


Lrology and Miscellaneous Tonies...... 

Sessions on Military Medicine... 


3Iore than one Section or no Section checked.. 



Total 


12,229 
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MEDICAL NEWS 


ARKANSAS 

State Medical Election.—The Arkansas Medical Society at its 
recent annual meeting installed Dr. Charles R. Henry, Little 
Rock, as president and elected Dr. Sherod A. Drennen, Stutt¬ 
gart, president-elect; Dr. Daniel H. Autry, Little Rock, treasurer, 
and Dr. William R. Brooksher, Fort Smith, secretary. 

CALIFORNIA 

Appoint Head of Urology Department.—Dr. Willard E. Good¬ 
win, Baltimore, has been appointed chief of the department of 
urology and assistant professor of surgery at the new University 
of California at Los Angeles School of Medicine, to be opened 
this fall. Dr. Goodwin has been a resident urologist at Johns 
Hopkins University. 

Personal.—Dr. Portia Bell Hume, director of the Berkeley 
State Mental Hygiene Clinic and assistant professor of psychi¬ 
atry at the University of California Medical School, has been 
appointed a deputy director of the state department of mental 
hygiene. She will head the programs of the seven outpatient 
mental hygiene clinics maintained by the state. 

COLORADO 

First Board of Health for Denver.—The citizens of the City of 
Denver have amended their city charter to provide for the 
establishment of a department of health and hospitals. It fur¬ 
ther makes provision for a regulatory board to govern the 
affairs of this new department. This board conforms, in general, 
to the structure of the State of Colorado Health Laws as they 
were revised in 1947 by the Sabin Health Act. Thus, for the 
first time in its 75-year history Denver has an official board of 
health. Dr. James P. Dixon has been selected to direct the 
activities of the new department. 


nation (North Carolina was first), has elected Dr. George A 
Dame, director of the Bureau of Local Health Services for the 
Florida State Board of Health, Jacksonville, president' Dr 
Turner E. Cato, director of the Dade County Public Health 
Department, Miami, vice president, and Dr. Frank M. Hall 
Alachua County Health Department director, Gainesville' 
secretary-treasurer. The purpose of the group, says Dr. Dame' 
is “to encourage the study, improve the practice and advance 
the cause of preventive medicine and public health." 

ILLINOIS 

Public Health Appointment.—Dr. Jackson P. Birge has been 
appointed health officer of the Illinois Department of Public 
Health’s northwest region, with headquarters in Rock Island. 
Since 1948 he has served as a district health officer for the 
Indiana State Board of Health and as health officer of the 
Elkhart (Ind.) County Health Department. 

Association of Blood Banks.—Physicians interested in blood 
banks and representatives of the larger blood banks in the stilt 
met May 23 in Chicago to organize the Illinois Association ol 
Blood Banks. This society is organized as a nonprofit organiza¬ 
tion for the following purposes: (1) to promote and foster the 
exchange of ideas and materials and the dissemination of infor¬ 
mation relating to blood banking and its technical methodology, 
(2) to plan for and foster cooperation in times of disaster; (3) to 
function as a clearing house on questions relating to training of 
personnel common to such institutions; (4) to encourage high 
standards of service, and (5) to promote, aid, and encourage 
extension of similar services throughout the state. Elected 
officers are Dr. Israel Davidsohn, Chicago, president; Dr. Max 
Appel, Champaign, vice president, and Dr. A. M. Wolf, Chicago, 
secretary-treasurer. President-elect is Dr. George Milles, Chi¬ 
cago. 


DISTRICT OF COLUMBIA 

Program for Training Practical Nurses.—A practical nurse 
training program has been approved by George Washington 
University and the District of Columbia public school system. 
The first group of practical nurse students under this agree¬ 
ment began hospital training at the George Washington 
University Hospital June 4. This new practical nurse training 
opportunity has been developed to help relieve the nursing 
shortage in this area. The program will make Anna Burdick 
Vocational High School graduates eligible for civil service 
appointments in government hospitals as well as supply gradu¬ 
ate practical nurses to private hospitals in this area. Under 
the program students may train for 17 weeks at Burdick 
Vocational High School, where they receive instruction in 
bacteriology, sanitation, hygiene, anatomy, chemistry, foods and 
nutrition, physiology, diseases, and record-keeping. They also 
are acquainted with general health needs, care of the convales¬ 
cent and mildly ill, care of long-term illnesses, mothers and 
newborn infants, first aid, and emergency needs. Training at the 
hospital includes 32 weeks of medical nursing (280 hours), 
surgical nursing (280 hours), obstetrical and nursery nursing 
(240 hours), pediatric nursing (160 hours), evening and night 
services (120 hours), dietetics (80 hours), and urology (120 
hours). The university will provide a stipend of $25 a month to 
each student while she is in training at the hospital. 

FLORIDA 

Public Health Workers’ Academy.—Twelve public health physi¬ 
cians in the state formed the Florida Academy of Preventive 
Medicine and Public Health in Jacksonville June 19. The new 
organization, reported to be the second of its kind in the 

- 1 m mrnamm —g— — ■ 1 - 

Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


Chicago 

Society News.—At the annual meeting of the Chicago Society 
of Internal Medicine May 28 the following officers were elected: 
Dr. Frank B. Kelly, president; Dr. Lowell T. Coggeshall, vice 
president, and Dr. Ernest G. McEwen, secretary-treasurer.—— 
The Chicago Gynecological Society on June 15 elected the 
following officers: Dr. M. Edward Davis, president; Dr. Edward 
M. Dorr, president-elect; Dr. Edwin J. De Costa, secretary, and 
Dr. Harry Boysen, treasurer. 


Dr. Shambaugh to Head Department.—Dr. George E. Sham- 
baugh has been named professor and chairman of the depart¬ 
ment of otolaryngology at Northwestern University Medical 
School, effective Sept. 1. He will succeed Dr. Howard C. BsUea- 
ger, who will devote full time to his private practice and to 
revision of a medical textbook. Dr. Shambaugh has been associ 
ated with the Northwestern Medical School since 1941- He also 
is chief of Wesley Memorial Hospital’s division of otolaryn¬ 
gology. 


Grants for Research—Three Chicago organizations and com¬ 
panies have awarded grants to the University of Illinois holies 
of Medicine in support of research investigations: Asthma 
Children’s Aid, $10,000 in support of histochemical and immun * 
logical studies to be conducted under the supervision or ■ 
Ben B. Rappaport; Swift and Company, $8,250 for a study 0 
relationship of bile to cholesterol to be conducted under 
direction of Dr. Andrew C. Ivy, and G. D. Searle and Compa y, 
$5,540 in support of a study undertaken by Dr. Micha - 
Streicher of the effect of beta-diethylaminoetbyl 3 ‘ ant ^ e . 
carboxylate (banthine®) on the motility of the small and b 
intestines. 


■uctorsbip Awards.—Fourth-year students in the Umv 
linois College of Medicine have presented Dr. Freder - - 

and Dr. Carl J. Marienfeld with the Raymond - A 

u;.. A,„„rrtc fnr the 1950-51 school year. The awaru , 
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- j , ^Yrellency in individual instructorship given 

I 

H L-L PID «»»eJ »« lh ' «»■•>“' “ft 

“• award winners received a key m the form of a 

golden apple. Their names will be placed on the permanent 
plaque, which hangs in the Ch.cago Illmi Union. 


KANSAS , , . 

Personal.—Dr. Eldred V. Thiehoff, chairman of the department 
of public health and preventive medicine at the University of 
Kansas School of Medicine, Kansas City, has accepted an 
aDDointment to the editorial staff of Excerpta Medico. This 
nonprofit organization seeks to publish abstracts of articles from 
cwry available medical journal and is located m Amsterdam, 
the Netherlands. Dr. Thiehoff will be an editor m Section 4, 
Medical Microbiology and Hygiene. 


Appoint Head of Neurosurgical Section.—Dr. William P. 
Williamson, associate in surgery, University of Kansas School 
of Medicine, Kansas City, became full-time chief of the section 
of neurosurgery on July 1 succeeding Dr. Frank R. Teachenor, 
who has directed the neurosurgery section since its organization 
in 1924. Dr. Teachenor, although giving up administrative 
duties, will continue teaching and clinical research at the medi¬ 
cal center in Kansas City. Dr. Williamson joined the faculty in 
1945. During 1941 and 1942 he served as a captain in the Army 
Medical Corps. From 1942 to 1945 he held a residency in neuro¬ 
surgery at the Neurological Institute, New York. In addition to 
staff appointments in private hospitals in the city, he has been 
attending neurosurgeon at Children’s Mercy Hospital. 


LOUISIANA 

Dr. Talbot Honored.—At the meeting of the Louisiana State 
Medical Society in May a bronze plaque was presented to Dr. 
Paul T. Talbot, New Orleans, “in appreciation of 33 years of 
meritorious, valuable and faithful service as secretary-treasurer” 
to the society. Dr. Talbot retired last year. 

Society News.—The Louisiana Diabetes Association at its annual 
meeting in May re-elected Dr. Arthur A. Herold Sr., Shreveport, 
president, and Dr. Manuel Gardberg, New Orleans, vice presi¬ 
dent. Dr. Arthur A. Herold Jr., Shreveport, was chosen secretary- 
treasurer. Dr. Seale Harris, Birmingham, Ala., spoke on diabetes 
and hyperinsulinism. 

Slate Medical Election.—At the annual meeting of the Louisiana 
State Medical Society May 9 Dr. Edwin L. Zander, New Or¬ 
leans, was installed as president. The following were elected: 
Dr. William E. Barker, Plaquenine, president-elect; Dr. Charles 
B. Odom, New Orleans, first vice president; Dr. H. Whitney 
Boggs, Shreveport, second vice president; Dr. C. Grenes Cole, 
New Orleans, re-elected secretary-treasurer; Dr. Andrew V. 
Friedrichs, New Orleans, re-elected chairman of the house of 
delegates, and Dr. H. Ashton Thomas, New Orleans, re-elected 
councilor of the First Congressional District. 


MARYLAND 

Personal.—At the annual meeting of the Medical and Chirurgi 
h! Y ° f Maryland A P ril 25 Dr. John H. Hornbaker 
.ni' S elected a member of the board of medica 

Maryland to serve until June, 1955. Dr. Horn 
s cceeds Dr. W. Allen Griffith, Benvyn, retired. 

Drs. Long and Schocnbach Leave Johns Hopkins.—Dr. Perrii 
Dr Fmim! r, | C D 0r c l the department of preventive medicine, am 
Medicine “ t ?V Sch £ nba F J h associate professor of prevent*, 
Bahimore H ° P , k ' ns V niversity School of Medicine 

versitv „r’w 'fv CC f P ^ d a PP oin tments at the new State Uni 
vclopcil in Tlr' V W £ olIeee o£ Medicine, which is being de 
officer of ih„°? k yn ' Dr ’ Lotls wiU be Professor and executive 
was associate dcpartmcnt . of medicine. From 1929 to 1940 h 
nTdicil at^John,Prohor in the department o 

of the department H f ° pbns and became professor and directo 
the department of preventive medicine in 1940. Dr. Schoen 


bach will become professor of medicine Aug. 1. He will also be 
director of the medical services at the Maimonides Hospital in 
Brooklyn. He has been associated with Johns Hopkins since 
1946. 

MASSACHUSETTS 

Dr. Bauer Appointed Jackson Professor.—Dr. Walter Bauer 
has been appointed Jackson Professor of Clinical Medicine at 
Harvard Medical School and chief of medical services at 
Massachusetts General Hospital, Boston, effective July 1. He 
succeeds Dr. James H. Means, who has held both posts since 
1923. Dr. Bauer is currently associate professor of medicine at 
Harvard and physician at the hospital. The professorship was 
named in memory of Dr, James Jackson, who was Hersey 
Professor in the Harvard Medical School from 1812 to 1836 and 
was a founder and the first physician of Massachusetts General 
Hospital. In 1924 Dr. Bauer became medical resident of Massa¬ 
chusetts General Hospital and in 1926 was appointed research 
fellow in medicine at Harvard Medical School. He has been 
associated with both institutions since that time. 


MINNESOTA 

Dr. Spink to Lecture in Europe.—Dr. Wesley W. Spink, Minne¬ 
apolis, University of Minnesota professor of medicine and con¬ 
sultant on brucellosis for the World Health and the Food and 
Agricultural organizations of the United Nations, will spend 
July and August in England, France, Italy, and Yugoslavia cor¬ 
relating current brucellosis research. Dr. Spink is director of 
the United States Brucellosis Center at the University of Minne¬ 
sota. His work in Europe was described by Dr. Spink as a co¬ 
operative health effort on an international basis designed to 
bring together information of the various brucellosis research 
centers for the benefit of each country. Dr. Spink left Minne¬ 
apolis June 23 for London, where he will give an address before 
the International Congress of Clinical Pathology July 18. He 
will speak before the microbiology section on “Some Clinical 
Problems Relating to the Laboratory Control of Chemo¬ 
therapy.” 


MISSOURI 


Chest Physicians Meeting.—-The following program was pre¬ 
sented before a recent meeting of the Missouri chapter of the 
American College of Chest Physicians in Kansas City. 

Dr. Gideon O. Proud, Kansas City, The Sinuses and Bronchiectasis. 

Dr. Andrew L. Banyai, Milwaukee, Potentialities of Artificial Pneumo¬ 
peritoneum. 

Dr. Corrin H. Hodgson, Rochester, Minn., Diagnosis and Management 
of Circumscribed Lesions of the Lung. 


An x-ray conference was held with Dr. Lawrence E. Wood of 
Kansas City as moderator. The following officers were elected: 
Dr. Elmer E. Glenn, Springfield, president; Dr. Lawrence E. 
Wood, Kansas City, president-elect, and Dr. Alexander J. 
Steiner, St. Louis, secretary-treasurer. 


Evarts Graham Becomes Professor Emeritus.—Dr. Carl A.’ 
Moyer, professor of surgery and dean of the Southwestern 
Medica! College in Dallas, Texas, has been appointed Bixby 
Professor of Surgery and head of the department of surgery at 
Washington University School of Medicine, St. Louis, succeed¬ 
ing Dr. Evarts A. Graham. Dr. Graham, who will become pro¬ 
fessor emeritus of surgery, will remain in St. Louis and continue 
to be connected with Washington University and the affiliated 
hospitals in the medical center. At present he is visiting in 
Glasgow, Scotland, where he received an honorary degree dur¬ 
ing ceremonies celebrating the 500th anniversary of the Univer- 
sity of Glasgow. Dr. Moyer plans to assume his duties at 
Washington University Medical Center in October In 1941 he 
was appointed instructor in surgery at Michigan and was pro¬ 
moted to assistant professor in 1943. From 1944 to 1946 he was 

Wio ff?' WayDe County General Hospital, Detroit. 
Since 1946 he has been professor of experimental'surgery at 
Southwestern Medical College in Dallas and about a year ago 
became dean. Dr. Graham came to Washington University staff 
3- years ago. He is one of the world’s leading figures in the field 

surgery. In 1933 he performed the first operation for success- 
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ful removal of an entire lung in one stage for treatment of 
cancer of the lung. Among his numerous honors and awards is 
the Distinguished Service Medal of the American Medical 
Association, awarded at the San Francisco meeting in 1950 
(The Journal, July 8, 1950, page 901). 

NEW YORK 

Public Health Appointment.—Dr. John Browe has been pro¬ 
moted to director of the bureau of nutrition of the New York 
State Health Department, with which he has been associated 
since 1949. Dr. Browe has been clinical director of a nutrition 
study in Burlington, Vt., and research associate in the Univer¬ 
sity of Vermont Medical School. He also was consultant in 
nutrition to the U. S. Public Health Service before joining the 
state health department. 

Personal.—Arthur Knudson, Ph.D., associate dean and pro¬ 
fessor of biochemistry at Albany Medical College, has been 
granted a year’s leave of absence to teach in the two medical 
schools at Bangkok, Thailand (Siam). He left for Bangkok 
June 25. Dr. Knudson’s Bangkok assignment was the result of 
his earlier appointment as a visiting professor to the Washington 
University School of Medicine in St. Louis. In conjunction with 
the United States Economic Cooperation Administration, 
Washington University has developed a reciprocal teaching 
program between the faculties of its school of medicine and 
those of the two medical schools in Thailand. 

New York City 

Institute of Geriatrics.—The new two million dollar Max and 
Bertha Weinstein Pavilion, a home for 150 elderly persons and 
a laboratory for research into problems of the aged, was dedi¬ 
cated in the Bronx May 27. The building was named in honor 
of the late Max and Bertha Weinstein, who helped maintain the 
institution for the aged. 

Fund to Help the Aged.—The Mayor’s Advisory Committee for 
the Aged has received a $25,000 grant from the Rockefeller 
Foundation for research on facilities for the aged in the city. 
Louis I. Dublin, Ph.D., a vice president of the Metropolitan Life 
Insurance Company, is head of a subcommittee to carry out the 
one-year study. The committee will try to determine what can 
be done to prevent the debilities of old age and at the same time 
utilize the abilities of the group. Persons over 65 in New York 
represent 7.3% of the population. 

Appoint Assistant Dean.—Dr. Joseph M. Pisani has been ap¬ 
pointed assistant dean and instructor of medicine at the College 
of Medicine at New York City, State University of New York. 
He has been associated with the George Washington University 
Hospital and School of Medicine as clinical instructor in medi¬ 
cine and is executive director of the committee on medical sci¬ 
ences of the Research and Development Board, Washington, 
D. C. Dr. Pisani entered military service in 1943 and for 16 
months was overseas with the Fifth Army in North Africa 
and Italy. Dr. Pisani’s father, who has been in general practice 
in New York for over 50 years, and two brothers also are 
physicians. 

OKLAHOMA 

State Medical Election.—Dr. L. Chester McHenry, Oklahoma 
City, became president of the Oklahoma State Medical Associa¬ 
tion at a meeting in Tulsa in May. Officers elected include: Dr. 
Alfred R. Sugg, Ada, president-elect; Dr. Allen Gibbs, Okla¬ 
homa City, vice president; Dr. Clinton Galiaher, Shawnee, 
speaker of the house of delegates, and Dr. John F. Burton, 
Oklahoma City, delegate to the American Medical Association, 
with Dr. William W. Cotton, Poteau, vice delegate. Dr. Lewis 
J. Moorman, Oklahoma City, was re-elected secretary-treasurer. 

PENNSYLVANIA 

Cancer Detection Program.—The Medical Society of the State 
of Pennsylvania has asked its members to join in a plan to 
emphasize that every doctor’s office is a cancer detection center. 
“Every physician in Pennsylvania is being asked to make avail- 


J.A.M.A., July 7, I 95 ( 

able a ‘five-point’ cancer detection examination to each of his 
patients at their request at least once a year,” declared Dr 
Harold B. Gardner, Pittsburgh, president of the society 
"Doctors who are willing and able to cooperate will display a 
plaque in their recepton rooms so that their patients will know 
that they can request this service at a fee to be established bv 
the individual physician.” The Five-Point Cancer Detection 
Examination Program was planned by three Pennsylvania 
cancer-fighting agencies; the commission on cancer of the 
medical society, the cancer control division of the department 
of health, and the Pennsylvania Division of the American 
Cancer Society. The Philadelphia Division of the American 
Cancer Society, in cooperation with the cancer committee of the 
Philadelphia County Medical Society, began a similar program 
several months ago. At the present time more than 1,000 physi¬ 
cians are participating in the Philadelphia area alone. The state 
local, and county medical societies will inform the local news¬ 
papers when the physicians in their communities are prepared 
to initiate this program. 

Philadelphia 

Dr. Gordon to Head Women’s Medical College.—Dr, Burgess 
Lee Gordon, clinical professor of medicine at Jefferson Medical 
College, will become the first full-time, paid president of the 
century-old ■ Woman’s Medical College of Pennsylvania. Dt. 
Gordon will organize an industrial health division to make the 
college and its hospital at Henry Ave. and Abbottsford kd. 
more useful in that highly industrialized area. For the division's 
facilities and personnel and for those of another scheduled new 
division on geriatrics the college is expected to seek more than 
three million dollars from the public. Heretofore the presidency 
has been on an honorary, part-time basis without salary. 
Academic direction of the college has been generally vested in 
its deans, who, since 1886, have all been women. The present 
dean, Marion S. Fay, Ph.D., will continue as head of the faculty. 
The new president said it was planned to build up and expand 
ail departments in the college and to encourage research. 


WEST VIRGINIA 


Society News.—Dr. David C. Prickett, Lumberport, was elected 
president of the West Virginia Public Health Association at its 
annual meeting held in Huntington May 3-5. Dr. Prickett is 

health officer for District No. 4.-Dr. Arthur C. Chandler, 

Charleston, was named president of the West Virginia Academy 
of Ophthalmology and Otolaryngology at the annual spring 
meeting April 27-28. Dr. Melvin W. McGehee, Huntington, was 
named president-elect, and Dr. Keith E. Gerchow, Morgan¬ 
town, treasurer. Dr. Ben W. Bird, Princeton, was reelected 
secretary. 


State Medical Meeting.—The annual meeting of the West Vir¬ 
ginia State Medical Association will be held at the Greenbrier, 
White Sulphur Springs, July 19-21 under the presidency of Dr. 
Frank J. Holroyd, Princeton. Out-of-state speakers include the 
following: 

Arnold S. Jackson, Madison, Wis., Cysts and Tumors of the Nee- 
Henry It. McCarroIl, St. Louis, Common Orthopedic Problems vv 
Can be Managed in the General Practitioner’s Office. 

George E. Burch, New Orleans, Water and Electrolyte Balance. 

Ralph M. Tovell, Hartford, Conn., Recent Trends in AnesthesioW 
Arthur R. Colwell, Evanston, Ill., Diagnosis and Treatment of v 


Acidosis. . 

Stewart Wolf Jr.. New York, Relation of Life Stress to Organic V 
LeRoy H. Sloan, Chicago, A Composite Picture of Hypertension. 

Oscar Swineford Jr., Charlottesville, Va., Role of the Practitioner 
Management of Asthma. 

Emil Novak, Baltimore, Primary Dysmenorrhea. 

Frank. E. Adair, New York, Hormone Therapy in Cancer of I ' 
John A. Campbell Colston, Baltimore, Papillary Tumors of m » 
Pelvis and Ureter with Special Reference to Operation o nthe 
Kidney, with Case Presentations. 

'he president’s address, “Prophylaxis of Ewingism, ' v j . 
iven Thursday evening. Dr. John W. Cline, San . 

'resident of the American Medical Association, wil P ^ 
'riday at 7 p. m. on “Problems Facing American M 
re Immediate Future.” The cancer committee of the associ ^ 
dll hear Dr. Adair as their guest speaker Saturday a - P- 
he annual banquet will be held Saturday at 7 p. m. 
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GENERAL pathology._The American Board of Pathol- 

exaSS at Northwestern University Medical 
og y will hold exammt mons a. ^ ^ ^ ^ # ha , f wju be 

devoted to patho’logical anatomy and the second day and a half 
to clinical pathology. 

Meeting of Physicians in Alcoholics Anonymons.-The second 
international conference sponsored 

Alcoholics Anonymous will be held in Clayton, N. •» 
u hhcrd Hotel August 4-5. The conference will deal with the 
medical^ problems of alcoholism. All physicians interested m 
the problem are cordially invited to address acceptance to Dr. 
Clarence R. Pearson, 8 Brown Ave., Scottsville, N. Y. 

Industrial Medicine Society Changes Name.—The American 
Association of Industrial Physicians and Surgeons was re¬ 
christened the Industrial Medical Association at the annual 
meeting in Atlantic City, N. J. The society chose as officers for 
the coming year Dr. Adolph G. Rammer, Pittsburgh, president, 
and Dr. Earle A. Irvin, Detroit, president-elect. Dr. Arthur K. 
Peterson, Chicago, continues as secretary and Dr. Edward U. 
Holmbiad, Chicago, as treasurer and managing director. 


Rockefeller Foundation Divisions Merge. —A new division of 
medicine and public health was established in the Rockefeller 
Foundation June 1 under the direction of Dr. Andrew J. 
Warren, who has been with the foundation since 1921. The 
division represents a merger of the former international health 
division with the former division of medical sciences. Dr. Alan 
Gregg, who has for 20 years been director for the medical 
sciences, has been made vice president. Dr. Warren has been 
head of the international health division since 1945. 


Career Research Investigator Appointed.—Dr. Victor Lorber, 
associate professor of biochemistry at Western Reserve Univer¬ 
sity, Cleveland, has been appointed the first career investigator 
of the American Heart Association. The career investigator is 
free to engage in research of his own choosing. He may work 
in any institution in the United States that offers adequate 
facilities. As the income of the American Heart Association 
increases, it will undertake the financial support of a growing 
number of career investigators. Dr. Lorber was assistant pro¬ 
fessor, department of physiology, at the University of Minne¬ 
sota, Minneapolis, from 1944 to 1946. 


Tuberculosis Society Elections.—Three tuberculosis societies 
held annual meetings in Cincinnati May 14-18 and chose the 
following officers. The National Tuberculosis Association in¬ 
stalled Dr. Alton S. Pope, Boston, as president; Dr. Sidney J. 
Shipman, San Francisco, president-elect; Kemp D. Battle, 
Rocky Mount, N. C., secretary, and Collier Platt, New York, 
treasurer. The American Trudeau Society, medical section of 
the NTA, installed Dr. John H. Skavlem, Cincinnati, as presi¬ 
dent; Dr. David A. Cooper, Philadelphia, president-elect, and 
Dr. John D. Steele, Milwaukee, secretary-treasurer.—Robert W. 
Osborn, New Rochelle, N. Y., assumed the presidency of the 
National Conference of Tuberculosis Workers, and Mrs. Dalrie 
S. Lichtenstiger, Los Angeles, was named president-elect. 


Dr. Martha Eliot Resigns from WHO.—The resignation of Dr 
artha Eliot as assistant director-general of the World HealtI 
rgamzation in charge of advisory services was announced ir 
une. S le will be replaced by Dr. Marcellino Gomes Candau 
"10 is at present director of the WHO division of organizatior 
ot public health services. Before she joined the staff of WHC 
l?...V ne ’, ^ r ' Eh'ot was associate chief of the U. S 

- 1 rc ? s Bureau. For many years she has been active ii 
i', ,° I . I ' a '° na h ca hh work. Dr. Candau, who joined the Work 
A ' r S a mzation about a year ago, will direct all th< 
i •' l , CCS J" cnc lered by WHO to countries through public healti 
, L ‘ s ’ lsca sc control demonstrations, consultants, trainim 
^ and fellowships. Before coming to WHO, Dr. Candai 
■i Pcrintemlent of the Service Especial de Saude Publica 

ment ^rr bHc kett'tft Program of the Brazilian govern 
ment and the Institute of Inter-American Affairs. 

scrvinc S an"nt rd ", ! " ncrs — Dr - Solomon I. Griboff, New York 

sffie Winner n r f n ^ ,P c a l N - eW York Cit >’’ s Mt - Sinai Hospital 
the winner of the Schenng Award for 1950. Dr. Griboff 


senior medical student at Syracuse University College of Medi¬ 
cine when he enrolled in the competition, was presented a check 
for the first prize of $1,000 for his paper on “The Clinical Use 
of Steroid Hormones in Cancer.” Co-authors Robert W. Winters 
and Henry M. Williams, both third year students at Yale 
University School of Medicine, New Haven, Conn., were 
selected in a tie for second prize with Kenneth J. Ryan, third 
year student at Harvard Medical School, Boston. They were 
awarded duplicate prizes of $500 each. Monte J. Meidman, third 
year student at Marquette University School of Medicine, 
Milwaukee, was awarded the third prize of $300. Twenty-five 
contestants received honorable mention, and each received 
special awards in acknowledgement of their contributions. 

Rehabilitation Manual on Multiple Sclerosis.—The National 
Multiple Sclerosis Society is distributing a 54-page physician’s 
manual entitled Multiple Sclerosis—Application of Rehabilita¬ 
tion Techniques by Dr. Edward E. Gordon of New York Uni- 
versity-Bellevue Medical Center. This manual was made possible 
by a grant to the society from the Barnes Foundation, Bristol, 
Conn., and a gift in memory of Percy Rivington Pyne Jr., of 
Bernardsville, N. J. It was developed under the direction of 
Dr. Howard A. Rusk, New York. The manual is designed to 
facilitate rehabilitation at home. The new manual includes tests 
with directions for scoring in order to enable the physician to 
evaluate the extent of disabilities. Activities of daily living are 
given special emphasis in the manual, with suggestions on the 
use of specially constructed devices to increase the patient’s 
ability to ambulate in his home. Chapters are devoted to the 
use of crutches and wheel chairs. Another section deals with 
means of coping with bladder and bowel difficulties. 

Tuberculosis Mortality in the United States.—The U. S. 
Public Health Service has reported that the nation’s death 
rate from tuberculosis dropped about 9 per cent in 1949 to 
26.2 per 100,000 population. A further decline of 15 per cent 
occurred during the first 11 months of 1950 when the provisional 
rate (based on a 10 per cent sampling of death certificates) was 
22.6 per 100,000 population. With the exception of a slight 
increase during the 1917-18 influenza epidemic, the death rate 
for all forms of tuberculosis has shown a downward trend for 
almost half a century. The death rate for respiratory tuberculo¬ 
sis has decreased 86 per cent, from 174.5 per 10,000 population 
to 24.5. Despite this decrease, respiratory tuberculosis consti¬ 
tutes over 90 per cent of all deaths from the disease. In 1949 the 
death rate for men from this cause was 32.5, almost twice as 
high as the death rate for women, 16.6. The death rate for other 
forms of tuberculosis has declined from 19.9 to 1.7 per 100,000 
population. Mortality rates from tuberculosis continue to be 
more than three times as high for the nonwhite groups as for the 
white. 


>YrlU s Executive Board Session.—The executive board of the 
World Health Organization will convene its ninth session at 
Geneva beginning Jan. 21, 1952, under the chairmanship of 
Jacques Parisot, France. The principal decisions taken during 
the eighth session include the following: The 1951 expenditure 
level was raised from $6,150,000 to $6,497,400 to provide relief 
for the civilian population of Korea and for Turkish refugees 
from Bulgaria. Emergency action was taken to help prevent 
epidemics in the famine-stricken areas of India, and $30 000 
was appropriated for the purchase of medical supplies to pre¬ 
vent outbreaks of cholera and malaria in North Bihar. The 
board appointed Dr. I. C. Fang regional director of the Western 
Pacific area with headquarters in Manila, P. I., and authorized 
the establishment of an African regional organization, which 
will serve countries and territories south of the Sahara. The 

, , td ret iuested that work be initiated on four new internation¬ 
al health regulations to deal with the following problems (1) 

2) sanSnltiTd “ VeCt0FS in inte ™tiona! traffic 

“ tt teal T ^national pharmaco¬ 

poeia, and (4) lega protection of international nonproprietarv 
names of drugs. The board also asked WHO tn ? r -I 
study of population problems, particularly thnsp “" ue , lts 
pertain to health, including measures for the control nf S J 
tion increases. ■ ontro1 of Popula- 
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MEETINGS 


National Medical Association, Philadelphia, Aug. 20-24. Dr. John T. 
Givens, 1108 Church Street, Norfolk 10, Va., General Secretary. 

Post Graduate Medical assembly of South Texas, Shamrock Hotel, 
Houston, Texas, July 23-25. Mrs. W. H. Dahme, 229 Medical Arts Bldg., 
Houston, Executive Secretary. 

Reno Surgical Society Conference, Riverside Hotel, Reno, Nev., Aug. 
23-25. Dr. Olin C. Moulton, 130 N. Virginia St., Reno, Nev., Chairman. 

Rocky Mountain Radiological Society, Denver, Aug. 9-11. Dr. Maurice 
D. Frazer, 1037 Stuart Building, Lincoln, Nebr., Secretary. 

West Virginia State Medical Association, The Greenbrier, White Sul¬ 
phur Springs, July 19-21. Mr. Charles Lively, 1031 Quarrier St., Charles¬ 
ton 24, Executive Secretary. 


INTERNATIONAL 

Association Internationale pe Psychotechnique, Gothenburg, Sweden, 
July 24-28. Dr. Franziska Baumgarten-Tramer, Thunstrasse 35, Berne, 
Switzerland. 

European Congress on Rheumatism, Barcelona, Spain, Sept. 24-27. Dr. 
Gunnar Edstron, Lund, Sweden, Secretary. 

General Practitioners Study Clue International, Rome, Italy, Sept. 
12-15. Dr. John O’Connell, 10300 Lackland Road, St. Louis 14, Mo., 
U. S. A., President. 

International Anesthesia Research Society, London, England, Sept. 
3-7. Mr. R. W. Cope, University College Hospital, London W.C.l, 
England. 

International Association of Allergists, Zurich, Switzerland, Sept. 23- 
29. Prof. A. S. Grumbach, Hygiene Institut der Universitaet Zurich, 
Gloriastr. 32, Zurich, Switzerland. 

International Congress of Anesthesiology, Nursing School of the Sal- 
piettre, 47 Boul dc PHospital, Paris, France, Sept. 20-22. 12 rue de Seine, 
Paris 6°, France, Secretariat. 

International Congress of Clinical Pathology, London, England, July 
16-20. Dr. W. H. McMenemey, Maida Vale Hospital for Nervous Dis¬ 
eases, London W.9, England, Secretary. 

International Congress on Industrial Medicine, Instituto Superior 
Tecnico, Lisbon, Portugal, Sept. 9-15. Dr. Luis Guerrciro, Instituto 
Nacional do Trabalho e Previdencia, Praga do Comercio, Lisbon, Secre¬ 
tary General. 

International Congress on Mental Health, Mexico City, Mexico, Dec. 
11-19. Mrs. Grace E. O’Neill, Division of World Affairs, National As¬ 
sociation on Mental Health, 1790 Broadway, New York 19, N. Y. 

International*Congress of Physical Medicine, London, England, July 
14-19. Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London, VV.C.2, 
England, Honorary Secretary. 

International Congress of Psychology, Stockholm, Sweden, July 16-21. 
Secretariat: Psychological Institute, Observotoriegatan 8, Stockholm, 
Sweden. 

International Gerontological Congress, Hotel Jefferson, St. Louis, Mo., 
U. S. A., Sept. 9-14. Dr. John E. Kirk, 5600 Arsenal Street, St. Louis 9, 
Mo., Chairman, Program Committee. 

International Hospital Congress, Brussels, Belgium, July 15-21. Capt. 
J. E. Stone, 10 Old Jewry, London E.C., England, Secretary. 

International Poliomyelitis Congress, Copenhagen, Denmark, Sept. 
3-7. Prof. Dr. Niels Bohr, Statens Seruminstitut, 80 Amager Blvd., 
Copenhagen S., Denmark, President. 

International Society of Surgery, Paris, France, Sept. 24-29. Dr. L. 
Dejardin, 141, rue Belliard, Brussels, Belgium, Secretary General. 

International Society for the Welfare of Cripples, Fifth World Con¬ 
gress, Stockholm, Sweden, Sept. 9-14. Mr. Donald V. Wilson, 54 E. 
64th St., New York 21, N. Y., U. S. A., Executive Director. 

Pan American Congress on Tuberculosis, Guayaquil and Quito, Ecua¬ 
dor, S. A., July 14-22. Dr. Marco Martinez M., Casilla de Correos No. 
116, Guayaquil, Ecuador, Secretary General. 

Pan Pacific Surgical Association Congress, Honolulu, Hawaii, Nov. 
7-19. Dr. Forrest J Pinkerton, Suite 7, Young Bldg., Honolulu, Hawaii, 
President. 

Students’ International Clinical Congress, Leyden, Utrecht, Groningen 
and Amsterdam, Holland, July 10-28. N. A. M. Bergstein, Oude Gracht 
143 bis, Utrecht, Holland, Secretary General. 

World Confederation for Physicial Therapy, Copenhagen, Denmark, 
Sept. 7'S. 

World Medical Association, Stockholm, Sweden, Sept. 15-21. Dr. Louis 
H. Bauer, 2 E. 103d St., New York 29, N. Y.. U. S. A., Secretary- 
General. 


EXAMINATIONS 
AND LICENSURE 


UOAKUS w MEU1LAL EXAMINERS 

Arizona:* Examination. Phoenix, July 17-19. Reciprocity. Phoenix J u > v „ 
Sec., Dr. J. H. Patterson, 316 W. McDowell Road, Phoenix, ' ' ' 

California; Written. San Francisco, Aug. 20-23. Oral Los 
August 18. Oral and Clinical Examination for Foreign Medical jE 
Graduates. Los Angeles, August 19. Sec., Dr. Frederick N Scat™ 
1020 N St., Sacramento 14. 1 • S “ tcM ' 


Colorado:* Reciprocity. Denver, July 10. Sec,, Dr. George H Gillen sit 
Republic Bldg., Denver 2. ■ 831 

Connecticut:* Regular. Examination. Hartford, July 10-11 Sec to ih; 
Board, Dr. Creighton Barker, 160 St. Ronan St„ Hartford. Homeopathic 
Derby, July 11-12. Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby 
Delaware: Examination. Dover, July 10-12. Reciprocity. Dover Job in’ 
Sec., Dr. J. S. McDaniel, 229 S. State St., Dover. 

Georgia: Atlanta, June. August, Oct. 9-11. Sec., Mr. R, C. Coleman 1)1 
State Capitol, Atlanta. 


Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Ex. Sec., Dr. John Y. Batlenfield 
Agana. 1 

Hawaii: Examination■ Honolulu, July 9-12. Sec., Dr. 1. L. Tildcn, 1020 
Kapiolani St., Honolulu. 


Idaho: Boise, July 9-11. Sec., Mr. Armand L. Bird, 305 Sun Bids-, Boise. 
Maine: Augusta, July 10-11. Sec,, Dr. Adam P. Leighton, 192 State St 
Portland. 


Massachusetts: Examination. Boston, July 10-13. Sec., Dr. Robert C. 
Cochrane, Room 37, State House. Boston 33. 

Nevada:* Carson City, August 6. Sec., Dr. G. H. Ross, 112 North Ctnj 
St., Carson City. 

New Hampshire: Concord, Sept. 12-13. Sec., Dr. John Samuel Wheeler, 
Room 107 State House, Concord. 

New Mexico:* Sant3 Fc, Oct. 8-9. Sec., Dr. Charles J. McGoey, Coro¬ 
nado Bldg., Santa Fe. 

North Carolina: Reciprocity. Morehead City, July 28. Sec., Dr. Joseph 
J. Combs, 419 Professional Bldg., Raleigh. 

North Dakota: Grand Forks, July 4-7. Sec., Dr. C. J. Glaspcl, Gratton. 

Ohio: Examination. Columbus, December. Reciprocity. Columbus, Aug. 
14. Sec., Dr. H. M. Platter, 21 W. Broad St., Columbus 15. 

Oregon:* Examination. Portland, July 5-7. Sec., Mr. Howard I. Bobbitt, 
609 Failing Bldg., Portland 4. 

Pennsvlvania: Examination. Philadelphia and Pittsburgh, July 10-13. Act¬ 
ing Sec., Mrs. M. G. Steiner, 351 Education Bldg., Harrisburg. 

Puerto Rico: Examination. Santuice, Sept. 4. Sec., Mr. Luis Cueto Coll, 
Box 3717, Santurce. 

Rhode Island:* Examination. Providence, July 5-6. Administrator of Pro¬ 
fessional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

South Dakota: Rapid City, July l7-lS. Sec., Dr. Clarence E. Sherwood, 
109 Center St„ West, Madison. 

Utah: Salt Lake City, July 11-13. Asst. Dir., Mr. Frank E. Lees, 324 State 
Capitol Bldg., Salt Lake City 1. 

Washington:* Seattle, July 16-18. Sec., Department of Licenses, Mr. 
Edward C. Dohm, Olympia. 

West Virginia: Charleston, July 9-11. Sec.. Dr. N. H. Dyer, Capitol 
Bldg., Charleston 5. 

Wisconsin:* Milwaukee, July 10-12. Sec., Dr. C. A. Dawson, River Fails, 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 
Alaska: Juneau, August. Sec., Dr. C. Earl Albrecht, Box 1931, Jiutcau. 
District of Columbia: Examination. Washington, Oct. 22-23- Sec,, Dt. 

Daniel L. Seckinger, 4130 E. Municipal Bldg., Washington. 
owa: Examination. Des Moines, July 10. Sec., Dr. Ben H. Peterson, Coe 
College, Cedar Rapids. 

Michigan: Detroit and Ann Arbor, Oct. 12-13. Examination. See., 1 
Eloise LeBeau, 501 W. Michigan Ave.. Lansing 15. 

Nebraska-. Examination- Omaha, Oct. 2-3. Director, Bureau of Exam' = 
Boards, Mr. Oscar F. Humble. Room 1009, State Capitol Bldg.,Dntonv. 
Nevada: Examination. Reno, July 3, Sec., Mr. Frank Richardson, m- 
versity of Nevada, Reno. , Rt , 

Oklahoma: Oklahoma City, Sept. 14. Sec., Dr- Frank C. GaUaher, 
Branifl Bldg., Portland 4. 

Drecon: Examination. Portland, Sept. 8 and Dec. 1. See.,. Dr. Cl“ • 

Byrne, State Board of- Higher Education, University of Oregon, 

Ihode Island: Examination. Providence, August 8 Admimstraw f 
fessional Regulation, Mr. Thomas 0. Casey, 366 State Olhc 

Providence. „ r\ n w Hyman. 

rENNESSEE: Examination. Memphis, July 5-6. Sec., Dr, 

874 Union Ave., Memphis. k M 

Jexas: Examination. Austin, October. Chief Clerk, Mr. - 

Nalle Bldg., Austin. nenartmeut of 

Vashington: Examination. Seattle, July 11-1— -, 

Licenses, Mr. Edward C. Dohm, Olympia. 

* Basic Science Certificate required. 
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t * nranee N. J.; born * n McDonough, N. Y-, in 
fSwtoS Medical College of Philadelphia, 1897; an Assoc,- 
1 r'r nfikr American Medical Association and m 1914- 
ate Fellow of the Ame Delegates; member of the Amert- 

191 \ affl Imv of OnMhalmology and Otolaryngology and the 
can Aca y ’ . ; ca [ Rhinological and Otological Society, 

fZwM the American College of Surgeons; specialist certified 
f American Board of Ophthalmology and the American 
t> y i nf Otolaryngology; on the advisory board of Selective 
Service during World Ware I and II; at one time attending oculist 
berviceoun g and Throat Hospital m New York, 

consSSg opWhataologist to the New Jersey Orthopedic Hos¬ 
pital House of the Good Shepherd, Dover (N. J.) General Hos¬ 
pital’, and the Orange Memorial Hospital, where he died Apri 
17, aged 77, of cerebral hemorrhage. 

Hodges, Joe Shirley, Dallas, Texas; born in Canton, Texas Sept. 
ri [ 897 - Tulane University of Louisiana School of Medicine, 
New Orleans, 1923; clinical associate professor of pediatrics at 
Southwestern Medical School of the University of Texas; for¬ 
merly on the faculty of Baylor University College of Medicine, 
member of the American Medical Association; a charter member 
of the Dallas Southern Clinical Society; in 1947 president of the 
Dallas Pediatric Society; president of the Highland Park school 
board; chairman of the management board that planned and 
built the Park Cities YMCA and president of the Southwestern 
Amateur Athletic Union; served as city health officer for uni¬ 
versity Park; affiliated with Parkland Hospital; died April 24, 
aged 53, of coronary occlusion. 


Coonse, George Kenneth ® Boston; born in Seattle Dec. 25, 
1897; Harvard Medical School, Boston, 1924; certified by the 
National Board of Medical Examiners; specialist certified by the 
American Board of Orthopaedic Surgery; member of the Ameri¬ 
can Orthopaedic Association and the American Academy of 
Orthopaedic Surgeons; fellow of the American College of Sur¬ 
geons; associate in orthopedic surgery at his alma mater; affiliated 
with Boston City Hospital and the Newtown-Wellcsley Hospital 
in Newton Lower Falls; at one time professor of orthopedic 
surgery at the University of Missouri in Columbia, where he had 
been consulting orthopedic surgeon at Boone County Hospital 
and chief surgeon of the Missouri State Crippled Children’s 
Service; died Feb. 15, aged 53. 


Salinger, Harry, Chicago; born in Chicago March 7, 1883; Jen- 
ncr Medical College, Chicago, 1912; member of the American 
Medical Association; past president, vice president, and formerly 
director of the Bankers Association for Foreign Trade, a vice 
president and director of the Chicago Association of Commerce, 
a member of the foreign advisory committee of the University of 
Illinois, and a member of the executive committee of the foreign 
, reconstruction committee of the National Foreign Trade Coun¬ 
cil; retired vice president of the First National Bank of Chicago; 
died in St. Luke’s Hospital April 8, aged 68, of carcinoma of 
the liver. 


Broun, Thomas Kenneth ® St. Louis; born in Soldier’s Grove, 
Wis., Dec. 17, 1898; Washington University School of Medicine, 
St. Louis, 1924; professor of clinical obstetrics and gynecology 
at his alma mater; specialist certified by the American Board of 
Obstetrics and Gynecology; member of the American Gyneco¬ 
logical Society; served as president of the St. Louis Gynecologi¬ 
cal Society; chief-of-staff of Homer G. Phillips Hospital; affili¬ 
ated with City, St. Louis Maternity, Barnes, and Children’s hos¬ 
pitals; died in Rochester, Minn., April 30, aged 52, of coronary 
insufficiency. 

Blandford, Mark Hardin, Columbus, Ga.; Baltimore Medical 
o lege, 1908; for many years city physician; on the staff of City 
ospital, where he died April 6, aged 66, of diabetes mellitus. 

t InJicitcs Fellow of itic American Medical AssociaUon. 


Browning, Irving Robert, Grand Rapids, Mich.; Rush Medical 
.College, Chicago, 1920; surgeon for the Pennsylvania Railroad 
Company; served during World War I; died in Butterworth 
Hospital April 29, aged 59, of coronary occlusion. 

Buechler, Joseph L. A., Freeburg, Mo.; Barnes Medical College, 
St. Louis, 1893; physician for the Chicago, Rock Island & Pacific 
Railroad; died April 21, aged 77, of diabetes mellitus and heart 
disease. 

Burriss, Walton Swindells, Philadelphia; Hahnemann Medical 
College and Hospital of Philadelphia, 1905; member of the 
American Medical Association; affiliated with St. Luke’s and 
Children’s Medical Center; died in Newton, Pa., April 23, aged 
68, of coronary thrombosis. 

Cabot, Caroline Whittier, Weehawken, N. J.; Woman’s Medical 
College of the New York Infirmary for Women and Children, 
New York, 1887; died April 26, aged 96. 

Cardell, Leonard Arthur, Nashville, Tenn.; Meharry Medical 
College, Nashville, 1929; died April 12, aged 47. 

Clark, Samuel Ford, Ypsilanti, Mich.; Meharry Medical College, 
Nashville, Tenn., 1916; formerly county coroner; served during 
World War I; died April 19, aged 62. 

Cohen, Rose, New York; Cornell University Medical College, 
New York, 1905; an Associate Fellow of the American Medical 
Association; died in April, aged 84, of arteriosclerosis. 

Combs, John Wesley, Santa Ana, Calif.; Kentucky University 
Medical Department, Louisville, 1906; died in Santa Ana Com¬ 
munity Hospital April 25, aged 75, of coronary thrombosis, 
chronic arthritis, abdominal aneurysm, and prostatic hyper¬ 
trophy. 

Conroy, John Stanislaus, Miami, Fla.; Jefferson Medical College 
of Philadelphia, 1910; served during World War I; died March 
30, aged 63, of coronary artery disease. 

Cox, Jonathan West, Powell, Tenn.; Wayne University College 
of Medicine, Detroit, 1943; served an internship and residency 
at Knoxville (Tenn.) General Hospital; county health officer; 
died March 23, aged 41, of heart disease. 

CragwaU, Albert Owen, Stephenville, Texas; Vanderbilt Univer¬ 
sity School of Medicine, Nashville, Tenn., 1900; member of the 
American Medical Association; died May 18, aged 74, of heart 
disease. 

Davison, Bruce Howard, Port Arthur, Texas; Baylor University 
College of Medicine, Dallas, 1920; member of the American 
Medical Association; died April 9, aged 54, of carcinoma of the 
pancreas and liver. 

De Armond, Richard S., Portland, Ore.; Williamette University 
Medical Department, Salem, 1904; member of the American 
Medical Association; died April 20, aged 75, of cerebral hemor¬ 
rhage. 

Decker, John Jacob ® Manhasset, L. IT, N. Y.; New York Uni¬ 
versity Medical College, New York, 1897; past president of the 
Bronx County Medical Society; served on the staff of the Harlem 
Eye and Ear Hospital in New York; died in Albany March 7 
aged 77, of cerebral arteriosclerosis. ’ 

Donovan, Patrick M., Canandaigua, N. Y.; University of Buffalo 
School of Medicine, 1901; died April 30, aged 76. 

Dugan, Lawrence Jay, Maplewood, Mo.; University of Arkansas 
School of Medicine, Little Rock, 1933; member of the American 
Medical Association and the American Association of Industrial 
Physicians and Surgeons; served during World War II- died ' 
the Veterans Administration Hospital, Jefferson Barracks April 
25, aged 44, of cerebral thrombosis, hypertension, and cardio 
vascular disease. 
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Dulin, John Albert, Sigourney, Iowa; State University of Iowa 
Coliege of Medicine, Iowa City, 1903; member of the Ameri¬ 
can Medical Association; died in Mount Pleasant April 2, aged 
76, of bronchopneumonia. 

Ehlers, Henry @ Fowler, Calif.; University of California Medical 
School, San Francisco, 1914; served during World War I; on 
the staff of Fowler Municipal Hospital, where he died April 25, 
aged 61, of cerebral hemorrhage. 

Ellingson, Abel Rudolph ® Detroit Lakes, Minn.; University of 
Minnesota Medical School, Minneapolis, 1925; fellow of the 
American College of Surgeons; past president of the Clay-Becker 
Counties Medical Society; for many years county coroner; 
served as a member of the city school board; on the staff of St. 
Mary’s Hospital; died in St. Barnabas Hospital, Minneapolis, 
May 21, aged 54, of coronary thrombosis and cerebral embolism. 

Epstein, Samuel S., Chicago; Chicago College of Medicine and 
Surgery, 1914; member of the American Medical Association; 
also an attorney; state representative of the 19th District; died 
in Mount Sinai Hospital April 21, aged 61, of coronary disease. 

Eshleman, Robert H., Philadelphia; Medico-Chirurgical College 
of Philadelphia, 1911; member of the American Medical Associ¬ 
ation; died April 28, aged 64, of carcinoma. 

Estes, Elmer Nelson, Lexington, Ky.; Louisville Medical College, 
1906; member of the American Medical Association; on the 
courtesy staff of St. Joseph Hospital and Good Samaritan Hos¬ 
pital, where he died April 14, aged 68, of cerebral hemorrhage. 

Faulkner, Coryell Vincent, Lake Worth, Fla.; Kansas Medical 
College, Medical Department of Washburn College, Topeka, 
1899; served during the Spanish-American War; died in the 
Veterans Administration Hospital, Coral Gables, March 19, 
aged 78, of arteriosclerotic heart disease. 

Fischbaeb, Howard Phillip, Sr. ® Cincinnati; Pulte Medical Col¬ 
lege, Homeopathic, Cincinnati, 1909; fellow of the American 
College of Surgeons; on the staff of Bethesda Hospital; died in 
Flathead Lake, Mont., April 22, aged 66, of coronary throm¬ 
bosis. 

Fisher, John Baxter, Memphis, Tenn.; Memphis Hospital Medi¬ 
cal College, 1901; died in the Baptist Hospital April 6, aged 76. 

Fisher, Roy Aim, Jr., Knoxville, Tenn.; University of Tennessee 
College of Medicine, Memphis, 1939; member of the American 
Medical Association and Southeastern Surgical Congress; died in 
Fort Sanders Hospital April 29, aged 36, of Hodgkin's disease. 

Gholson, Norman Glasgow, Holly Springs, Miss.; Medical Col¬ 
iege of Ohio, Cincinnati, 1904; died in Memphis April 8, aged 75. 

Hall, Rosetta Sherwood, Ocean Grove, N. J.; Woman's Medical 
College of Pennsylvania, Philadelphia, 1889; for many years a 
medical missionary in the Far East; died April 5, aged 85, of 
heart disease. 

Hodskins, Morgan Brewster, Palmer, Mass.; University of Ver¬ 
mont College of Medicine, Burlington, 1899; member of the 
American Medical Association, American Psychiatric Associa¬ 
tion, and the New England Society of Psychiatry; specialist cer¬ 
tified by the American Board of Psychiatry and Neurology; 
served with the Massachusetts Department of Mental Health; 
retired as superintendent of Monson State Hospital in 1946; died 
in Wing Memorial Hospital April 3, aged 76, of arteriosclerosis. 

Horton, Barney Elliott, Atlanta, Ga,; Atlanta College of Physi¬ 
cians and Surgeons, 1900; member of the American Medical 
Association; died April 23, aged 77. 

Hutcherson, Robert L., Delaplaine, Ark.; Memphis Hospital 
Medical College, 1903; member of the American Medical Associ- 
tion; died in St. Bernard’s Hospital in Jonesboro, April 26, 
aged 83. 

Jenifer, Daniel of St. Thomas ® Towson, Md.; University of 
Maryland School of Medicine, Baltimore, 1904; served in France 
during World War I; examining physician for the police and fire 
departments of Baltimore County; for many years physician for 
the Maryland Training School for Boys; on the staff of Union 
Memorial Hospital in Baltimore; died April 30, aged 67, of 
myocardial infarction. 
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Kalloeb, Herbert Franklin, Fort Fairfield, Maine; Bellevue Hos 
pital Medical College, New York, 1898; member of the Amerk 
can Medical Association; served on the board of health for 
many years; instrumental in founding the Carnegie Lihr-*™. 
died April 2, aged 82. " ' 

King, William Rufus, Gila, Ariz.; St. Louis University School 
of Medicine, 1909; served during World War I; died in the 
Southern Pacific Sanatorium in Tucson May 9, aged 65 of 
acute coronary occiusion. 


Kistler, William Ear 1, Swarthmore, Pa.; Hahnemann Medical 
College and Hospital of Philadelphia, 1909; affiliated with 1, 
Lewis Crozer Homeopathic Hospital, Chester; director of the 
Swarthmore National Bank; died April 24, aged 66, of 
aneurysm. 

Kline, Ernest Hall, Nyack, N. Y.; Cornell University Medical 
College, New York, 1928; member of the American Medical 
Association; fellow of the American College of Surgeons; served 
during World War II; attending surgeon, Nyack Hospital; vis¬ 
iting surgeon, Rockland State Hospital in Orangeburg; consulting 
surgeon, Letchworth Village in Thiells; died April 18, aged 48. 

Somers, Charles Irving ® Crisfield, Md.; George Washington 
University School of Medicine, Washington, D. C., 1933; died 
in McCready Memorial Hospital April 13, aged 43, of angina 
pectoris. 


Spencer, Frank Daniel ® Salt Lake City; Columbia University 
College of Physicians and Surgeons, New York, 1918; fellow 
of the American College of Surgeons; medical director of the 
Pacific National Life Assurance Company; local surgeon, the 
Denver and Rio Grande and the Western Pacific railroads and 
Utah Fuel Company; affiliated with St. Mark’s Hospital, where he 
died April 13, aged 60, of coronary occlusion. 

Spencer, Wilbur F., Geneseo, Ill.; Chicago Homeopathic Medi¬ 
cal College, 1888; member of the American Medical Associ¬ 
ation; died in Mound Park Hospital, St. Petersburg, Fla., April 
6, aged 87, of cerebral thrombosis. 


Stimpson, George Clyde, Poy Sippi, Wis.; Bennett College of 
Eclectic Medicine and Surgery, Chicago, 1908; member of the 
American Medical Association; served during World War I; died 
April 20, aged 68, of coronary thrombosis. 

Strauss, Simon ® St. Petersburg, Fla.; University of the City of 
New York Medical Department, New York, 1891; Friedrich- 
Wilhelms-Universitiit Medizinische Fakultat, Berlin, Prussia, 
1893; an Associate Fellow of the American Medical Association; 
member of the Medical Society of the State of New York; 
formerly on the faculty of New York Polyclinic Medical School 
and Hospital; served during World War I; formerly on the staff 
of the Israel Zion Hospital in Brooklyn; died in the Veterans 
Administration Center, Bay Pines, April 7, aged 83, of arterio¬ 
sclerotic heart disease. 


Thomas, John M. ® Columbus, Ohio; Starling Medical College, 
Columbus, 1900; on the staff of Grant Hospital; Sotnwly 
physician at the Ohio State Penitentiary; died April 8, aged 75> 
of coronary occlusion. 

Weiksner, Francis Alexander, Worcester, Mass.; Middlesex Col¬ 
lege of Medicine and Surgery, Boston, 1930; retired police ] u . r ' 
geon; member of the American Medical Association; dieu 
St. Vincent Hospital April 10, aged 49, of diabetes melhtus ana 
hypertensive cardiovascular disease. 

Weiss, Solomon, Chicago; Loyola University School of M^ 1 ' 
cine, Chicago, 1922; member of the American Medical Assoc - 
lion; served during World War I; died in Evangelical Hospdai 
April 28, aged 58, of coronary occlusion and artenoscler . 
Whitehead, Larvther Jackson ® Richmond, Va.; Medical College 
of Virginia, Richmond, 1916; associate professor of radiology 
his alma mater; specialist certified by the American Boar 
Radiology; served on the staffs of the Westbrook Sanat . 
lohnston-Willis Hospital, and Tucker Hospital; died Fe . > 

aged 59, of heart failure and hemiplegia. 

IVhitehouse, Eugene Dizer, Newcastle, Maine; Harvard Me 
School, Boston, 1905; member of the American Medical As c 
ion and the Massachusetts Medical Society; formerly prach«a 
n Quincy, Mass., where he was on the staff of Qumcy C y 
litai; died March 28, aged 72. 
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ARMY 

„ .. . Training in Army Hospitals.—Seventy-three 

Residents I g selected by the professional educa- 

Army P h y s, "' anS ^ h e surgeon General’s office to enter resi- 

j° n raining onSuly 1 under the graduate professional edu- 
dency training 0 f residents selected for entry into 

C . atI ° a P f?5onnl frS program this year is less than in 
‘ ■ pr0 f'veirs OW nfi 10 the fart that the Army Medical’Service 
Klfilled its commitment to those officers whose training was 
* i a in serve in Korea by permitting them to re-enter 
"sidencies. However the 73 new residents will bring the 

t0 S rS^KS“r^Sn was given 
to those regular Army officers who bad completed at leasttwo 
years of commissioned service subsequent to their internship, 
under a policy of the secretary of defense. Officers serving m 
all parts of the world were considered, and those selected who 
were serving overseas were returned to the United States in 

time to begin training on July 1. 

Eighteen specialty fields are represented among the 73 resi¬ 
dents. Training in each of these specialties carries full credit 
toward certification by an American specialty board. This train¬ 
ing is conducted by military and civilian physicians who are 
eminently qualified in their specialty fields. The new residents 
will be assigned to the following four Army hospitals: Brooke, 
Fort Sam Houston, Texas; Fitzsimons, Denver; Letterman, Sati 
Francisco, and Walter Reed, Army Medical Center, Wash¬ 
ington, D. C. 


U. S. ATOMIC ENERGY COMMISSION 

Radiation Hazards Will Not Delay Rescue.—Brig. Gen. James 
Cooney, radiation safety adviser to joint task force 3 stated June 
13 that “our experience in recent test programs repeatedly has 
demonstrated that radiation hazards will not delay rescue and 
recovery work after an air burst of an atom bomb. There is no 
reason that every casualty cannot be removed and treated im¬ 
mediately without serious radiation hazard to rescuers. 

"In the case of a high aerial burst of an atomic weapon, such 
as I think probably would be used, there would be no residual 
radiation. In a low air burst just above the ground’s surface, 
the significant residual radiation would be confined to an area 
300 to 400 yards in radius. No rescue work would be required 
in this area because it would be devastated. Rescuers would not 
be subject to injurious ionizing radiation in reaching survivors. 

“Radiation safety surveys made after the tests in the immedi¬ 
ate area of Eniwetok Atoll and neighboring inhabited atolls 
failed to reveal any contamination of a serious nature. Food 
and drinking water outside the destroyed area continued to be 
fit for consumption. 

The immediate radiation hazard from the air burst dis¬ 
appears after the first two minutes. Rescue, fire fighting and 
recovery work can begin immediately in any area where there 
is life, as m any major catastrophe caused by conventional air 
a lacks earthquakes or disasters on the scale of those at Texas 
City and Halifax.” 


air force 

Nen Research Director.—Dr. Alfred H. Lawton has assumed 
J L s u 'jr 5 °t research director for the Air Force Medical Service, 
nee “4b he has been research chief for the Research and 
cw 3 . 1 . 0 ? Service in the Veterans Administration Department 
■ 1 c and Surgery and assistant professor of clinical medi- 
W-,V Washington University School of Medicine, 

mcat n S ’i D ' r' He Was formeri l' d ean of the school of 
Unk p v r , ofcssor o£ physiology and pharmacology at the 

oloev nk' N ? nh Dakota and assistant professor of physh 
.sas Me£ m s a chtf andmedidnC at the Universi( y of Arka “’ 


PUBLIC HEALTH SERVICE 


Report on Influenza.—Influenza in the United States during 
1951 was prevalent in the northwestern, central, and western 
parts of the country, according to a preliminary report on the 
third year of operation of the Influenza Information Center at 
the National Institutes of Health. The disease was mild and 
nearly all isolations were identified as the A-prime type, closely 
resembling isolations made in 1950. 

The Influenza Information Center is the terminal reporting 
point for the Influenza Study Program in the United States. Re¬ 
ports of influenza outbreaks and laboratory identifications are 
furnished simultaneously to the center and to the state health 
department concerned by a network of eight regional influenza 
laboratories and 50 coordinating laboratories especially skilled 
in the investigation of influenza and other virus diseases. The 
Influenza Study Program in the United States is under the gen¬ 
eral supervision of an advisory committee responsible to the 
Surgeons General of the Public Health Service, the Army, Navy 
and Air Force. It is part of the world-wide influenza study pro¬ 
gram of the World Health Organization. 

The first isolation of influenza virus in the winter season in 
the United States was reported in Pittsburgh from a patient who 
became ill on Dec. 27, 1950. The virus was A-prime type, but 
there was no general increased prevalence of influenza through¬ 
out the United States; however, isolations of virus from sporadic 
cases were made in the New York State region and the Michi¬ 
gan region. In the third week of January a small localized sharp 
outbreak of influenzalike disease was reported in central Ala¬ 
bama, and influenza virus A-prime type was subsequently iso¬ 
lated from material collected at that time. 

In the last week of January influenza appeared in Niagara 
Falls, N. Y., and also in an isolated community in northwest 
Maine but was not confirmed etiologically. Early in February 
the disease increased in incidence in Niagara Falls and appeared 
in Buffalo and subsequently appeared in other communities in 
upper New York State, where several strains were established, 
and in some communities in New England, particularly in the 
eastern part of Massachusetts. During this time it also appeared 
in Philadelphia, reaching a peak the last of February, and influ¬ 
enza A-prime was recovered. Acute outbreaks occurred in three 
hospitals in New York City in the last half of February, involv¬ 
ing both patients and staff, from which influenza virus was iso¬ 
lated. Concurrently an unusual prevalence of influenzalike 
disease was noted locally about the city, and virus was recov¬ 
ered. In Cleveland'and Chicago a mild form of clinical influ¬ 
enza was noted in unusual numbers, and influenza A-prime virus 
was isolated from some of the cases. On the West Coast and 
in Texas clinical influenza also appeared, and serologic and 
virus isolation indicated it was the general A group. 

During March the incidence subsided generally throughout 
the United States and reached normal levels the latter part of 
the month. Military installations, particularly Fort Dix and Fort 
Monmouth, N. J., had reported an unusual amount during Feb¬ 
ruary. The disease was very mild with no increased mortality 
in the young adult age groups, though the mortality figures for 
all ages showed a slight rise in the latter part of February and 
early March over a three-year median. 

To date reports of 79 isolations of influenza A-prime virus 
have been received from laboratories in the United States this 
season. There have also been two type A, one type B, and ODe 
type C (Francis) strains isolated. A total of 958 paired sera have 
shown significant antibody rises for the general influenza A 
group, and _2 paired sera have shown rises for type B. 




D. U 1 - rr 77 “ ocumru w. Kosenourgn, a 

Public Health Service officer, was scheduled to leave June 15 

t0 serve as a public health administrator 
Economic 6 special technical and economic mission of the 

PHS X P r C ?° Pe - T Ad , mi "! Stralion - He becomes the seventh 
PHS officer to join the Indo-China mission established bv ECA 
at the request of the Viel-Nam government in May 1950 He- 
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brings to his new post some six years’ experience with the 
Bureau of Indian Affairs of the U. S. Department of the Interior, 
where he has served as medical officer at various Indian reser¬ 
vations. Previously he was superintendent of the Bronx Ma¬ 
ternity Hospital, Bronx, N. Y., and an intern in the Israel Zion 
Hospital, Brooklyn. Dr. Rosenburgh received his A.B. from 
Columbia in 1930 and his M.D. from the University of Vienna, 
Austria, in 1938. His tour of duty in Indo-China is expected 
to last two years. 

Examination for Regular Medical Officers.—An examination 
for appointment of medical officers in the regular corps of the 
United States Public Health Service will be held Sept. 4 to 6 
at a number of points throughout the United States. Applica¬ 
tions must be received no later than Aug. 6. Appointments will 
be made in the grades of assistant surgeon, equivalent to the 
Navy rank of lieutenant (j. g.), and senior assistant surgeon, 
equivalent to lieutenant. In making assignments, consideration 
is given to the officer’s preference, ability, and experience; how¬ 
ever, all commissioned officers are subject to change of station 
and assignment as necessitated by the needs of the service. Ap¬ 
pointments are permanent in nature and provide opportunities 
to qualified physicians for a life career in clinical medicine, 
research, and public health. 

Entrance pay for an assistant surgeon with dependents is 
$5,686.56 per annum; for senior assistant surgeon with depen¬ 
dents, $6,546. These figures include the $1,200 annual addi¬ 
tional pay received by medical officers as well as subsistence 
and rental allowance. Retirement pay after 30 years of service 
or at the age of 64 is three-fourths of the annual basic pay at 
the time of retirement. 

Application forms may be obtained from the Surgeon Gen¬ 
eral, U. S. Public Health Service, Washington 25, D. C. Atten¬ 
tion: Division of Commissioned Officers. 

Dr. Kety Appointed Scientific Director.—Dr. Seymour S. Kety 
of Philadelphia has been appointed scientific director for the 
joint research program of the Mental Health Institute and the 
Neurological Diseases and Blindness Institute of the National 
Institutes of Health. Dr. Kety comes to the Public Health Serv¬ 
ice from the University of Pennsylvania, where he has been pro¬ 
fessor of clinical physiology at the Graduate School of Medicine. 
In 1949 he received the Theobald Smith Award for Research 
in Medical Sciences given by the American Association for the 
Advancement of Science. The award cited his work on measure¬ 
ment of blood flow and oxygen consumption of the human brain. 
He has been special consultant in physiology to the United States 
Navy and the Air Force and serves on the scientific council of 
the National Heart Association and the research council of the 
United Cerebral Palsy Association. He is also on the editorial 
board of the Journal of Pharmacology and Experimental Thera¬ 
peutics. 

Mission in Burma.—Dr. James Whitman Agna, Cincinnati, and 
Dr. David Hyman Feldman, Chicago, two Public Health Serv¬ 
ice officers, were scheduled to leave for Rangoon June 19 to 
join the Specialized Technical and Economic Mission in Burma, 
which is administered by the Economic Cooperation Adminis¬ 
tration. They are expected to remain there two years. 

The ECA mission, undertaken at the request of the Burmese 
government, has been in existence since October, 1950, with Dr. 
Leroy R. Allen of the Public Health Service as chief of its public 
health division. The medical personnel attached to the mission 
now numbers 15. Primary emphasis is placed on the organiza¬ 
tion of public health demonstration teams to help train personnel 
within the country in modern public health methods. 

Institute of Arthritis and Metabolic Disease.—The new National 
Institute of Arthritis and Metabolic Disease will have the fol¬ 
lowing three main divisions: laboratory research branch, clini¬ 
cal investigations branch, and extramural programs branch. The 
new Institute replaces the former Experimental Biology and 
Medicine Institute and was established in 1950 by Public Law 
692 to provide expanded activities for research in the fields of 
arthritis, rheumatism, and the metabolic disorders. Of the three 
main divisions in the new Institute, only the laboratory research 
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branch has been established. This was formed by the transferor 
the four laboratories that comprised the former Experimental 
Biology and Medicine Institute. Under the reorganization the 
following were advanced to new positions: Dr. James S. Hund- 
ley is chief of the laboratory of biochemistry and nutrition and 
Dr. Lyndon F. Small is the chief of the laboratory of chemistry 
The following continue as chiefs of their laboratories: Dr. Ralph 
D. Lillie, laboratory of pathology and pharmacology, and Dr 
Paul A. Neal, laboratory of physical biology. Chiefs of the three 
divisions of the NIAMD have not been appointed as yet. 

Personal.—Dr. Dale C. Cameron has been appointed chief of 
the cooperative health services branch of the Division of Indus¬ 
trial Hygiene, U. S. Public Health Service. Formerly assistant 
director of the National Institute of Mental Health, Dr. Cam¬ 
eron recently completed a one-year postgraduate course at 
Johns Hopkins University, where he was awarded the degree 
of master of public health. Prior to that, he served one year as 
consultant to the fact-finding staff of the Midcentury White 
House Conference on Children and Youth, assisting in the prepa¬ 
ration of the health section of the fact-finding report. He is a 
native of Nebraska. 

Dr. Jack C. Haldeman has been appointed chief of the 
Division of State Grants of the Public Health Service succeed¬ 
ing Dr. Estella Ford Warner, who has been assigned to a Point 
4 mission in Beirut, Lebanon. Dr. Haldeman will administer 
the multimillion dollar program of grants-in-aid to states for 
the development of state, territorial, and local public health 
services and will also direct a program of technical and con¬ 
sultive services provided, on request, to state and territorial 
health authorities. Since 1948 Dr. Haldeman has been medical 
director of the Arctic Health Research Center in Anchorage, 
Alaska. 

112 Interns Appointed.—Appointment of 112 senior medical 
students to rotating medical internships beginning July 1, 1951, 
has been announced by the Public Health Service. The students 
are from 29 states, the District of Columbia, and Puerto Rico. 
They will serve in the 11 Public Health Service hospitals 
approved for internships by the Council on Medical Education 
and Hospitals of the American Medical Association. Interns 
are selected from senior students who will graduate during the 
year from approved medical schools. They are appointed assist¬ 
ant surgeons in the reserve corps of the Public Health Service 
and called to duty July 1. As members of the corps, interns 
serve on an active duty status and enjoy all the rights and privi¬ 
leges of commissioned officers, except that they will not be 
entitled to the $100 a month incentive pay. 

First Dyer Lecture.—George W. Beadle, Ph.D., chairman, di¬ 
vision of biology, California Institute of Technology, gave the 
first R. E. Dyer Lecture at the National Naval Medical Center, 
Bethesda, Md., June 21 on “Genetic Control of Metabolism. 
Dr. Beadle is known for his work on biochemical genetics, par¬ 
ticularly for his demonstration of the influence of genes on 
specific chemical reactions. 


VETERANS ADMINISTRATION 


Hospital News.—On June I, 1951, Dr. Lewis K. Wolberg, 
assistant clinical professor of psychiatry, New York Medi 
Coliege and Flower Hospital, conducted a seminar at the - 
erans Administration Hospital, Northport, L. I., N. Y., on e 
techniques of hypnotic induction. 


ersonal.—Dr. Houghton W. Baxley, present manager of the 
eterans Administration Hospital in Fort Benjamin Herns, 
id., has been appointed manager of the Huntington, W. •> 
A Hospital, replacing Mr. Samuel R. Goodwin, who w 
re at the end of June. Replacing Dr. Baxley at Fort B J 
arrison will be Dr. Clifton H. Smith, who will move from 
A Hospital in Atlanta. The Fort Benjamin Harrison P* 
scheduled to close in early 1952, at which time Dr. Smith 
•come manager of a new VA Hospital then to be opened 
idianapolis. 
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LONDON 

Health Service Finance.-In his annual report for 1949-1950 
Sir Frank Tribe, Comptroller and Auditor General, complains 
0 tS delay by the Ministry of Health in conveying to hos- 
n tal authorities comments made by the auditors which sug¬ 
gested irregularity or inadequate control of expenditure Brit. 
M / supp May 12, 1951). The Ministry explained that these 
delays were’due to pressure of work and certain other difficulties 
and has arranged for their more prompt attention in theTuture- 
Sir Frank Tribe also found that some hospital authorities had not 
adjusted or had declined to adjust excessive salaries when re- 
auested by the Ministry to do so, while in other hospitals defects 
have been found in the arrangements for paying wages or sal¬ 
aries The Ministry told the comptroller that it relied on depart¬ 
mental auditors to draw attention to defects of this kind, but 
it proposed to include the subject in a general financial circular 
to hospital authorities. 

A number of hospitals were still found to be failing to main¬ 
tain adequate store accounts and inventories, despite criticism 
on this point in the Auditor General’s previous annual report. 
Some latitude must be allowed because of the shortage of staff. 
The Ministry has not yet been able to extend its powers of cen¬ 
tral purchase to goods in general use other than specialized 
equipment and some scarce or costly drugs. The accounts include 
receipts totaling some 6V5 million dollars from accommodations 
used by private (fee-paying) patients. These patients should pay 
enough to cover their full cost of treatment, but the Auditor 
General found that the charges at some hospitals were less than 
they should be if based on current costs in 1949-1950. In Janu¬ 
ary of this year, the Ministry informed him that the situation 
would be watched. 

The pricing of prescriptions is also considerably in arrears, 
and substantial payments on account are made to the chemists 
pending final settlement. The Ministry’s auditors also drew atten¬ 
tion to payments, made to ophthalmic medical practitioners for 
tests carried out at hospitals at which the practitioners were 
employed by the hospital boards under contract as part-time 
• consultants. The Ministry informed the Auditor General that 
some of these payments have been recovered, that others are 
being investigated, and that administrative action had been 
taken to prevent recurrence of irregularities of this kind. 

In the same supplement of the British Medical Journal (May 
12), Dr. Bathurst Norman of Sudbury, Suffolk, states that the 
annual report of the council reveals some of the problems that 
have arisen from the centralization of administration in the 
Health Service. Detailed but remote financial control by the 
Ministry makes for financial irresponsibility at the periphery. 
A nationalized health service can succeed only if it is decen¬ 
tralized and if responsibility is allowed locally. This pertains to 
professional as well as to administrative aspects. Many members 
of medical staffs have noted along with very substantial benefits 
a perceptible decline in morale and in the sense of personal re¬ 
sponsibility. On the professional side there is no liaison between 
ic ocal group and headquarters. There is, therefore, no method 
y which the quality of work done can be assessed. He par- 
icu ar y decries the deprivation of hospital staffs of effective 
con rol in staff appointments. The necessity for self-help has 
wn removed from local hospitals, and they are losing the will 
and capacity for helping themselves. 

f ™ m Hipocrates’ Tree—A cutting from a gigantic 
win™ 3 p an ? tree on “land of Cos, under whose branches 
! s rcputed to have taught his pupils and held his 
J v. ‘ r l ?, lnic ' was planted recently in the Council garden at 
11111 ,' °use, Tavistock Square. The cutting had been brought 
cutter,' r n yby °, r - G ’ Lovcrdos - a Greek Physician. Similar 
The r 1 p an!ed !n Pa ris, Rome, Berne and Madrid, 

thc hon"m a , n !, ad0r i n London ’ M - Leon Mela s, expressed 

relation 1 " h ? lhC l Z Ce m ' slu flourish as a symbol of the happy 
rdallons bet ween Great Brita in and Greece. 

Uic various foreign countries™ comribu(cd b Y regular correspondents in 


PARIS 

First International Congress on Psychiatry.—This congress was 
held in Paris Sept. 18-27, 1950, under the honorary presidency 
of Professor Lhermitte and the presidency of Professor Delay. 
More than 2,000 persons, representing 47 nations, attended. 


BRAIN FUNCTION STUDIES FOLLOWING LOBOTOMY 
AND TOPECTOMY 

H. J. de Barahona Fernandes (Lisbon) discussed the develop¬ 
ment of psychosurgery, which has achieved spectacular results. 
Meyer (London) reviewed the results of 122 anatomic exami¬ 
nations in cases of prefrontal leukotomy. Granular or agranular 
areas constitute the only striking architectural difference in the 
lobe itself. The study showed that specific mental faculties can¬ 
not be related to well-defined regions of the granular frontal 
cortex but that there is a relation between the degree of altera¬ 
tion of personality and the damage sustained by prefrontal re¬ 
gions. No significant information has been obtained with respect 
to the pathology of functional psychosis. According to the 
author, the recurrence of symptoms of schizophrenic and affec¬ 
tive psychosis, and of neurosis after almost complete isolation 
of the prefrontal cortex, and the persistence of schizophrenic 
symptoms despite total bilateral lobectomy of frontal lobes 
render doubtful the theories on specific location of the morbid 
processes of these psychoses. 

• Freeman (Washington) reported on his research, made in col¬ 
laboration with Watts, that led to ‘.‘precision leukotomy.” Ac¬ 
cording to a hypothesis, visceral conscience, personal conscience, 
social conscience, and moral conscience would depend on neu¬ 
ronic mechanisms of the frontal cortex. Even very anterior 
lobotomy diminishes the function of dreams and phantasy and 
the activity of the mind. When lobotomy is more posterior, the 
other functions of personality are more or less reduced. When 
affect has disappeared, prefrontal lobotomy is valueless. 


MENTAL TEST METHODS AND CLINICAL PSYCHIATRY 

Bleuler (Zuerich) believes that projective tests are indispen¬ 
sable in the study of repression in the child but that they consti¬ 
tute only one means among others in adults. The tests help one 
to discover what is healthy in the patient. R. Nyssen (Brussels) 
believes that psychiatric application of the tests requires great 
prudence, as they are still in the experimental stage! A. Giiera 
(Madrid) studied the thematic apperception test. The selectivity 
of projective tests must be perfected before results are com¬ 
parable with, for instance, those of efficiency tests. 


u-iuiuAiiuna r UK SHOCK THERAPY 

Fiomberti (Varese) noted that shock therapy may be useful 
in neurosis but is usually contraindicated in epilepsy The opin¬ 
ion that insulin fixes the results of electroshock is in no way 
established. R. Dreszer (Poznan) studied the role of acetylcholine 
in the pathogenesis and treatment of schizophrenia. Acetyl¬ 
choline acts less through its relatively weak convulsive effects 
than through autonomic changes. L. Meduna (Chicago) discussed 
carbon dioxide therapy. Sakel (New York), who introduced in¬ 
sulin therapy in 1927, gave a critical account of the successes 
and failures of the treatment. He stressed that insulin exerts a 
direct action on the central nervous system and can, therefore 
be effective in schizophrenia. This partly explains the failure 
of- other convulsants used without insulin in the treatment of 
this disease. 


EVOLUTION AND PRESENT TREND OF PSYCHOANALYSIS 
Mile. Freud (London) discussed unfulfilled infantile desires 
She advocated further study of the new concepts of pyscho! 
analysis by experiments on normal and deprived children Levine 
(Cincinnati) explained the trend of psychoanalysis in America 
its role m psychiatry and in general medicine He also dealt’ 
with the problem of dependence, which he save ■ • . “ 

by verbal intercourse in the classical methods of psychoanalyst! 

(Chicaoof P T nt t f Ch , niqUeS . endeavor 10 avoid Alexander 
(Chicago) emphasized this point. 
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BEHAVIOR DISORDERS' IN CHILDREN 

Professor Heuyer presentedstatistics on 4,187 subjects treated 
in his ward for 20 years or more. Social adaptation, evaluated 
on the basis of professional, familial and social behavior cri¬ 
teria, is good in 10% of cases, medium in 50%, poor in 12% 
and very poor in 9%. These results permit optimism with respect 
to the future of children with behavior disorders. Thibout 
(Amsterdam) proposed a structural analysis of personality with 
distinction made between the material factors and psychological 
factors. Krevelen (The Hague) studied the problems of the only 
child, Fortes (Lisbon) children’s reactions to war memories, and 
Sunier (Amsterdam) the prognosis of children of psychotic 
parents. 

GENETICS AND EUGENICS 

Fraser Roberts (London) dealt with- the genetics of feeble¬ 
mindedness, Slater (London) with the genetic aspects of per¬ 
sonality, and Penrose (London) modern methods in the study 
of human genetics. F. Kallmann (New York) studied 1,332 
families with twins. A recessivity of schizophrenia and incom¬ 
plete dominance of depressive mania were noted. 

MISCELLANY 

Other subjects discussed at the congress included psycho¬ 
pathology of delirium, disorders consecutive to war, depersonali¬ 
zation, endocrine and vitamin therapy in psychiatry, group 
psychotherapy and cybernetics. 

Several films were presented, including one portraying the 
activities of the clinic of child neuropsychiatry of the Paris 
Faculty (Professor Heuyer), one on group therapy (Slavson, 
U.S.A.), and one on anxiety in the child (by Rene Spitz). Two 
important exhibits were organized, one on pathologic art, at the 
Sainte-Anne’s Hospital (Paris), and the other on the history and 
progress of psychiatry, at the Palais de la Decouverte. 


NORWAY 

Discovery of Cancer of the Stomach by Mass Radiography.— 
The latest publication from the Norwegian Radium Hospital 
comes from Dr. Selmer Remises, who makes an urgent plea, 
in the organ of the Norwegian Medical Association (Tidsskrifl 
for Den Norske Laegeforening), April 15, 1951, for the sys¬ 
tematic radiographic examination of everyone over the age of 
50. He cites the findings of two large Norwegian hospitals, where 
in recent times only 17% of the patients with cancer of the 
stomach underwent resection. The percentage of operable cases 
could be raised by the routine periodic examination of the feces 
for blood in persons of cancer age, but experience has shown 
that the public is unwilling to cooperate wholeheartedly in such 
a measure. On the other hand, systematic radiographic exami¬ 
nations are accepted quite willingly. According to the experi¬ 
ence of the Radium Hospital, it is possible to examine some 30 
, to 50 persons hourly by this method at a cost of about kr.2 
each (three radiograms). 

The cost of such systematic radiographic examination for 
cancer of the stomach is evidently much higher in the United 
States than in Norway. As Dr. Rennces points out, estimates in 
the United States show that it costs from $5,000 to $10,000 to 
discover a single case of cancer of the stomach by this method. 
These figures correspond to kr.35,000 to kr.70,000. On the other 
hand, if one case of cancer of the stomach can be found in Nor¬ 
way per 1,000 radiographic examinations of persons over the 
age of 50, the cost would be only between kr.2,000 and kr.3,000 
for each positive case. The cost to the community of employ¬ 
ing so many more radiologists for the execution of this measure 
would, of course, largely depend on the frequency with which 
it had to be repeated, and Dr. Rennass points out that it should 
not be necessary to repeat the examination every three months 
as suggested in some quarters. As for the age limit, he would 
reserve this measure for persons over the age of 50, as statistics 
for 1926-1935 have shown that between the ages of 31 and 50 
there were only six deaths from cancer of the stomach per 
10,000 live males in Norway. However, for persons with bypo- 
chylia, achylia, or pernicious anemia—conditions accompanied 
N by susceptibility to cancer of the stomach—the age limit should 


be some years below 50, and their radiographic examination 
should be repeated every year or half-year. 

There remains one argument against this measure and Dr 
Renmes admits that it is cogent. The sense of security conveyed 
by a negative radiographic report may be false. Rdmcke of the 
Drammen Hospital'has shown that 56 out of 616 cases rep rc 
sented diagnostic mistakes referable to an ordinary radiographic 
examination. But no diagnostic test is foolproof, and, as lone 
as other diagnostic methods are not ignored, this argument 
against a systematic search for cancer of the stomach by radio- 
graphic examinations should lose much of its force. • 

Unification and Control of Medical Certificates.—-The Nor¬ 
wegian Medical Association has, through special committees 
studied the problem of medical certificates for several years! 
The last committee issued a report on March 1, 1951. It is cer! 
tain not to be the last word on the subject, but it gives a good 
bird’s-eye view, and it will provide the basis for a permanent 
solution of this problem. There seems to be an almost indefinite 
variety of certificates to which a doctor is expected to put his 
name, and the possibilities of trouble for him are even more 
varied. He is blamed for (1) basing his certificates on inadequate 
examinations, (2) issuing certificates of so reserved or summary 
a character that they have little or no medical significance, or (3) 
betraying such great prejudice in favor of the person examined 
that the certificate is medically indefensible and incompatible 
with objective judgment. 

Three main recommendations are presented in this report 
1. Rules should be laid down for the guidance of doctors with 
regard to their conduct in this matter. 2. A permanent body 
with a paid secretary should be created with a view to dealing 
with certificate problems as they arise. 3. The doctor’s work in 
this field should be rationalized so that some uniformity in the 
drafting of certificates can replace the present confusion of 
forms. With regard to the second point, it is urged that the first 
duty of the proposed new body would be to raise the general 
medical standard in the matter of issuing medical certificates. 
This body should be composed of four members and four alter¬ 
nates. They should be appointed by the Norwegian Medical 
Association for a term of four years and should preferably be 
resident in or near Oslo, in order to be always on hand when 
required. The problem of how to remunerate doctors for this 
work will, perhaps, be simplified when rationalization and 
standardization have thrown further light on its scope, 


Prenatal Prophylaxis of Congenital Syphilis.—Since 1943, the 
notifications of cases of congenital syphilis in Norway have 
numbered about 70 to 80 every year. This is assuredly an under¬ 
estimate, because of the cases that escape detection for want of 
evidence of syphilis during the first few months of life. Again, 
syphilis is probably often overlooked when it leads to abortion 
and stillbirth. For many years the prenatal prophylaxis of con¬ 
genital syphilis has hinged on arsenic and bismuth, whose 
efficacy was such that they were not promptly abandoned when 
treatment of syphilis with penicillin was introduced in 1943. At 
the dermatological department of the Rikshospital in Oslo, peni¬ 
cillin has been combined with arsenic and bismuth until it was 
clear that penicillin alone was reliable. Such an approach tntg t 
not be attractive to many, but it has been supported by a repot 
by Dr. T. Berdal published in Tidsskrift for Den Norske Liege- 
forening, April 1, 1951. His material consists of 45 syphilitic 
pregnant women, most of whom were given the combined trea - 
men! in the three-year period 1947-1949. With only one excep¬ 
tion the infants born to these women were kept under cun 
and serologic control for more than four months a ter > 
and in most cases for more than a year. Not one of the m a 
showed any sign of syphilis. The reaction of the women 
equally satisfactory. They were kept under observatio 
eight to 42 months, and not one presented any evidence “ • s 

cal or serologic relapse at the last examination. In tms 
of cases, there were four women whose pregnancies cn 
abortion or stillbirth, but in none of them could syphilis b 

^Desphi&is achievement, combined treatment with pemciih". 

arsenic, and bismuth has now been replaced m Dr. W ^ 
pital by treatment with penicillin alone. The a p 
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, ■ . vl ,, nt a tribute to the work of Mary S. 
policy is » a certain ^ ^ ^ the treatment of more than 

Goodwin, ' f treated in various ways with penicillin is 

850 pregnant women n£W a y dopled at Dr . B er- 

singularly con i * j n ; e cti 0 ns of procaine penicillin G in 
dal’s hospital. eomiittcSi^o (2 %). The total dose consists 
°,1 and ahimmum in < ‘ d faein 600 ,goO for 10 days. 

nim'S J£« SV give Aot otto d„ tor 20 
*ys This trtoooot con be civet, ot any time during pregnoncy, 
but preferably before the eighth month. 

Life Expectancy in Nonvay.-In April, the Norwegian Statis¬ 
tical Central Bureau issued a statement concerning its calcu- 
‘ 1. of life expectancy in Norway in a prewar and a postwar 
p^riod^the former covering the years 1931-1940 and the latter 
1945-1948 Between- these two periods, a remarkable increase 
n life expectancy can be recorded. For boys at birth it has risen 
by 3 7 years and for girls by 4.1 years. A man aged 50 has an 
increased life expectancy of 1.5 years; a man aged 60 has an 
increased life expectancy of 1.3 years. Even at the age of 70 
for men the increase is 0.8 years. The mortality for women at 
the child-bearing age is now so much reduced between the ages 
of 15 and 45 that, among 100 women aged 15, as many as 94 
would probably be still alive at the age of 45 years. As for 
males, among 100 aged 15, there should still be 74 alive at the 
age of 65. Only 69 of them would have been alive at this age 
according to the calculations based on the 1931-1940-period. 


DENMARK 


The Anesthesiology Center in Copenhagen.—The first course 
in anesthesiology in Copenhagen was completed on April 27, 
marking a very important event in the history of this subject. 
This course, which, is being resumed early this summer, is or¬ 
ganized by the faculty of medicine of the University of Copen¬ 
hagen and the Danish ministry of health in cooperation with the 
World Health Organization (WHO). It is the first international 
course of its kind to be held in Europe, and its international 
character is emphasized by the considerable number of countries 
represented. The teachers come from the United States, England, 
and Sweden, and the students are from Austria, Denmark, Fin¬ 
land, Iceland, Jugoslavia, Norway, and Sweden. In the course 
beginning this summer, France, Greece, and Switzerland are 
also represented. On the teaching staff, the cooperation has been 
secured of surgeons, physicians, physiologists, psychiatrists, 
radiologists, pharmacologists, and pathologists. 

In a leading article in the organ of the Danish Medical Asso¬ 
ciation, Ugeskrift for Laeger, it is pointed out that this wide 
range of subjects, corresponding to the above list of specialists, 
shows what an all-embracing specialty anesthesiology has be¬ 
come since the days when the administration of a general anes¬ 
thetic was a mere incident in the hospital life of a junior intern 
or nurse. Hospitals now are creating anesthesia' appointments 
which are difficult to fill, for want of candidates possessing the 
qualifications now held essential for a specialist in this field. In 
the same number of Ugeskrift for Laeger, the leading article 
is written by a distinguished American, Dr. Ralph M. Waters, 
w tose contribution to anesthesia is so important that the editor 
re ers to him as the “grand old man” of anesthesiology. 


aim i Cancer Statistics.—The centralization of cancer data in 
' c 3nCCr ^ c S' s(er > instituted only a few years ago, is now 
sw mg valuable statistical information, which Dr. Johannes 
emmesen publishes from time to time. His latest report covers 
e years 1943-1947, inclusive. He gives the totals and the per- 
cen age incidence of malignant disease for each organ or group 
u /)° rS "| S ° r CaC '' sex ’ ^ Qr sample, there were 1,056 males 
‘,, mall S nant disease of the buccal cavity and pharynx. These 

throuehout 5 thp 6 h ° £ aU the cases of mati Snant disease 

for f -~m i m ma ' es - The corresponding percentage 

SaM to th"‘«° y l ' 59 - Ma,es majority whh 

compared tilhonly’^' 9 “/ pc f riton . eum ’ wi * 4937 % as 
area maiimanr ,t,v V Eor females - Within this same 

49.37 for males * fCClUm made u ? 103 ^ °f the 

’ h- the corresponding figure for females with 


cancer of the rectum was only 5.27%. Primary malignant dis¬ 
ease of the lungs was far commoner in males than females, the 
percentages being 3.51 and 0.50, respectively. The incidence of 
breast cancer was 19.50% for females and only 0.26 for males. 
Malignant disease of the uterus was responsible for 16.67% of 
the female cases. The total incidence of malignant disease in 
the period under review shows males in the minority, with 20,477 
cases as compared with 25,758 female cases. 


AUSTRALIA 


Contract Medical Practice Ceases—For nearly a hundred years 
in Australia there has been in existence a form of contract medi¬ 
cal practice known as “lodge” work. This was modeled on the 
“club” practice in Britain. Under this arrangement, members of 
“friendly societies” would pay a regular amount of about $10 
per year and would receive various benefits, such as sick pay, 
free medicines, funeral benefit, and medical service. The con¬ 
tract would be made between the society and a general prac¬ 
titioner for medical attendance on the member, his wife, and 
children under 16 years of age at an annual fee of about $4. 
The medical attendance was little more than “advice and a pre¬ 
scription,” and for anything more than this the patient would 
be sent to a public hospital. Concessional rates (extra to the 
contract) would be charged for obstetrics, surgery and anes¬ 
thesia. The scheme worked reasonably well, and it did provide 
the young doctor with the nucleus of a practice and an assured 
though small income. Some doctors “specialized” throughout 
their life in this type of practice, having more than 1,500 families 
on their lists. 

Now, however, this form of practice will cease. Lodge mem¬ 
bers will become private patients with full freedom of choice 
of doctor, and the lodge funds set aside for the purpose of pro¬ 
viding medical service will be used to refund in part the fees 
paid to doctors by the member. The doctors will be prepared 
to make some concessions to such members, but the important 
principle of “fee-for-service” instead of contract has been estab¬ 
lished. Negotiations have reached finality in every state except 
Tasmania and Queensland, and these are expected to come into 
line with the rest of Australia. 

One of the reasons for this situation is the rapid growth of 
medically organized prepayment schemes, which provide the 
part payment of a wide range of medical and hospital services. 
The largest of these organizations is the Medical Benefits Fund 
of Australia. The present government has announced its plans 
to subsidize those approved organizations that offer a wide scale 
of refund payments. The “friendly societies” did not offer a 
sufficiently wide refund service, and consequently they will cease 
to function in this way or else increase the scope of their medical 
benefits on a refund-of-fee basis. 


Infection with Leptospira Pomona.—In the case of two diseases 
identified in Queensland, Q fever and infection with Leptospira 
pomona (Pomona fever), what was thought to be purely local 
diseases have now been shown to be worldwide. Q fever, caused 
by Rickettsia burned, was originally identified by Derrick as the 
cause of a local outbreak among slaughterhouse workers in a 
Brisbane suburb. Now it has been reported from every country 
with laboratory facilities for investigation. Similarly, a new 
strain of leptospirosis was reported in Pomona, a small town 
of a thousand inhabitants a hundred miles north of Brisbane. 
The cases were few, they occurred only in wet weather and only 
m persons (mostly men) who were in daily contact with cows 
and pigs. 


• 7 , 7.7 , CUon . has b een observed in the Argentine and 
in the United States in humans, and recovery of the organism- 
from horses with iridocyclitis has been reported. Also the organ¬ 
ism has been shown ,0 be a cause of meningitis. In theoriginal 
description of the syndrome of infection with Leptospira 
pomona, muscular pa,n was a constant feature; recent fovestL 
gators in the United States report that muscle biopsy has shown 
characteristic histological features on the third day of infection 

n S. ag8lU,mati0n Ieactions d0 develop ^before abom 
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CORRESPONDENCE 


TEACHING BY EXAMPLE 

To the Editor: —The Army informed the Washington office of 
the American Medical Association that one out of an estimated 
3,000 ASTP physicians with no active military service had vol¬ 
unteered for active duty by the end of August, 1950 (A. M. A. 
Capitol Clinic No. 34, Sept. 5, 1950). A reliable source of in¬ 
formation indicates that by early April, 1951, only half the phy¬ 
sicians in the United States in categories 1 and 2, registered 
last October under the professional men’s draft law of Septem¬ 
ber, 1950, had agreed to accept a commission and be available 
without protest for active duty in the armed forces. Such evi¬ 
dence of the lack of a feeling of a very personal, individual, and 
immediate sense of responsibility for the care of the members 
of the armed forces who protect us from ruthless aggressors 
is a matter of grave concern. This is over and above the annoy¬ 
ance of the method which must be used to get these physicians 
into active service. 

• We believe that the “Wait and see if I won’t escape” attitude 
has been spawned in large part by the deferment policies pro¬ 
moted during World War II by faculty members of medical 
schools and by trustees, directors, and chiefs of services in teach¬ 
ing and nonteaching hospitals, and acquiesced to by draft boards 
and the armed forces. Medical students, hospital interns and 
residents, practicing physicians, and the general public need only 
the dimmest of vision to see the advantages—professional, per¬ 
sonal, and monetary—accruing to many of those who stayed 
home. The editorial board of the Norfolk Medical News called 
attention to this ill-advised deferment policy in a letter to The 
Journal of April 17, 1943. We see many of the same weakling¬ 
breeding policies employed now. 

The need for teaching by example is basic. We urge the fol¬ 
lowing program, so that all, including the medical students, may 
see that the members of the medical profession share responsi¬ 
bilities, even if belatedly: 

1. That the Department of Defense, each branch of the armed 
forces, the American Medical Association, state societies, medi¬ 
cal schools, and hospitals join in urging a revision of the draft 
law, extending the age to 55 for physicians liable to service under 
it. The period of required active duty should be set at two years 
if the total strength of the armed forces be under five million, 
at three years if the total strength is over five million. 

2. That the Department of Defense and each branch of the 
armed forces revise tables of organization to utilize more phy¬ 
sicians of ages 45-55, and that physicians of this age group who 
have not served in World War I or II be placed soon on active 
duty, utilizing the older first. This will reduce the number of 
young physicians who may be required to serve for unduly pro¬ 
longed terms or for more than one term of duty. 

3. That medical schools, hospitals and clinics make immediate 
plans for releasing their physicians and that they draw up, pub¬ 
licize, and follow a system of rotation. 

The example of deferment of “teachers” and “leaders" has 
led to a serious defect of thought in the profession. An example 
of sharing responsibility will help to correct this defect, which is 
far more serious than to be simply classified as "unfortunate" 
and allowed to continue. Prompt and vigorous revision of policy 
is necessary. 

The Editorial Board, Norfolk Medical News 

Basil E. Barton, M.D. 

Albert Ehrenfried, M.D. 

David Halbersleben, M.D. 

Dean S. Luce, M.D. 

Philip S. Foisie, M.D. 

George W. Papen, M.D, 

Louis A. Sieracki, M.D. 

Carl Bearse, M.D. 

Edward C. Smith, M.D. 


COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 


NEW HOSPITALS REGISTERED 


The following hospitals were registered by the Council on 
Medical Education and Hospitals of the American Medical 
Association at its meeting in Atlantic City, June 9, i951: 


U. S. Army Hospital, Camp Ruck¬ 
er, Ala. 

Sumter County Hospital, York, Ala. 

Desert Mission Hospital, Phoenix, 
Ariz. 

Valley Hospital, Willcox, Ariz. 

U. S. Army Hospital, Camp Chaf¬ 
fee, Ark. 

Washington County Hospital, Fay¬ 
etteville, Ark. 

Randolph County Hospital, Poca¬ 
hontas, Ark. 

Rogers Memorial Hospital, Rogers, 
Ark. 

U. S. Army Hospital, Camp Cooke, 
Calif. 

U. S. Army Hospital, Camp Rob¬ 
erts, Calif. 

Monrovia Hospital, Monrovia, Calif. 

Del Puerto Hospital, Patterson, 
Calif. 

U. S. Air Force Hospital, Travis 
Air Force Base, Calif. 

Northeast Colorado Memorial Hos¬ 
pital, Haxtun, Colo. 

Sedgwick County Memorial Hos¬ 
pital, Julesberg, Colo. 

Pioneers Hospital, Meeker, Colo. 

Everglades Memorial Hospital, Pa- 
hokee, Fla. 

U. S. Army Hospital, Camp Gor¬ 
don, Ga. 

U. S. Army Hospital, Camp Stew¬ 
art, Ga. 

Ben Hill County Hospital, Fitz¬ 
gerald, Ga. - 

St. Anthony General Hospital, St. 
Anthony, Idaho 

Twin Falls Clinic Hospital, Twin 
Falls, Idaho 

Monterey Convalescent Home, Unit 

1, Chicago 

Monterey Convalescent Home, Unit 

2, Chicago 

Whitehaven Acres, Glenview, Ill. 

Community Memorial Hospital, 
Staunton, HI. 

U. S. Army Hospital, Camp Atter- 
bury, Ind. 

Sloss Hospital, Terre Haute, Ind. 

Memorial Hospital, Arkansas City, 
Kan. 

Neosho Memorial Hospital, Chanute, 
Kan. 

Bob Wilson Memorial Grant County 
Hospital, Ulysses, Kan. 

U. S. Army Hospital, Camp Breck¬ 
inridge, Ky. 

State Tuberculosis Sanatorium, 
Paris, Ky. 

U. S. Army Hospital, Camp Polk, 
La. 

Curtis Clinic and Hospital, Mans¬ 
field, La. 

Hargrove Clinic and Hospital, Oak¬ 
dale, La. 

Sabine Clinic and Hospital, Zwolle, 
La. — 

Utter back's Private Hosp., Bangor, 
Maine 

Notre Dame Hospital, Biddeford, 
Maine 

Deer’s Head State Hospital, Salis¬ 
bury, Maine 

Athol Memorial Hospital, Athol, 
Mass. 

U. S. Army Hospital, Falmouth, 
Mass. 

U. S. Army Hospital, Fort Devens, 
Mass. 

Bon Secours Hospital, Methuen, 
Mass. 


Student Hospital, Ann Arbor, Mich. 

Kirwood General Hospital, Detroit 
Mich. 

Lakeside General Hospital, Detroit 
Mich. ■ 

U. S. Army Hospital, Fort Custer, 
Mich. 

Midland King’s Daughters’ Home 
Hospital, Midland, Mich. 

Glen Eden Hospital, Warren, Mich, 

Lakefield Municipal Hospital, Lake- 
field, Minn. 

Pioneers’ Infirmary, Virginia, Mina. 

Dr. Henry Schmidt Memorial Hos¬ 
pital, Westbrook, Minn. 

Humphreys County Memorial Hos¬ 
pital, Benzoni, Miss. 

District Two Community Hospital, 
Durant, Miss. 

Tunica County Hospital, Tuacj, 
Miss. 

Stephens College Infirmary, Colom¬ 
bia, Mo. 

tJ. S. Army Hospital, Fort Leonard 
Wood, Mo. 

Lexington Memorial Hospital, Lex¬ 
ington, Mo. 

Veterans Admin.. Hospital, Man¬ 
chester, N. H. 

Pinehaven Nursing Home and Hos¬ 
pital, Pinewaid, N. I. 

Memorial General Hospital, Las 
Cruces, N. Mex. 

Francis Delafield Hospital, New 
York City 

Madison Avenue Hospital, New 
York City 

Central Suffolk Hospital, Riverhead, 
N. Y. 

Rhinehart Memorial Hospital, Sil¬ 
ver Creek, N. Y. 

Alamance County Hospital, Burling¬ 
ton, N. C, 

Alexander County Hospital, Taylors¬ 
ville, N. C. 

Our Lady of Mercy Hospital, Cold- 
water, Ohio 

Ohio Tuberculosis Hospital, Colum¬ 
bus, Ohio 

U. S. Air Force Hospital, Dayton, 


iUU 

ncliff Hospital, Euclid, Ohio 
tage Grove Hospital, Cottage 
rove. Ore. . 

rtle Creek ’ Hospital, Myrtle 
reek, Ore. 0 

iglas Community Hospital, Rose 

raunRy Bailey Hospital, Cham- 

!e tla creek ^anit. and Hospital, 
oncord, Tenn. 

keville General Hospital, Cooke- 
He, Tenn. , 

dan Brothers Mountain Resort, 
goal Mountain, Tenn. 
ekelford Couniy Memorial Hos 
tal, Albany, Texas 
lent Health Center, Austin, Texas 
hens County Hospital, Bieckca- 


:morial Hospital, Denton, 
nic Hospital, Dilley, Texas 

tital, Hemphill, Texas 

t Hospital and Clinic, Lub- 
Sunty Hospital, Madison- 
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Midland Memorial Hospital, Mid- 

Beaver’ County Hospital, Milford, 

U.*s. Army Hospital, Camp Pickett, 
Va. 

U. S. Army Hospital, Fort Worden, 

Monroe General Hospital, Monroe, 
Wush. 

Veterans Admin. Hospital, Seattle, 
Wash. 


Veterans Admin. Hospital, Beckley, 
W. Va. . ' , . 

Veterans Admin. Hospital, Clarks¬ 
burg, W. Va. 

U. S. Army Hospital, Camp McCoy, 
Wis. 

Crandon Emergency and Maternity 
Hospital, Crandon, Wis. 

Holy Family Hospital, New Rich¬ 
mond, Wis. 

Poiiclinica Sanchez Castano, Vega 
Baja, P. R. 


bureau of legal medicine 

AND LEGISLATION 


medicolegal abstracts 

Compensation of Physicians: Parent’s Liability for Services 
Rendered to Children.—’The plaintiff physician filed suit for the 
reasonable value of professional services rendered to the minor 
children of the defendant following a collision between a rail¬ 
road train and an automobile in which the children were riding. 
From a judgment in favor of the physician, the defendant 
appealed to the Supreme Court of Nebraska. 

The plaintiff alleged that he was a licensed physician and 
surgeon of Omaha, that he rendered medical and surgical ser¬ 
vices consisting of emergency treatment and subsequent care 
to three minor children of the defendant after they were injured 
in a collision between an automobile and a train, that the 
services performed and the care and treatment furnished them 
were “necessaries" and were performed and furnished with the 
knowledge and consent of the defendant and that the reasonable 
value of such services was the amount stated in the plaintiff’s 
complaint. The answer of the defendant was a denial. The de¬ 
fendant strenuously contended that the omission of the trial 
court to instruct the jury as to the distinction between emergency 
treatment and treatment after the emergency had past was preju¬ 
dicial error, and that the evidence in this case limits any recovery 
by the plaintiff to the amount of the, reasonable compensation 
for emergency treatment furnished to the injured minor children. 

It is conceded that the plaintiff physician performed medical 
and surgical services for the children of the defendant. Defen¬ 
dant and his wife were at the Clarkson Hospital at the time the 
children entered it and frequently thereafter until the children 
were taken from it. They met the plaintiff there, knew he had 
rendered and was rendering the services claimed by him for 
their children, and were in consultations with him and other 
doctors concerning the children and their care. They asked the 
plaintiff to secure the assistance of other doctors and to consult 
with them, and he did. The plaintiff also consulted with Dr. 
Barry, defendant’s family physician, and called to his assistance 
Dr. Best when he first got on the case because of the emergency 
and the fact that he could not attend the three children at one 
time. The plaintiff and the parents of the children talked fre¬ 
quently about what was being done for them and discussed the 
possibilities of future developments. The defendant at no time 
communicated with the plaintiff that his services were not wanted 
or t at he should discontinue his care of the children. More 
an a month after the services of the plaintiff were completed, 
e . , re .? I CI \ ed a ktter from the defendant in which defendant 
sat t deeply appreciate what you did when these accident 
vie lms were brought into the hospital and subsequently. . . .” 

c P cn0tl during which the plaintiff rendered services for which 
compensation is claimed commenced on Aug. 11, 1946 and 
en e on Aug. 29, 1946. On the last date the physician plaintiff 
a s ! a ! cn ?£ m th «efor to the defendant.' Defendant’s reply 
7 tqjfi amtld “ more than a month later, bearing date of Oct. 
of Ann ’iQ ta i l n ,£ * 1 a , m acknowledging receipt of your letter 
• , . ’ 1J46 * ln w htch you enclose your bill for professional 
fortune,. 111 coan ' :ctlon with the four persons injured in the un- 
While at 76lh and Dod S e streets on Aug. 11, 1946. 

victims wrnV apprc ?‘ atc what you did when these accident 
brought into the hospital and subsequently, I was 


rather shocked by the amount of this bill, which I believe to 
be quite excessive. When the patients have made further prog¬ 
ress toward recovery I shall avail myself of the first oppor¬ 
tunity to discuss the matter with you.” This at least, said the 
court, was an implied admission by the defendant of liability to 
the plaintiff for some amount for services furnished by him to 
“the four persons injured in the unfortunate accident ... on 
Aug. 11, 1946.” A finding of a jury based thereon that it was 
an express admission of liability would not be without eviden¬ 
tiary support. These statements by defendant after opportunity 
for knowledge of all the facts, deliberation, and mature con¬ 
clusion, were in direct conflict with the denial in his answer 
and his testimony. A declaration by a litigant against interest 
• relevant to a matter in issue and inconsistent with what is alleged 
or testified to by him is proper and generally important original 
evidence. 

The defendant also complained that the trial court failed to 
instruct the jury on his theory of the case because it refused 
to advise the jury that the plaintiff could not recover from the 
defendant for the medical services involved if they were ren¬ 
dered in his capacity as surgeon of the Chicago and North¬ 
western Railway Company, were part of his regular duties as 
such surgeon, and included in the salary he received from the 
railway company. The tendered instruction was that if the jury 
found by a preponderance of the evidence that the plaintiff was 
employed by the railway company to treat the defendant’s chil¬ 
dren, he could not recover against the defendant. The evidence 
is that at the time important to this controversy the plaintiff 
was engaged by the Chicago and North Western Railway Com¬ 
pany as division surgeon for it and its subsidiary, Chicago, St. 
Paul, Minneapolis and Omaha Railway, on a salary to care for, 
when he was available, injured employees and passengers who 
received injury in transit on the lines of these companies. The 
plaintiff received nothing from the companies, or either of them, 
or from anyone for the services rendered the children of the 
defendant. There is no evidence that anyone in any way con¬ 
nected with either of the companies communicated with the 
plaintiff concerning the injuries to or the services rendered the 
victims of the accident which resulted from a collision of the auto 
in which they were riding and a train of the Chicago and North 
Western Railway Company. The trial court properly refrained 
from charging the jury as requested. 

Other contentions of the defendant were also overruled and, 
on the basis of all the evidence, the judgment of the district 
court in favor of the plaintiff physician was accordingly affirmed. 
—Brown v. Hyslop, 45 A '.IV. (2d) 743 (Nebraska 1951). 
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Lets Hase Fewer Colds: 16 mm., color, sound, showing time 10 min. 
Produced m 1950 by Coronet Films with Uie technical advice of Fred V 
Hein, Ph.D., and Donald A. Duketow, M.D., Bureau of Health Educa¬ 
tion, American Medical Association. Procurable on purchase from Coronet 
Fiims, 65 E. South Water St., Chicago 1, or on rental from Idea Ptctures 
Corp., 58 E. South Water St., Chicago 1. 

This film points out to children and their parents the simple 
practices that can substantially reduce the number of colds chil¬ 
dren get each year. It explains the importance of avoiding contact 
with persons who have colds, avoiding chilling or overheatinn 
and establishing good health habits. The scientific basis of the 
film is sound and is in accordance with present day knowledge 
of the transmission and treatment of colds. It is presented on a 
level that is understandable and convincing to children Further 
more, it fills an important need in that it can be used for the 
instruction of parents. The animated sequences illustrating the 
physiology of the nose and throat would probably not be under! 
stood by children of elementary school age. They can be further 
criticized on the basis of being so oversimplified that they lose 
essential detail and, thus, their value for adults The fiL ■ 
recommended for use in the elementary grades and may aTso be 
advantageously used with parent-teacher groups in order to elieft 
the cooperation of parents in training their children The u 
tography and sound are excellent. The ph °- 
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A.M.A. Arch. Internal Medicine, Chicago 

87:477-626 (April) 1951 

♦Triethylene Melamine in Treatment of Neoplastic Disease: Compound 
with Nitrogen-Mustard-Like Activity Suitable for Oral and Intra¬ 
venous Use. D. A. Karnofsky, J. H. Burchenal, G. C. Armistead Jr. 
and others.—p. 477, 

Postpartum Necrosis of Anterior Lobe of Pituitary Gland: Sheehan's 
Disease. J. E. Cook, W. B. Bean, M. Franklin and J. F. Embick. 
—p. 517. 

Alterations in Bacterial Flora of Throat During Oral Therapy with 
Aureomycin. M. Meads, W. P. Rowe and N. M. Haslam.—p. 533. 
♦Pulmonary Mycoses—Coccidioidomycosis and Pulmonary Cavitation: 

Study of 92 Cases. W. A. Winn.—p. 541. 

Streptokinase and Streptodornase in Treatment of Diabetic Gangrene. 

L. V. McVay Jr. and D. H. Sprunt.—p. 551. 

Villous Tumor of Stomach: Clinical Review and Report of Two Cases. 
L. Walk.—p. 560. 

Renal Function in Diabetic Nephropathy. J. A. Robertson, C. H. Gray 
and A. H. Baynes.—p. 570. 

♦Clinical and Histological Observations on Case of Scleroderma Treated 
with Cortisone. M. Taubenhaus and M. Lev.—p. 5S3. 

Allergy—Histamine and ACTH: Review of Literature from August 1948 
to September 1950. F. M. Rackemann.—p. 598. 

Triethylene Melamine in Neoplastic Diseases.—Triethylene 
melamine (TEM) was administered intravenously in a dose of 
2 to 3 mg. daily to patients with Hodgkin’s disease, lymphosar¬ 
coma, and chronic lymphatic and myelogenous leukemia. The 
total dose for adults was 5 to 20 mg. Temporary improvement, 
similar to that effected by the nitrogen mustards, resulted. 
Triethylene melamine, in therapeutic doses, in contrast to the 
nitrogen mustards, rarely causes nausea, vomiting, or venous 
thrombosis at the site of injury. A limiting factor in therapy is 
that both triethylene melamine and methyl-fur (2-chloroethyl) 
amine are injurious to normal hemopoietic function. Careful 
regulation of the dosage is essential, so that prolonged or fatal 
depression of the hone marrow will be prevented. Triethylene 
melamine was also given orally to 58 patients with the above 
diseases and with mycosis fungoides. The course of treatment 
usually consisted of 20 to 40 mg., given in a three to five week 
period. This dosage varied greatly and was modified according to 
the diagnosis and the general condition and hematological state 
of the patient. Oral therapy produced no symptoms in 21 patients, 
slight nausea with vomiting in 33, and severe vomiting in two pa¬ 
tients. Temporary periods of clinical improvement were ef¬ 
fected in the diseases mentioned, but the results in patients with 
miscellaneous types of carcinoma were poor. The indications 
for the use of triethylene melamine are similar to those estab¬ 
lished for nitrogen mustard. 

Coccidioidomycosis and Pulmonary Cavitation.—Studies were 
made of 92 patients with residual coccidioidal cavities, over half 
of whom were followed five years or longer. The cavities closed 
spontaneously in 25% of the group of 92 patients; they per¬ 
sisted for years without harm in 10%; they filled and formed 
nodules resembling neoplastic foci in 6%, and they ruptured 
and produced spontaneous pneumothorax in 2%. Approxi¬ 
mately one-third of the patients with cavities required treat¬ 
ment by simple pulmonary collapse measures, such as pneu¬ 
mothorax or pneumoperitoneum, because of excessive bleed¬ 
ing or the increasing size of the cavity. These collapse meas¬ 
ures were effective in 18 instances and failed in 10. Some of 


The Association library lends periodicals to members of the Association 
and to individual subscribers in Continental United States and Canada 
for a period of five days. Three journals may be borrowed at a time. 
Periodicals are available from 1940 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied witn 
stamps to cover postage (6 cents if one and 18 cents if three periodicals 
are requested). Periodicals published by the American Medical Associ¬ 
ation are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can. be obtained for 
permanent possession only from them. 

Titles marked with an asterisk (♦) are abstracted. 


the smaller cavities, with roentgenographic evidence of fairly 
thick or firm walls, were removed from the lung by simple ex¬ 
cision. Larger cavities required more extensive procedures, such 
as lobectomy or pneumonectomy. There was neither dissemi¬ 
nation of disease from a residual pulmonary cavity nor any 
evidence of transmission of the infection from one person to 
another during more than 10 years of study of coccidioidal dis¬ 
ease in the San Joaquin Valley. The author stresses the impor¬ 
tance of recognizing the residual pulmonary changes following 
primary coccidioidomycosis and differentiating them from the 
lesions of pulmonary tuberculosis and neoplastic disease. 

Scleroderma Treated with Cortisone.—Cortisone was used in 
the treatment of a patient with diffuse scleroderma involving 
the skin, the lungs, and the esophagus. The disease prior to cor¬ 
tisone therapy had steadily progressed in spite of several thera¬ 
peutic attempts. With cortisone therapy the skin became softer 
and more pliable but did not return to normal; the motion of 
the hands was significantly improved; there was decided im¬ 
provement of the esophageal peristalsis and some decrease of 
the dilatation, swallowing became almost normal, and the pa¬ 
tient’s mental attitude improved. There was no demonstrable 
change in the pulmonary involvement, although the cough dis¬ 
appeared. Of the side effects of cortisone therapy, rounding of 
the face, acne, and water retention were pronounced in the 
patient. After treatment the skin biopsy specimen showed pro¬ 
gressive loosening of the collagen bands and an increased wavi¬ 
ness, approaching the normal pattern. There was no significant 
change in the vascular picture, and changes in the elastic pat¬ 
tern could be accounted for by the contiguous change in the 
collagen. Cortisone therapy do.es not affect the fundamental 
course of scleroderma; however, it alters the characteristic col¬ 
lagen pattern of the disease. 


A.M.A. Arch. Surgery, Chicago 


62:455-608 (April) 1951 

•Neuroappendicopathy: Review of Literature and Report of 52 C 3 ses. 

N. H. Isaacson and B. Blades.—p. 455. 

Clinical Significance of Contact-Compression Factor in Bone Surgery. 

G. W. N. Eggers, W. H. Ainsworth, T. O. Shindler and C. M, Pomerat. 
—p. 467. 

Experimental Study of Effect of Pressure on Healing of Bone Grafts. 

L. T. Ford, J. O. Lottes and J. A. Key.—p. 475. 

Sludged Blood: Critique. H. Laufman.—p. 486. 

•Studies on 5-Aminoacridine: I. In Vitro Bacteriologic Evaluation on 
Peritoneal Exudate from Induced Fulminating Peritonitis. P. Nemir 
Jr., H. H. Zinsser, E. E. Long and H. R. Hawthorne.—p. 493. 

Right Thoracoabdominal Approach for Portacaval Anastomosis. \V. H. 

Falor and R. H. Golfings.—p. 499. 

Carcinoid of Rectum. H. W. Mayo Jr. and E. E. McKee.—p. 506. 
Diverticulosis and Diverticulitis of Vermiform Appendix: Brief Review 
and Report of 16 Cases. P. Ladin.—p. 514. 

Intraperitoneal Drip After Laparotomies: Its Clinical Application. J. K. 

Narat and A. K. Carton.—p. 520. _ 

Macrodex in Treatment of Extensive Bums. H. Rosenqvist and H. G. K. 

Thorsdn.—p. 524. . , 

Multiple Divisions of Recurrent Laryngeal Nerve: Anatomic atunr- 
W. G. Armstrong and J. W. Hinton.—p. 532. 

Use of Various Plastic Catheters in Subarachnoid and Peridural space ■ 

H. H. Davidson, R. A. Hingson and L. M. Heilman.—p. 540. 

Simple Method of Bone Grafting for Nonunion of Tibia, D. S- wuu 


and L. Markin.—p. 548. n ■ in ,i 

Congenital Short Esophagus: Review of Literature and fcignt mig 
Cases, Including One Autopsy Report. W. J. Sinclair.—p. 5S'- 
Experiences with Anuria and Oliguria. E. B. Hay. P- 565. 
'feurofibroma of Stomach and Associated Gastric Ulcer: Report 0 

L. T. Palumbo.—p. 574. n„nrienal 

Leiomyoma of Jejunum: Neoplasm Imitating Symptoms 
Ulcer. J. W. Cherry and R. L. Hill— p. 580. u 

Seller Operation for Hallux Valgus and Hallux Rigidus. End 
ch.4,. u tj Torrifin A. E. Brodsky.—p. 586. 


jappendicopatby.—Neuromas are not unusual in P 
x and probably cause the removal of . “ any ’ so f . 
,ic appendixes. Two types have been differentiate , 
toner axial or plexiform neuroma, which arises il0 

- . 1 _ _11.. miaratinn OI 
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roappendicopathy is a 1 disl. . ht lovve r quadrant, 

duces a dull ache or d.scomforMn th ^ Nausea wlt i or 
with slight tenderness at - rhl / cond ukm can produce 

without vomiting may be P tenderness and abdominal 

extremely severe P a ' ppare nt acuteness of symptoms and 

muscle spasm. Dcsphe the PP and (he total white and 

signs, the temperature is usu y {(j remain at norma l levels, 
differential blood cel1 c f reveals a history of previous 
Careful questioning most °“ e £ the synd rome, 30 occurred 

attacks. Of the previewed cases offt^sy^ ^ fell m 

in women and 22 m me^ sc$ the diagnos i s was establishe 

the age group 20 to SO. In remov ed appendixes and 

by the use of multiple section ^ ^ diagnose d by routine 
the Masson tnchrome slam - Before a n appendix is con- 

hematoxylin and eostn preparation. Xabte to the 

sidered normal m a patie > Masson trichrome 

MP-fe mulupte Z dtao.i, • 

—-» sw ' om - 

atology of the condition will increase. 

Studies on 5 -Aminoacridine• 

fectiveness of 5-aminoacrid y Iiga tion and splitting 

lin. sulfadiazine and p 8 roved at 

Steffeedve as penicillin, streptomyci 

thermore, its effectiveness appeared to be more co q£ 

effect was no better than when it was used alone. 

American Heart Journal, St. Louis 

41:323-482 (March) 1951 

•Natural History ot Coronary Artery Disease of Long Duration. E. P. 

•Acute* Myocardial Infarction with Rupture of Ventricle. R. H. Gaits. 

Cariha? Aneurysm: Clinical and Electrocardiographic Analysis. J. B. 

Moyer and G. I. Hiller.—p. 340. 

The Mural Coronary. E. Geiringer.—p. 359. 

Normal Esophageal Lead Electrocardiogram. R. Oblath and H. R p 

Esophageal Electrocardiogram in Study of Atrial Activity and Cardiac 

Arrhythmias. C. D. Enseiberg.—p. 382. c.mnhavea! 

Nature of RS-T Segment Displacement as Studied ' vl, ^ ^ 50pl ' B d 
Leads: Left Ventricular Hypertrophy. J. Wener, A. A. Sandberg and 

L. Scherlis.—p. 410. rardiir 

Electrocardiographic Studies of Effect of Histamine 
Mechanism. L. H. Criep and W. K. Riley.—P- 423. 

Elecirokymogram in Wolff-Parkinson-White Syndrome. Study of Left ana 
Right Ventricular Ejection. S. Dack. D. H. Paley and S. S. Brahms. 

Various Mechanisms in Reciprocal Rhythm. H. H. Bix.—p. 448. 

Coronary Artery Disease of Long Duration.—Studies were 
made of 115 men and nine women who had been under obser¬ 
vation for coronary artery disease for at least 10 yr. The 
average duration of cardiac symptoms was 13.6 yr. The age 
at the onset of symptoms had no apparent affect on survival or 
on the course of the disease. Patients whose illness began with 
simple angina pectoris had a better prognosis than those in 
whom it was initiated by a myocardial infarct. In 15 patients 
who had never had hypertension cardiac enlargement de¬ 
veloped. Eighty-one patients (65%) were without cardiac 
symptoms for one or more years, and 89 (72%) followed their 
usual occupations during most of their illness. The unpredict¬ 
able, variegated course of coronary artery disease and the fre¬ 
quent modifications of symptomatology in patients with this 
disorder are emphasized. 

Myocardial Infarction with Rupture of Ventricle.—The occur¬ 
rence of acute myocardial infarction with rupture of the ven¬ 
tricle in six patients between the ages of 68 and 76 has been 
reported. Four of the patients were women. The consensus of 
the literature places the incidence of rupture following acute 
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myocardial infarction at approximately 9%. It occurred most 
frequently between the ages of 65 and 75. The myocardium i 
at its weakest during the first four days and is likeliest to rup¬ 
ture during this time. Rupture occurred in four of the authors 
patients within the first three days. That rupture occurred nine 
to 12 days after the infarction in the remaining two patients 
supports the general consensus that rupture may occur within 
two to three weeks after infarction.'Necropsy revealed that m 
each case the site of rupture was through an infarction, the 
involved area being in the anterior wall of the left ventricle 
in four patients and in the posterior wall in two patients. The 
‘■blowout” type of rupture, in which the laceration was sharp 
and clean was seen only in one case. The “dissection type, in 
which the laceration was ragged and associated with necrosis, 
undermining, and dissection of the myocardium for as long a 
distance as 2 cm., was observed in five cases. The main factors 
?n the mechanism of rupture were the location of the infarct; 
the type of disease found at the site of rupture; high mtracard.ac 
pressure due to persistent hypertension, especially diastolic 
hvnertension after the initial shock of infarction; undue physi- 
2and emotional strain, and progressive heart failure. The best 
treatment for rupture of the heart lies in its prevention by ade¬ 
quate treatment of the acute infarction. 

American Journal of Physiology, Baltimore 
164:573-848 (March) 1951 

Modifying Effects of Interatrial Septal Defect on Cardiodynamics of 
Mitrvl Stenosis D F. Opdyke and G. A. Brecher.—p. 573. 

Cardiac^ Resuscitation from Induced Ventricular Fibrillation: Influence 
of Massage, Procaine and Electric Shock. N. S. Stearns, G. L. Ma.son 

A ,^p J t "RTn P ;, 6 arcu,a.ion Time with P-. H. D. Bruner, 

NomPr-es^orVumomi fubftance' from "ischemic Rabbit’s Kidney Which 
Causes Renal Vasoconstriction. D. B. Gordon and J ^heR-P- 624 
Salyrgan Diuresis in Bile Fistula Dog. E. B. Pratt, F. D. Burdick and 

Vx of Radiophosphorus in Studies of Glomerular Permeability of 
Plasma Inorganic Phosphate. P. Handler and D. V. Cohm-p. ^ 
Influence of Sodium Chloride Deficiency upon Urine Volume ahd 17 
Ketosteroid Excretion in Rat. P. A. Danford and H. G. Danford. 

Utilization of Antihemophilic Factor During Clotting of Cani ne Blo od 
and Plasma. J. B. Graham, G. D. Pemck and K. M. Brmkhous. 

Role”of Vitamin K in Synthesis of Prothrombin. A. J. Quick and G. E. 
Collentine.—p. 716. 

Formation of Prothrombin Derivatives from Purified Prothrombin. 

W. H. Seegers, E. B. Andrews and R. I. McCIaughry.—p. 722. 
Vascular Response in Mammalian Skeletal Muscle to d-Tubocurarine. 

J. W. Bean and L. H. Elwell.—p. 734. 

Effect of Neurotomy on Succinic Dehydrogenase Activity of Muscle. 

F. L, Humoller, B. Griswold and A. R. McIntyre.—p. 742. 

Activation of Estrone by Mammalian Red Cells. F. Bischoff, R. E. 

Katherman and Yee Sing Yee.—p. 774. 

Role of Erythrocyte in Blood Iodine Transport Using Radioiodine I 151 . 

J. B. Boatman and C. Moses.—p. 783. 

Production and Excretion of Cholesterol in Mammals: IV. Role of Liver 
in Restoration of Plasma Cholesterol After Experimentally Induced 
Hypocholesteremia. M. Friedman, S. O. Byers and F. Michaelis. 
—p. 789. 

Changes in Blood Produced by Fat Meal and by Intravenous Heparin. 
R. L. Swank.—p. 798. 

Effect of X-Radiation and Antihistamine Drugs on Reticulo-Endothelial 
System Measured with Colloidal Radiogold. J. Barrow, J. L. Tullis 
and F. W. Chambers Jr.—p. 822. 

Myocardial Changes Following Shock. G. W. Melcher Jr. and W. W. 
Walcott.—p. 832. 


American Journal of Psychiatry, New York 

107:641-720 (March) 1951. Partial Index 
Psychiatry and International Understanding. L. H. Bartemeier.—p. 641. 
National Characteristics and International Relations. O. Kiineberg. 

—p. 661. 

Does Failure Run in Families? Further Study of 1,000 Unsuccessful 
Careers. A. D. Ullman, H. \V. Demone Jr. and A. W. Stearns. 
—p. 667. 

Problem of Diagnosis in Paranoic Disorder. H. Bonner.—p. 677. 
Examination of Complaining Witness in Criminal Court. L. O. Orea- 
stein.—p. 684. 

Delirium: Gap in Psychiatric Teaching. M. Levin. —p. 689. 

Modem Psychiatric Nursing. A. A. Dix.—p. 695. 

Inhibition of Behavior: Working Concepts. D. E. Cameron.—p. 701. 
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American Journal of Surgery, New York 


81:259-370 (March) 1951 

Myelographic Defects of Herniated Intervertebral Discs Simulating 
Cauda Equina Neoplasms. A. Kaplan and A. L. Umansky.—p. 262. 
Allergy and Acute Condition of Abdomen from the Surgeon’s View¬ 
point. H. Sneierson and S. A. Mazar.—p. 279. 

Clinical Study of Fate of Homografts in Man: Effect of Repeated 
Dosage from Same Donor and of Refrigeration on These Grafts. 

H. Baxter and M. A. Entin.— p. 285. 

Bladder Stones: Extravesical Surgical Approach. J. E. Maurer, R. Lich 
Jr. and S. B. Burdon.—p. 295. 

Rectal Washings, Technic for Cytologic Study of Rectosigmoid: Pre¬ 
liminary Report. R. A. Loeb and J. Scapier.—p. 298. 

Duhrssen’s Incisions. H. W. Mayes.—p. 303. 

Cancer of Cervix Diagnosed by Sponge Biopsy. S. A. Gladstone and 

I. Selzer.—p. 307. 

Fistulas of Lactiferous Ducts. J. J. Zuska, G. Crile Jr. and W. W. 
Ayres.—p. 312. 

Ammonium Sulfate as Long-Acting Analgesic. H. H. Davis and C. E. 
Wilson.—p. 318. 

Use of Absorbable Gelatin Sponge and Primary Suture in Traumatic 
Rupture of Liver. J. V. Scott.—p. 321. 

Fracture of Metacarpal Bones and Proximal Manual Phalanges: Treat¬ 
ment with Emphasis on Prevention of Rotational Deformities. C. J. 
Sutro.—p. 327. 

Fractures of Clavicle in Adults: Kirschner Wire Fixation (Murray 
Method). E. O. Geckeler.—p. 333. 

Intra-Arterial and Oral Priscoline®: Clinical Report. J. L. Wilson and 
E. T. Quash.—p. 336. 


American Review of Tuberculosis, New York 

63:231-364 (March) 1951 

Pulmonary Function Following Decortication of Lung. D. Carroll, 

J. McClement, A. Himmelstein and A. Cournand.—p. 231. 

Solitary Lung Tumors. D. B. Effler.—p. 252. 

Bronchogenic Carcinoma as Differential Diagnostic Problem in Pul¬ 
monary Disease: II. Carcinoma Arising from Major Bronchi Compli¬ 
cated by Secondary Infection. J. H. Moyer and A. J. Ackerman. 
—p. 255. 

•Intermittent Streptomycin Regimens: Analysis of 97 Patients with 
Pulmonary Tuberculosis Treated with One or Two Grams of Strepto¬ 
mycin Every Third Day. L. A. James, L. J. Sides, W. E. Dye and 

V. F. Deyke.—p. 275. 

•Combined Intermittent Regimens Employing Streptomycin and Para- 
Aminosalicylic Acid in Treatment of Pulmonary Tuberculosis: 
Comparison with Daily and Intermittent Dosage Schedules. C. W. 
Tempel, F. J. Hughes Jr., R. E. Mardis and others.—p. 295. 
Neurotoxicity of Diliydrostreptomycin: Effects of Longer-Term Therapy. 

J. B. O’Connor, F. J. Christie and K. S. Howlett Jr.—p. 312. 
Therapeutic Pneumothorax in Middle-Aged and Elderly Patients. G. 
Bondi and G. C. Leiner.—p. 325. 

Tuberculosis in Medical and Nursing Students. R. C. Bates and W. N. 
Davey.—p. 332. 

Therapeutic Effect on Experimental Tuberculosis in Guinea Pigs of 4- 
Acetylaminobenzal Thiosemicarbazouc (Ttbionc) in Combination with 
Dihydrostreptomycin as Compared with Effect of Para-Aminosalicylic 
Acid in Combination with Dihydrostreptomycin. D. M. Spain and 

W. G. Childress.—p. 339. 

Tubercle Bacilli in Bone Marrow. I. Horowitz and D. F. Gorelick. 
—p. 346. 

Intermittent Streptomycin Therapy.—Observations were made 
on 97 patients with pulmonary tuberculosis (61 far and 36 
moderately advanced). Forty-nine of the patients received 2 
gm. of streptomycin in four divided doses every third day; 48 
received 1 gm. in two divided doses every third day. A course 
of streptomycin therapy lasted from 126 to 189 days, depend¬ 
ing on response to therapy, time of sputum conversion to nega¬ 
tive, and results of serial streptomycin sensitivity studies. The 
patients were maintained on strict bedrest before, during, and 
after treatment. In addition, cod liver oil, multivitamin prepara¬ 
tions, and 300 mg. of ascorbic acid were administered daily. 
Fever, sputum quantity, and cough usually improved most rap¬ 
idly during the first 42 days of therapy. After the 42d day, the 
status of most patients (75.3%) continued to improve; in 6.2%, 
improvement was followed by relapse, and in 18.5% no re¬ 
markable improvement was ever noted. Patients with widespread, 
chronic disease and, to a lesser extent, with bacterial resistance, 
showed poor clinical response. Tuberculous complications re¬ 
sponded well to intermittent streptomycin therapy, and de¬ 
crease in cavitary size was effected. The incidence of strepto¬ 
mycin toxicity is greatly reduced by regimens of intermittent 
therapy. It was 1.03% and 5.0% at the completion of 126 and 
189 day courses of intermittent streptomycin therapy, respec- 
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tively. The use of intermittent regimens delayed the emeroenn 
of streptomycin-resistant strains of Mycobacterium tuberculn 
The conversion rate in the present study was appreciably ZZ 
than that observed on previously used daily dosage schedules o 
similar duration. In the entire group of 97 patients 37 ( 381 "! 
had sputum conversion after 126 days of therapy. Th e emer- 
gence to predominance of drug-resistant tubercle bacilli an- 
peared to be most frequently associated with far advanced 
cavitary, and old disease. ' 

Combined Streptomycin and Paraaminosalicylic Acid,—A 
comparative study of four dosage schedules in 283 patients was 
carried out at the United States Army Tuberculosis Center 
Fitzsimons Army Hospital, during the past four years. In each 
schedule the patients were treated for 120 days. The four groups 
consisted of 66 patients who received streptomycin, 1 or 2 gm. 
daily; 25 who received paraaminosalicylic acid, 12 gm. daily- 
97 who received streptomycin intermittently, 1 or 2 gm. every 
third day, and 95 who were treated on a combined regimen of 
streptomycin, 1 to 2 gm. every third day, concomitantly with 
paraaminosalicylic acid, 12 gm. daily. The patients on each regi¬ 
men were similar with respect to age, sex, race, and duration, 
extent, and type of disease. All patients had moderately or far 
advanced pulmonary tuberculosis and had received no prior 
antituberculous drug therapy. Clinical, roentgenographic, bac- 
teriologic, and drug toxicity factors were evaluated after 120 
days of treatment. Clinical response, in terms of reduction of 
fever, reduction of sputum volume, and weight gain, was equiva¬ 
lent on all four regimens. Of patients with roentgenographic evi¬ 
dence of cavitation when therapy started, the cavities disap¬ 
peared in not more than 20.5% after 120 days of therapy. The 
best results and the highest incidence of sputum conversion were 
obtained with the combined intermittent regimen (streptomycin 
every third day, paraaminosalicylic acid daily). No instances of 
bacterial resistance occurred with this regimen, compared with 
75.9% after daily streptomycin, 33.3% after daily paraamino¬ 
salicylic acid and 33.3% after intermittent streptomycin regi¬ 
mens. The high incidence of toxic reactions (57.5%) that re¬ 
sulted when streptomycin was given daily decreased to 5% when 
the drug was given every third day for a similar period. The in¬ 
cidence of toxicity when paraaminosalicylic acid was given 
daily was also 5%. The higher incidence of toxic reactions 
(13.1%) that resulted when the two drugs were given together 
was not sufficient reason to discontinue the regimen except in 
four instances. Results were evaluated 60 days after the 120 
day courses of therapy, because in this period it was frequently 
necessary to supplement the prior treatment with retreatment 
(drug therapy) or operative procedures. Clinical relapse was 
approximately equal (15.1 to 22.2%) on each of the regimens. 
Roentgenographic relapse varied from 0% in the daily para- 
aminosalicyclic acid group to 14.8% in the daily streptomycin 
group. Bacteriologic relapse ranged from 5.5% in the daily para¬ 
aminosalicylic acid series to 31.2% in the combined intermittent 
regimen. A loss of bacterial resistance to one or the other of the 
drugs was observed; this was pronounced in the daily para¬ 
aminosalicylic acid regimen and indicates that resistance may be 
less permanent to this agent than to streptomycin. The regimen 
of choice for periods up to four months when specific drug 
therapy is indicated for the treatment of nonmiliary pulmonary 
tuberculosis is a combined intermittent regimen of streptomycin 
administered every third day and paraaminosalicylic acid daily. 


Blood, New York 

6:195-290 (March) 1951 

Direct Splenic Arterial and Venous Blood Studies in Hyperspienic Syn¬ 
dromes Before and After Epinephrine. C. S. Wright, C. A. Boa , 
B. A. Bouroncle and R. M. Zollinger.—p. 195. 

Cerebral Blood Flow and Metabolism in Pernicious Anemia, r. sc 

berg._p. 213. . • 

Observations on Etiologic Relationship of Achylia Gastrica to 
Anemia: XIII. Hematopoietic Activity of Vilamin But. (Vitamin m. ,■ 
R. F. Schilling, J. W. Harris, and W. B. Castle.—p. 22 °: „ van 

Researches on Circulating Anticoagulant in a Hemophiliac. 

Creveld, P. G. Hoorweg and M. M. P. Paulssen.—p. 2 ". . , ojis 

Urethane-Caused Blood and Bone Marrow Changes in Ag ' 
and Panmyelopathy of Cat. S. Moeschlin and A. Bodmer. v 
Erythroleukemia. E. K. Blackburn and L. G. Lajtha. p- 
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Delaffaie State Me« *■—* "“’S'”” 

Diagnostic Importance of , 

-P-53. Calculus in Lower Hall o£ Donbic 

UeminepSreetomy for Sta ‘’“ 0 ‘ Futlong Jr ._p. 57. 

Mdanoma «. (U Report. V. A. FunL.-p. 59. 

- Coronary Artery Disease. A. • 

Clasett Jr.-P- «. Commonly Seen in General Practice. 

Radiotherapy of Benign Lesions 
S. I. Adeiman.—p. A). 


Diseases of Chest, Chica 0 o 

19:749-372 (March) 1951 

• Treatment of Tuberculosis Prophylaxis. M. de 

.Early Diagnosis and Treatment 

Abreu. p. 749. Circumscribed Intrathoracic Lesions: fusions 

•Surgical Treatment of Roentgenologic Examinations, with Ab- 

TSSL. h. n ««». r. X 

.^srrsas sscs—»*«..... 

and W. H. Leake.—p. Treated with Combined Streptomycin 

Tuberculous hlen.ng.ttsm Children Tinted £ a aeve _ p . 3i9 . 

and Potassium Iodide F. U 1 Reaclions E. F. Gccver, K. T. 
Atypical Pulmonary Inflammatory Reactions. 

Ncubuerger and E. K- RuUe dgc. ' p ' ^' by Early Tlioracentesis: 

Spontaneous Hemopueutuoihomx Treatment oy 

Report of Four Cases. M. Mose . p. Jdy Ma j or Bronchi Associated 
B ^ 0 S S TDfap^m Rise inCertam Forms of Non-Sur fi ical Coilapse 

Pitaary^ronehogeni^Leiomyoma^ 4 K. Freireteh, A. Bloomberg and 
E. W. Langs.—p. 354. 

Treatment of Circumscribea Intrathoracic Lesions.—Harrtng- 
, n lates t| ia t when routine roentgenoscopy _ reveals a cir¬ 
cumscribed intrathoracic tumor and when a clinical diagnosis 
cannot be established by other diagnostic methods, 
thoracotomy is indicated, even in the absence of symptoms. 
This is justified because of possible malignancy or metastasis or 
of eventual compression of vital structures by an expanding 
growth, either malignant or benign. The risk, of the operation is 
slight because of improved techniques of surgery and of pre¬ 
operative and postoperative care. In a series of 291 patients op¬ 
erated on by the author for various types of benign or malig¬ 
nant extrapulmonary and intrapulmonary circumscribed lesions 
(including neuroblastomas, teratomas, thymomas, coetomtc 
cysts, endotheliomas, carcinomas of the lung, metastatic tumors, 
mixed tumors, hamartomas, and granulomas), 52 of the lesions 
were asymptomatic and 12 of these were malignant. In nine o 
these 12 cases the malignant process was discovered early ana 
removed completely. In addition, the 40 benign, symptomless 
lesions were removed before they had caused irreparable damage 
to surrounding structures or had undergone malignant change. 


Resection of Auricular Appendages,—The majority of periph¬ 
eral emboli in patients with rheumatic heart disease and per¬ 
sistent auricular fibrillation originate in the auricular append¬ 
ages. For this reason resection of the auricular appendages has 
been suggested as a means of preventing recurrent arterial em¬ 
bolism in such cases. This operation was performed by Long- 
mire and associates on three patients. Two patients with periph¬ 
eral embolism had left auricular appendectomy and one with 
pulmonary embolism had right auricular appendectomy. Mural 
thrombi were demonstrated in each case. Cardiac function and 
electrocardiograms were not apparently influenced by the opera¬ 
tive procedure. No evidence of further embolization was noted 
during a follow-up period of five to 10 months. 


GP (J, Am. Acad. Gen. Practice), Kansas City, Mo. 

3:1-196 (March) 1951 

Present Status ot Caries Control. M. Masstcr.—p. 33. * 

Androgen Estrogen Treatment in Menopause. S. J. Glass and M. R. 
Shapiro.—p, 39 . 

Thoracic Injuries: Thoracic Injuries—Part II. P. C. Samson. 

Diarrhea in Inlancy. R. H. Kunstadter and L. Greslow.—p. 51. 
UcUrocarotography for the General Practitioner. T. Winsor.—p. 59. 


Hawaii Medical Journal, Honolulu 


10:249-324 (March-April) 1951 

Prolapsing Redundant Gastric Mucosa. P. J. Washko.—p. 367. 
Hematological and Serum Protein Changes Occurring in Uncomplicated 
Pregnancy. H. O. Hamilton and R. S. Higgins.—p. 274. 

Correlation of Laboratory Data with Renal Disease. A. V. Molyneux and 


M. E. Berk.—p. 279. 

v.miit Thrombosis and Pulmonary Embolism. R. L. 


Journal Clin. Endocrinology, Springfield, Ill. 


11:235-342 (March) 1951 

Spcrmatogcnic Rebound Phenomenon After Administration of Testoster¬ 
one Propionate. N. J. Heckel, W. A. Rosso and L. Kestel.—p. 235. 

Isolation of Pregnanediol from Human Bile After Oral Administration o* 
Progesterone. J. Rogers and F. McLellan.—p. 246. 

Pregnanediol Determinations in Clinic and in Research. H. de Watteville. 
_p 051 

Secretory and Decidual Changes Induced in Endometrium of Oophorec- 
tomized Women by Administration of Estrogen and Progesterone. 
I T. Bradbury and W. E. Brown.—p. 267. . 

Hypoglycemic and Eosinopenic Response to Insulin: Test for Pituitary- 
Adrenal Insufficiency. M. Perlmutter and M. Mufson.—p. 277. 

•Uptake ot Radioactive Iodine After Intravenous Administration of 
Tracer Doses. J. P. Kriss.—p. 289. . 

•Late Results front Continuous Treatment of Thyrotoxicosis with Methyl- 

Potoostotic 1 Fibrous Dysplasia Associated with Hyperthyroidism. M. Yet- 

Addison’s Disease in Negro. G. E. Bergner and A. B. Eisenstein.—p. 322. 

Menarche and Pregnancy After Removal of Adrenocortical Adenoma, 
t Miner de Paiva. J. I. Lobo and A. Marcondes da Silva.—p. 330. 


Uptake of Radioactive Iodine After Intravenous Administration. 
—Tracer doses of 40 to 100 he of radioactive iodine in 5 or 10 
cc of isotonic sodium chloride solution were administered intra¬ 
venously la 30 adult patients, 18 with clinically unmistakable, 
untreated hyperthyroidism, eight with a clinical diagnosis of 
nontoxic goiter, three with a clinical diagnosis of probable hy¬ 
perthyroidism, and one with classic myxedema. Radioactive 
iodine was also given to a control group of 19 adults, who were 
considered to be clinically euthyroid. The thyroid uptake one 
hour after the tracer dose correlated satisfactorily with the 
activity of the thyroid gland and with clinical toxicity, permit¬ 
ting differentiation between euthyroid and hyperthyroid states. 
The method also offers advantages over the 24 hour oral method 
in rapidity and in diagnostic accuracy by reducing the overlap m 
values between normal and hyperthyroid persons. 


Late Results with Methyltbiouracil in Thyrotoxicosis.—Meth- 
yltbiouracil was given to 220 women and 24 men with thyro¬ 
toxicosis for an average of one year. The initial dose of the drug 
was 250 mg. three times daily, usually given for one or two 
months. When the basal metabolic rate was restored to a nearly 
normal level, the dose was reduced to 250 mg. once a day and 
treatment with this dose was continued for two to four months. 
The final maintenance dose was 125 mg. two or three times a 
week usually for six months. Nine patients died during the 
observation period from intercurrent causes not related to the 
thyrotoxicosis. Treatment was discontinued in 44 patients for 
various reasons and in 25 of these for hypersensitivity, but no 
instance of agranulocytosis was observed. Eighteen of these 25 
patients continued treatment with propylthiouracil. Treatment 
with methylthiouracil was concluded in 169 patients, 144 of 
whom continued without any treatment for six months or more 
and were followed up for six to 63 months (average, 32.9 
months). Of these 144 patients, 87% made a complete recovery 
and 18% were improved but showed some persistent symp¬ 
toms. On reexamination the goiter was, on the whole, smaller 
than before treatment. Exophthalmos was present in 7% of the 
patients at the time of reexamination as compared with 31% 
before treatment. Twenty-one patients had auricular fibrilla¬ 
tion before treatment as compared with six at the time of re¬ 
examination. True recurrences occurred in 21 of these 144 pa¬ 
tients (14.6%) after a symptom-free period of six to 45 months. 
The actual frequency of recurrence was higher (20.7%), because 
in 18 additional patients the treatment was repeated only be¬ 
cause of recurrence and was not yet concluded at the time of 
the reexamination. On the average, the recurrences were mild 
and the patients could soon be given a small maintenance dose. 
The final results in the recurrent cases were as satisfactory as 
those obtained in the nonrecurrent cases. The incidence of. re- 
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currence was much higher among the patients with nodular 
goiter than in those with toxic diffuse goiter, in whom it was 
only 11.9%. Therapeutic results in the patients with toxic nodu¬ 
lar goiter also were much poorer than in those with toxic diffuse 
goiter. Patients with toxic nodular goiter should be primarily 
advised to submit to surgical treatment. 

Journal of International College of Surgeons, Chicago 

15:253-390 (March) 1951 

Surgical Management of Conditions and Diseases Affecting Liver. H. 
Acuff.—p. 253. 

Treatment of Recent Fractures of Neck of Femur with Acrylic Prosthesis. 
L. Leger.—p. 270. 

“Chemical Lobotomy” for Intractable Pain. F. Mandl.—p. 276. 
Lymphocytic Variations After Irradiation of Adrenal Glands. M. A. 

Manzanilla and M. A. Manzanilla Jr.—p. 281. 

Use of Streptokinase-Dornase in Certain Surgical Conditions. L. T. 

Wright, D. H. Smith, M. Rothman and others.—p. 286. 

Management of Breast Cancer: Surgical Treatment and Irradiation. J. J. 

Stein, W. E. Costolow and O. N. Meland.—p. 299. 

Mediastinotomy: Some Technical Observations. J. Hertz.—p. 309. 
Carcinoma of Cervical Stump. D. H. Witte and D. W. Ovitt.—p. 313. 
Congenital Atresia of Jejunum with Meconium Peritonitis. H. A. Conrad 
and F. R. Robbins.—p. 320. 

^Reestablishing Lymph Drainage for Lymphedema of Extremities. S. A. 
Zieman.—p. 328. 

Congenital Anomalies of Testicle. O. S. Lowsley and E. Porras.—p. 332. 
Agnogenic Myeloid Metaplasia of Spleen: Follow-Up After Splenectomy. 

H. L. Skinner and L. J. Sophian.—p, 343. 

Diverticula of Small Intestine: Report of Case of Jejunal Diverticulum. 

L. P. River and J. Silverstein.—p. 347. 

Factors Related to Avoiding Colostomy for Lesions of Rectosigmoid. 
R. R. Best.—p. 352. 

Some Observations on Convergence. J. A. Van Heuven.—p. 357. 
Suprapubic Transvesical Prostatectomy with Primary Closure of Bladder: 
Improved Technic and Latest Results. T. Hryntschak.—p. 366. 

Reestablishing Lymph Drainage in Lymphedema.—Zieman de¬ 
scribes a simple, nonmutilating method of reestablishing lymph 
drainage in an extremity subject to lymphedema. It consists 
of subcutaneous implanting of one or more lengths of non¬ 
absorbable suture longitudinally along the extremity and across 
the region of lymphatic obstruction. This in effect creates a 
new channel through which lymph can drain. The suture (no. 
1 nylon) is introduced through the bore of a no. 19 or no. 20 
gage needle 17.7 to 30.4 cm. in length that has previously been 
inserted subcutaneously along the desired path. The needle is 
withdrawn, and the suture is left in place. The ends of the suture 
are cut so that they retract 0.6 cm. under the surface of the 
skin. Following the implantation, the extremity is elevated and 
wrapped with an elastic bandage. The author has used the 
method in lymphedema of the arm following radical mastec¬ 
tomy, lymphedema of the leg due to invasion of the inguinal 
nodes by a Hodgkins infiltrate, and lymphedema of the penis 
and scrotum. He reports rapid and painless reduction in the 
size of the affected member. 

Journal-Lancet, Minneapolis 

71:83-124 (March) 1951 

Allergy in Children and Antihistamines. A. V. Stoesser.—p. 83. 

Use of Antibiotics in General Practice. D. It. Nichols.—p. 88. 

Fractures Requiring Open Reduction. A. E. Culmer.—p. 91. 

Rheumatism—Unitary Conception and Control by Modern Methods. 

M. G. Good.-—p. 93. 

Diagnosis and Treatment of Usual and Unusual Anorectal Abscess. L. F. 
Sherman, R. J. Tenner and H. W. Christianson.—p. 97. 

•Carcinoma of Gallbladder and Extrahepatic Bile Ducts. N. E. Wood. 

—p. 101. 


Carcinoma of Gallbladder and Bile Ducts.—Carcinoma of the 
gallbladder constitutes about 3% of all malignancies, and car¬ 
cinoma of the bile ducts, about 3Vi%. In women carcinoma of 
the gallbladder may constitute 8 to 10% of all malignancies. 
Both types of carcinoma tend to occur in the older age groups. 
Adenocarcinoma is the commonest pathological type. It may 
be papillomatous or diffusely infiltrating in form. Mucus-pro¬ 
ducing and squamous carcinoma also occur. Gallstones are 
found in 80 to 100% of cases of gallbladder carcinoma and in 
a somewhat lesser percentage of cases of duct carcinoma. From 
4 to 5% of patients with gallstones eventually have carcinoma 
of the gallbladder. The clinical picture of carcinoma of the gall¬ 
bladder-and ducts is extremely variable, and the patient may 
have a long history suggestive of benign biliary tract disease. 


The treatment of these lesions is disappointing; the survival 
rate is extremely low. The only hope for decreasing deaths from 
carcinoma of the gallbladder is by cholecystectomy before car¬ 
cinoma develops in patients with gallstones. 


Journal ot Neurophysiology, Springfield, Ill. 

14:85-176 (March) 1951 

Defects in Regulafory Mechanisms of Autonomic Function in Injuries to 
Spinal Cord. L. J. Pollock, B. Boshes, H. Chor and others_p 85 

Changes in Excitability of Cerebral Cortex Following Single Electric 
Shock Applied to Cortical Surface. Hsiang-Tung Chang —p 95 

Autogenetic Modulation of Excitability of Single Ventral Horn Cell. 
R. Granit and G. Strom.—p. 113 . 

Organization of Diffuse Thalamic Projection System. T. E. Starzi and 
H. W. Magoun.—p. 133. 

Mechanism of Accommodation and Tone of Urinary Bladder. L L 
Langley and J. A. Whiteside.—p. 147. 

Relation of Temperature of Cerebral Cortex to Spreading Depression ot 
Leao. W. H. Marshall, C. F. Essig and S. J. Dubroff.—p. 153, 

Strychnine Facilitation of Pressor Responses Evoked from Cerebral Cor¬ 
tex. E. C. Hoff, H. G. Langford, J. W. Vcster and others.—p. 167. 


Journal of Thoracic Surgery, St. Louis 

21:217-324 (March) 1951 

•Importance of Exlrapleurai Pneumothorax in Collapse Therapy of Pul¬ 
monary Tuberculosis. J. W. Cutler.—p. 217. 

Pathology of Pleural Sclerosis: Study Related to Loss of Expansivity of 
Lungs and Its Treatment. O. C. Croxatto and R. Sampietro.—p. 259. 
•Use of Streptokinase-Streptodornase in Treatment of Postpneumonlc 
Empyema. W. S. Tillett, S. Sherry and C. T. Read.—p. 275. 
Monostotic Fibrous Dysplasia of Bone: Report of Case Involving Three 
Contiguous Ribs Treated by Wide Resection of Thoracic Cage. F. M. 
Fiickinger.—p. 298. 

Helerotopic Gastric Mucosa in Esophagus with Ulceration and Stricture 
Formation. L. H. Bosher Jr. and F. H. Taylor.—p. 306. 

•Anomalous Bone of Lung Arising from Esophagus. S. L. Gans and \V. J. 
Potts.—p. 313. 

Report of Two Cases of Anomalous Origin of Right Subclavian Atieiy 
from Descending Aoria. W. C. Sealy.—p. 319. 


Extrapleural Pneumothorax in Pulmonary Tuberculosis.—Of 
129 extrapleural pneumothorax operations in 121 patients 
(eight bilateral operations), 91 were successful and 22 were un¬ 
successful. There were 17 (13.2%) operative deaths. Most of 
the poor results and deaths occurred before antibiotics and cer¬ 
tain technical improvements were evolved. Moreover, some pa¬ 
tients were in such poor condition that no therapy could, suc¬ 
ceed. Exclusion of such patients might reduce the mortality to 
less than 4% and operative failures to less than 5%. Extrapleural 
pneumothorax is indicated in patients with advanced bilateral 
fibroulcerative tuberculosis who fail to respond to bedrest or 
sanatorium care and .in whom pneumothorax, pneumoperi¬ 
toneum, or phrenic nerve interruption cannot be instituted or 
have failed. It is indicated also in those in whom thoracoplasty 
is too hazardous but who are still in fair general health. In 
elderly patients with positive sputum, extrapleural pneumo¬ 
thorax is often the only means of rendering the sputum negative. 
Patients with active disease and positive sputum who have hiiar 
cavities, uncontrolled pulmonary hemorrhage, or who are preg¬ 
nant, may recover when treated with extrapleural pneumo¬ 
thorax. Young women, in whom thoracoplasty involves psyc >c 
trauma, can frequently be helped with extrapleural pneumo¬ 
thorax. This operation lost favor largely because of postopera¬ 
tive complications and poor late results, but close attention .j! 
detail and modern drug therapy insure its success. It s“° 
not be undertaken lightly, however, as the postoperative ma - 
agement is more difficult than in thoracoplasty. Importan in 
vations in extrapleural pneumothorax technique are tha 
mesial aspect of the lung should not be stripped J™ 111 
mediastinum, but stripping from the remainder of me 
wall should be extensive; a small paravertebral incision s 
be followed by airtight closure, and plombage should 
done immediately, but, later, filling the extrapleural spacewn 
mineral oil may be desirable. Streptokinase and stre P ° . , 

are helpful in the management of postoperative extr P 
fluid coagulum. 

Streptokinase-Streptodornase in Posfpneumomc 
Tillett and associates used streptococcic concentrates co 
streptokinase and streptodornase (also referred to as S 
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the treatment of 25 cases of empyema following acute pneu¬ 
monia. In 14 of the cases, the pretreatment cultures were: stenie, 
and in seven they were positive, yielding pneumococci, Strepto¬ 
coccus viridans, anaerobic streptococci, mixed floras, 
Escherichia coii. Twenty-one patients were treated ntedtcaHy . 
with systemic antibiotic therapy, intrapleural injections of so 
lutions of streptokinase and streptodornase and aspiration of 
exudate with and without intrapleural administration of anti¬ 
microbial agents. Four patients were treated with closed thora¬ 
cotomy combined with enzymatic instillations. Enzymatic ther¬ 
apy was employed in the presence of thick loculated exudates 
not amenable to satisfactory removal by aspiration, the persis¬ 
tence of bacteriologically demonstrable infection, or a combi¬ 
nation of both factors. The contents of sterilized, lyophilized 
ampules containing mixtures of streptokinase and streptodornase 
in powdered form were put in sterile physiological saline and 
promptly injected, since deterioration of the enzymes occurs 
rapidly after the solution has been made. One cubic centimeter 
of solution contained approximately 10,000 and 40,000 units 
of the two substances, respectively, and as much as could be 
retained was injected, fn 18 of 21 patients, including three with 
the putrid type of empyema, the liquefying action of the en¬ 
zymes was followed by rapid termination of the disease by 
crisis or by immediate improvement followed by subsequent 
progressive defervescence. Lytic enzymatic therapy made pos¬ 
sible within 24 hours the extensive evacuation of the loculated 
encapsulated empyemal cavities, and this was followed by in¬ 
creasing reexpansion of the underlying lung. When infection 
was demonstrable, the enzymatic debridement was followed by 
rapid sterilization. 


Anomalous Lobe of Lung Arising from Esophagus.—An anom¬ 
alous lobe of lung communicating with the esophagus by means 
of a bronchuslike tract was found in the chest of an infant and 
was successfully removed by operation. The pathological diag¬ 
nosis in this case was ectopic bronchus and lung originating from 
the esophagus, and chronic pneumonia. The embryologic origin 
of the esophagus and respiratory system from the gut is briefly 
reviewed. The primordia of the different parts of the respiratory 
system and esophagus develop within a mass of mesenchyme, 
which later becomes the mediastinum. It is not difficult to explain 
most of the congenital anomalies that take place in this region 
on the basis of the embryologic background. 


New Orleans Medical and Surgical Journal 

103:365-410 (March) 1951 


SYMPOSIUM ON TRAUMA 

Primary Treatment of Acute Hand Injuries. D. C. Riordan.—p. 365. 
Severe Injuries of Knee Joint: Diagnosis and Treatment. H. D. Morris. 
—p. 371. 

Nonpenetrating Abdominal Trauma. C. C. Craighead and C. J. 
Miangolarra.—p. 375 . 

Granular Cell Myoblastomas: Report of Three Cases. W. W. Ogden and 
A. J. Hcrtzog.— p. 378. 

•Evaluation of Bantltine in Ulcer Management. G. McHardy, D. C. 

Browne, E. Edwards and others.—p. 380. 

Treatment of Duodenal Ulcers with Banthine: Study of 40 Cases. J. E. 

Holoubck, A. B. Holoubtk and R, B. Langford.—p. 386. 

Complete Avulsion of Optic Nerve at the Disc: Case Report. J. W. 
Rosenthal.— p. 388. 

Pantopaquc Myelography in Ruptured Intervertebral Disk: Correlation 
with Operative Findings. R. W. Levy, A. R. Payzant and H. H. Karr. 
—p. 390. 

Acute Myelogenous Leukemia: Report of Case Receiving 214 Blood 
Transfusions and with Development of Hemosiderosis. P. B. Johnson, 
J. J. Signorelli and P. Pizzolato.—p. 393 . 


Banthiuc® in Ulcer Management.—The bromide salt of beta 
dicthylaminoethyl-.\anthene-9-carboxylate-methobromide (ban 
oronude) was given to 162 patients, 112 men and 51 
women, ''hose average age was 43 years and who had uncom 
p km e uodenal ulcers. A schedule of 50 mg. of the drug a 
mlerva * s was adopted during the day, 150 to 200 mg 
a t time, and 100 mg. six hours thereafter. This regimen will 
minor individual adjustments was achieved in 82% of the pa 
icnb an was deemed adequate for symptomatic relief, gastri 
V in, rC orJ .'BmWtion, and suppression of gastric hypertonicity 
suwU/ 3 W ° sl ? ev ‘^ ence of ulcer healing appeared it was con 
the the penn ! ss * te t0 kegin a dose of approximately one-hal 
rapeutically effective dose. This maintenance dose is con 


sidered necessary to prevent recurrence, since no etiologic fac¬ 
tor is eradicated. With this schedule 136 patients were com¬ 
pletely relieved from pain within an average of 38 hours; 12 
had less intense and less frequent discomfort; 12 claimed no 
pain relief, and three patients had complications. Nocturnal 
waking pain, present in 116 patients, was relieved in all but 
seven instances. Nausea and vomiting,' which occurred in 86 
patients, was relieved in all but one. Pyrosis, present in 32 
patients, was not improved, and 54 additional complaints of 
pyrosis were precipitated by the drug. Other side effects were 
objectionable salivary suppression, occurring in 78 patients, sig¬ 
nificant mydriasis in eight patients, dysuria in 13 patients, con¬ 
stipation without dyschezia in 102 and with dyschezia in 36, 
and mild vertigo and weakness in six. A curarelike reaction 
was observed in one instance. Roentgenologic evaluation at 
three month intervals suggested a beneficial effect but was not 
conclusive. In view of the fact that the authors’ patients had no 
supplemental diet or medication, the response to banthine® bro¬ 
mide was impressive. The drug is to be considered an effective 
adjunct to but not a substitute for basic ulcer management. 
A longer follow-up is necessary for complete evaluation, be¬ 
cause recurrences may occur at any time. It is probable that one 
can now control hypertonicity as a factor in ulcer occurrences 
and recurrence. 


Quart. Bull. Sea View Hospital, Staten Island, N. Y. 

12:1-46 (Jan.) 1951 

♦Fate of Infants Bom of Tuberculous Mothers. B. Ratner.—p. 1. 
Pneumonectomy in Treatment of Pulmonary Tuberculosis. D. Meyers 
and A. M. Silver.—p. 10. 

Tuberculous Meningitis. J. Dolgin, A. A. Jaworski and A. Gordon. 
■—P* 21. 

Fatal Mercurialism in .Tuberculosis. T. T. Fox and J. C. Weaver.—p. 41, 

Infants Bom of Tuberculous Mothers.—Fifty-five infants born 
of tuberculous mothers between 1943 and 1945 are reported 
on. Twenty-four (44%) infants were premature, and 31 (56%) 
were full term infants. The incidence of prematurity is ex¬ 
ceedingly high in the offspring of tuberculous mothers, ranging 
from 23 to 64%, depending on the severity of the disease in the 
mother. The prematurity is related to the severity of the disease 
in the mother not because of the tuberculous infection but be¬ 
cause of the poor nutritional status of the mother. The infants 
were, immediately removed from contact with the mothers. Four 
infants died within the first 24 hours. Necropsy was performed, 
but none showed evidence of tuberculosis. Despite the handicap 
of prematurity that characterized 20 of the remaining 51 chil¬ 
dren, all survived. A standard diet of evaporated milk, dextri- 
maltose® with the supplementation of ascorbic acid, percomorph 
oil, and calcium caseinate given the premature as well as the full 
term infants resulted in a growth pattern and development com¬ 
parable to that observed in premature and full term infants born 
of healthy mothers. About one-third of the infants were fol¬ 
lowed up for about two years. Results of Mantoux tests were 
negative, as were results of roentgenologic examination, when 
the infants had reached the age of 2. In infants separated from 
their tuberculous mothers at birth who continue to remain in an 
environment free of tuberculosis the disease does not develop. 
Although congenital tuberculosis does undoubtedly occur, the 
author did not observe a single case of transplacental tuberculo¬ 
sis in a series of 260 infants born of tuberculous mothers, even 
though 17.6% of the mothers died of advanced tuberculosis 
shortly after delivery. 


Review of Gastroenterology, New York 
18:159-230 (March) 1951 

Bleeding Peptic Uicer. E. F. Lewison —p j 67 

Jejunum Histopathological Studies Through d- . „ 

Tropical Sprue in Relapse. F. Milands p ? I , Bl0psy m Case of 
—p. 182. * Lcon and A. Causa. 

Prevention cl Some Postgastrectomy Difficulties 1 ™ v 
Technic. M. E. Steinberg.—p. 193 . um 5 by tsew Gastrectomy 

Gastrointestinal Complications Following p„ K> - _ 

Ficarra.—p. 203. lc Operations. B. J. 

Role of Sulfonamides and Antibiotics in Treatment „r „ , 

Ulcers. R. P. Reynolds, M. O. Cantor and C Sti.M,- Pl!rtorate<I Peptic 

Protective and Restorative Therapy of Acute LivernTsUw. I^'viUa. 
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Rhode Island Medical Journal, Providence 

34:117-176 (March) 1951 

Complications of Gastric Operations. O. F. Smith.—p. 133. 

Cancer of Lung. J. G. Scannell.—p. 136. 

Medical Aspects of Atomic Explosions. E. K. Landsteiner.—p. 139. 


South Dakota Journal of Medicine, Sioux Falls 

4:59-76 (March) 1951 

Treatment of Convalescent Poliomyelitis. E. C. Elkins.—p. 59. 


Surgery, St. Louis . 

29:323-482 (March) 1951 

Effect of Vasodilator Drugs on Circulation of Extremities. D. C. Elkin 
and F. W. Cooper Jr.—p. 323. 

♦Experiences with Ligation and Heparin in Thromboembolic Disease. 

I. S. Ravdin and C. K. Kirby.—p. 334. 

Division of Popliteal Vein in Deep Venous Insufficiency of Lower Ex¬ 
tremities. G. de Takats and G. W. Graupner.—p. 342. 

Acute Massive Venous Occlusion of Lower Extremities. J. R. Veal, 
T. J. Dugan, W. L. JFamison and R. S. Bauersfeld.—p. 355. 
Ambulatory Venous Pressure Studies in Postphlebitic and Other Disease 
States. P. T. DeCamp, J. A. Ward and A. Ochsner.—p. 365. 

Deep Vein Valves: Venographic Study in Normal and Postphlebitic 
States. J. C. Luke.—p. 381. 

♦Raynaud's Disease: Study of Criteria for Prognosis. A. Slain III, F. A. 
CoUer and G. B. Carver.—p. 387. 

Method of Dealing with Arteriosclerotic Popliteal Aneurysms. J. M. 
Janes and J. C. Ivins.—p. 398. 

♦Surgical Management of Secondary Hypersplenism. J. W. Lord Jr. 
—p. 407. 

Experimental Studies of Frozen Homologous Aortic Graft. R. A. 

Deterling Jr., C. C. Coleman Jr. and M. S. Parshley.—p. 419. 

Method of Producing Coarctation of Aorta in Growing Animal. F. 
Gerbode and H. Hultgrcn.—p. 441. 

Cardiac Massage in Operating Room Deaths. C. E. Nelson, M. A. Baba 
and H. G. Burden.—p. 452. 

Failure of Double Jejunal Lumen Gastrojejunal Anastomosis to Protect 
Against Histamine-Provoked Ulcer. J. J. Van Geertruyden.—p. 459. 
Original Drainage Apparatus for Ileostomies and Fistulas. A. Hurwitz. 
—p. 463. 

Theoretical Hazards in Treatment of Pathologic Fractures by Kuntscher 
Intramedullary Nail. L. F. Peltier.—p. 466. 

Ligation and Heparin in Thromboembolic Disease.—During the 
five year period terminating Dec. 31, 1949, several methods were 
used to reduce the incidence of thromboembolic complications 
in 27,802 surgical patients. Routine measures of prophylaxis in¬ 
cluded frequent change of position in bed, early ambulation, 
compression bandages applied before anesthesia and operation 
and maintained until discharge, deep breathing exercises, prompt 
replacement of blood loss, avoidance of abdominal distention 
and of heavy sedation, and prevention of dehydration, electro¬ 
lyte imbalance, and hypotension. In patients in whom there was 
an unusual risk of a thromboembolic complication, especially 
when there was a history of previous embolism, anticoagulants 
and prophylactic superficial femoral vein ligation were em¬ 
ployed. Therapeutic procedures included the following meas¬ 
ures: for phlebothrombosis, bilateral superficial femoral vein 
ligation or anticoagulants; for acute thrombophlebitis, lumbar 
sympathetic block or anticoagulants; for extension of thrombus 
proximal to femoral vein, anticoagulants; for suppurative ilio¬ 
femoral or pelvic thrombophlebitis, ligation of the iliac veins or 
vena cava; for pulmonary infarction without dyspnea, bilateral 
superficial femoral vein ligation or anticoagulants; for massive 
pulmonary embolism, heparin, 50 mg. given intravenously at 
once. Atropine, papaverine, oxygen, and morphine were also 
given. Despite efforts to reduce -their incidence, thromboem¬ 
bolic complications occurred in approximately 1% of patients 
after operation. Phlebothrombosis and thrombophlebitis oc¬ 
curred in 0.65%, nonfatal pulmonary infarction in 0.205%, 
and fatal pulmonary embolism in 0.11% of the patients. The 
incidence of fatal pulmonary embolism probably can be reduced 
only by effective mass prophylaxis, by a clearer understanding of 
the factors causing venous thrombosis, or by the development 
of tests that indicate incipient thrombosis so that effective therapy 
can be instituted. 

Raynaud’s Disease. —Blain and associates propose the adoption 
of the terms “Raynaud’s disease” and "Raynaud’s syndrome" 
as substitutes for the terms “primary Raynaud’s phenomenon” 


J.A.M.A., July 7, I9SI 

and “secondary Raynaud’s phenomenon” in the belief that th' 
will simplify the classification of the disorders under discussio 
Raynaud’s disease is the primary and idiopathic form of it 
phenomenon of paroxysmal spasm of the digital arteries nro- 
during acral ischemia and cyanosis of the digits, bilaterally ami 
symmetrically, in-response to cold and emotions; it is usual v 
relieved by warmth. In its severe form there is a recurring Da in 
ful spasm, narrowing the local vessels, deforming the Li! 
(usually the fingers), and leading to local ulceration and necrosis 
The disease is frequently seen in young women who show other 
evidence of vasomotor instability. Raynaud’s syndrome is always 
the result of some underlying vascular or other disease. Com¬ 
monest of the underlying diseases are the obliterative vascular 
diseases (arteriosclerosis obliterans and thromboangiitis oblit¬ 
erans), the collagen diseases (scleroderma, rheumatoid arthri¬ 
tis, dermatomyositis), thermal injury (frostbite and burns), 
mechanical trauma (use of vibrating tools, such as the pneumatic 
hammer), and the Naffziger syndrome (cervical rib and scalenus 
anticus syndrome). Raynaud’s syndrome may also result from 
lesions of the central nervous system. The prognosis of true 
Raynaud’s disease was studied in 100 patients, who had been 
followed for at least five years. One-fourth progressed to a point 
of tissue loss (ulceration, necrosis, and superficial gangrene) or 
to a point at which pain and other symptoms caused sufficient 
disability for the patients to submit to sympathectomy. In most 
of the remaining three-fourths of the cases the disease ran a 
benign chronic course for from five to 55 years. The one- 
fourth classified as severely progressive cases were characterized 
oftenest by an onset of symptoms between the ages of 15 and 
30 years and rapid progression. Cases in which attacks can be 
precipitated only by cold or in which functional factors are not 
particularly prominent, especially if the onset of the disease 
is before the age of 15 or after the age of 35, are not likely to 
progress to tissue loss or the need for operation. The majority 
of patients undergoing dorsal sympathectomy by techniques used 
in the past will obtain at least temporary relief of symptoms. 
It is believed that more patients will obtain permanent relief 
following the radical postganglidnic sympathectomies now per¬ 
formed. Clinical observations uphold the theory that Raynaud's 
disease is due to both a local fault in the digital vessels and super¬ 
imposed abnormal vasomotor tone. 

Surgical Management of Secondary Hypersplenism.—Idiopathic 
thrombopenic purpura and congenital hemolytic icterus are two 
of the most notable examples of primary hypersplenism. Sple¬ 
nectomy is usually beneficial in both conditions. In secondary 
hypersplenism, first the spleen is enlarged; second the bone mar¬ 
row must be normally active or hyperactive; third there is evi¬ 
dence in the peripheral blood of a reduction below normal of 
one or more or all of the cellular elements, and fourth there 
must be some primary disease entity, with involvement of the 
spleen either directly or indirectly. Splenectomy in properly se¬ 
lected cases is frequently followed by worthwhile improvement 
in the peripheral blood, although the course of the primary, 
basic disease may not be influenced significantly. Blakemore, 
Whipple, and Rousselot have developed satisfactory shunting 
procedures for the relief of portal hypertension on both an intra- 
hepatic and an extrahepatic basis. In patients with secondary 
hypersplenism due to a congestive splenomegaly (portal hyper¬ 
tension), great benefit may be derived by combined splenectomy 
and splenorenal shunt. Five illustrative cases are presented. 


Tennessee Slate Medical Assn. Journal, Nashville 
44:89-126 (March) 1951 

Use of Radioactive Isotopes in Otolaryngology. H. Duncan.—P- 89 - 


West Virginia Medical Journal, Charleston 


47:69-106 (March) 1951 

Common Respiratory Diseases of Infants and Children. E. H. Baxter. 
Economic Need for Adequate Public Health Program in West Virginia. 


B. M. Drake.—p. 78. 

Significance of Ascites. K. Nelson.—p. 81. 
Endaural Operation for Chronic Mastoiditis. 


J. M. Smith.—P- 26. 
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Acta Radiologica, Stockholm 

34:423-560 (Dec.) 1950. 


Partial Index 


^TSsrsaSjrr* -*™ - *~ 

^^SSESt5£5U. wo*, p. »■«»» " 

propanol (BAL). • TubercuIosi ,_ L5nne rblad feels that 
Mass Chest Survey ^ photofluorography of the entire 

case finding by ‘\ Q { JJ e the incidence of tuberculosis 

population is not J { u re he mentions the relatively 
greatly . As causes Jo h.s^.lu^ even in the early 

poor results of present v t jjat it is not eco- 

stages of pulmonary t “ ?effectively all persons with arrested 
nomically feasible to £ h i ungs . Moreover, in 

or intermittently open tuberculoses b£tween x , ay 

persons infected with P ^ may unex p ect edly develop 

surveys at rapidlyPK>8 si g nifican t number of persons to be 

giEnSSS? 

wbhout widespread BCG inoculation, photofluorographic e. - 
animations can hardly produce the desired results. 

Tolerance Dose in Radiologic Work-Hematological examina¬ 
tions and measurements of the exposure to ionizing irradiations 
of the personnel in the radium and roentgen departments °£ 
the hospital in Aarhus, Denmark, disclosed that the tolerance 
dose, which so far was supposed to be 100 milliroentgens per 
day is fairly close to the limit of tolerance of the hematopoietic 
system. Since there is a risk of other harmful effects of exposure 
to this amount of radiation, it is suggested that 100 milltroent- 
gens should be regarded as the maximum permissible exposure 
per week rather than per day. 


Archives of Disease in Childhood, London 
26:1-96 (Feb.) 1951 

Dietetic Approach to Coeliac Affection. W. G. Wyllie, W. W. Payne 
and D. W- Beynon.—p. 4. n 

Alimentary Lesion in Anaphylactoid Purpura. C. L. Balt. p. -«• 

Studies of Cerebrospinal Fluid Circulation in Tuberculous Meningitis m 
Children: II. Review of 100 Pneumoencephalograms. J. Lorber. p. ~j>. 
Pyloric Stenosis in Twins. B. W. Powell and C. O, Carter, p. 45. 

*P>loric Stenosis in Four First Cousins. C. O. Carter and T. R. Savage. 

—p. 50. ' . 

Two Cases of Adrenal Hyperplasia with Adrenal Cortical Insufficiency. 

N. E. France and C. A. Neill.—p. 52. w 

Enterogenous Cyst Causing Corigenital Intestinal Obstruction, h. W. 
Parry.—p. 62. 

Haemopoiesis and Siderosis in Foetus and Newborn. F. A. Langley. 
—p. 64. 

Neurofibromatosis Presenting as Macroglossia. J. 2. Kempton and C. 
Latto.—p. 76. 

Tuberculous Pericarditis. R. M. Todd.—p. 78. 

Tuberculous lschio-Rectal Abscess and Primary Pulmonary Tuberculous 
Complex in Five-Months-Old Infant. B. Gans.—p. 84. 

Bile Pigments in Stools of Infants. S. D. V. Weller.—p. 86. 

Subcutaneous Fat Necrosis of Newborn. A. Holzel.—p. 89. 

Pyloric Stenosis in Four First Cousins.—There is evidence that 
genetic factors play some part in the causation of pyloric sten¬ 
osis. Identical twins appear to be more often both affected than 
fraternal twins of like sex, and the incidence in brothers and 
sisters of children with pyloric stenosis is higher than in the 
general population. A family of 11 brothers and sisters is de¬ 
scribed, five of whom have had children. Of these, four have 
had a child with pyloric stenosis in which the diagnosis was 
confirmed at operation. .This family provides additional evidence 
that genetic factors are in part responsible for the condition. 


An asterisk (•) before a tiUe indicates that the article is abstracted. Single 
case reports and trials of new drugs are usually omitted. 
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Arch. Urug. Med. Cir. y Espec., Montevideo 
37:245-338 (Sept.) 1950. Partial Index 
•Cancer of the Stomach in Uruguay. P. Larghero Ybarz, I. Carrera, 

H. Cardeza and R. Minatta. p. 275. 

Cancer of the Stomach.—Gastric cancer is responsible for 25% 
of all deaths from cancer in Uruguay. The authors report on 
125 cases of gastric cancer. Sixty-five were treated by resection; 
the remainder were inoperable. The procedure of choice was 
an enlarged regional gastrectomy, either total or subtotal, in¬ 
cluding resection of all the regional chains of lymph nodes. The 
tvoe of gastrectomy and the route of approach depended on the 
site and extension of the cancer. The authors favored subtotal 
gastrectomy. The abdominal route was preferred for total gas¬ 
trectomy while the transthoracic route was chosen for resection 
of the ca'rdia and the fundus of the stomach. Splenectomy was 
often indicated. Total gastrectomy was performed on 12 patients 
and subtotal gastrectomy on 53. Of the 12 patients who had 
total gastrectomy six died within the first week (50% operative 
mortality). Four died between three months and one year after 
the operation. Two patients are living, four and 32 months, re¬ 
spectively after the operation. Transthoracic gastrectomy was 
performed in six patients (two total and four subtotal gastrec¬ 
tomies). Three patients died (50% operative mortality), one 
from peritoneal cancer a few months after the operation, and 
two patients are living, two and three years after the operation, 
respectively. In the 49 cases in which subtotal gastrectomy was 
done by the abdominal route the postoperative mortality was 
21.4%. Although nearly all the patients in these groups were 
first seen in an advanced period of cancer, 50% of them were 
living between one and four years after the operation, only six 
in the whole group are living five years after the operation. 

British Journal of Dermatology, London 

63:83-122 (March) 1951 

Basic Concepts in Production and Management of Psychosomatic 
Dermatoses—I. F, E. Cormia. p. 83. 

Some Clinical and Histopathological Notes on Pseudoxanthoma hlas- 
ticum. P. W. Hannay.—p- 92. 

Indeterminate Leprosy: New Clinical Variety. G. H. Findlay, p. 100. 

Recurrent Bullous Eruption of Feet. S. T. Arming. p. 104. 


British Journal of Radiology, London 

24:119-180 (March) 1951. Partial Index 

Histological Changes in Irradiated Carcinoma of Breast. I. G. Williams 
and G. J. Cunningham.—p. 123. 

Low Voltage X-Ray Therapy with Beryllium Window Tube. A. Green, 
W. A. Jennings and R. F. Hendllass.—p. 134. 

Some Observations and Problems of Treatment with Radioactive Iodine 
I m : Report upon Case of Carcinoma of Thyroid with Metastases 
Treated by this Method. G. F. Green, J. F. Tait and R. Worsnop. 
—p. 148. 

Diastematomyelia with Vertebral Column Defects: Observations on Its 
Radiological Diagnosis. T. N. Cowic.—p. 156. 

•Consideration of Certain Sources of Error in Diagnosis of Gastric Ulcer. 
E. D. Palmer.—p. 161. 

Errors in Diagnosis of Gastric Ulcer.—Observations on 30 
patients in whom errors were made in the positive or negative 
diagnosis of gastric ulcer demonstrated the complementary 
functions of roentgenography and gastroscopy in the diagnosis 
of gastric disease. In only one of the misdiagnosed cases did 
the roentgenographic and gastroscopic diagnoses agree in the 
error. The diagnostic errors were correlated with the failure of 
the two methods to corroborate each other. The greatest number 
of errors occurred in lesions on the lesser curvature of the 
antrum. This region of the stomach presents .most difficulties 
to both x-ray and gastroscopic interpretation. To the radiologist 
it is often an area of confusing dynamic deformities and to the 
gastroscopist it often constitutes an entirely blind area. In cases 
of lack of conformity between gastroscopic and roentgenologic 
diagnosis, careful evaluation is necessary before radical treat¬ 
ment is instituted. As a rule, the more serious diagnosis should 
be considered as the correct one. 
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British Medical Journal, London 

1:489-542 (March 10) 1951 

The Hunterian Heritage. M. Page.—p. 489. 

Relation of Shock, Carbohydrate Utilization, and Cortisone to Mitotic 
Activity in Epidermis of Adult Male Mouse. H. N. Green and F. N. 
Ghadially.—p. 496. 

Shock and Neoplasia. H. N. Green and M. Savigear.—p. 498. 
Chemotherapy in Cholera. S. C. Lahiri.—p. 500. 

Incidence and Prevention of Tetanus Among Civilians. E. T. Conybeare 
and W. P. D. Logan.—p. 504. 

Spontaneous Intraperitoneal Ruptuie of Bladder in Puerperium. A. L. 
Deacon.—p. 508. 

Aureomycin and Chloramphenicol in Chancroid. R. R. Willcox.—p. 509. 


Canadian Medical Association Journal, Montreal 

64:187-284 (March) 1951 

'Allergy to Aspirin. C. H. A. Walton and H. W. Bottomley. —p. 187. 
♦Rheumatic Fever Treated with Cortisone and ACTH. J. D. Keith and 
C. A. Neill.— p. 193. 

Prevention of Recurring Manic-Depressive Illnesses. G. H. Stevenson. 
—p. 198. 

Surgical Treatment of Chronic Ulcerative Colitis. W. C. MacKenzie. 

—p. 200. 

'Internal Mammary Coronary Anastomosis in Surgical Treatment of 
Coronary Artery Insufficiency. A. Vineberg and G. Miller.—p. 204. 
Amniotic Fluid Embolism. J. M. Finlay and H. J. Barrie.—p. 210. 
Considerations in Occupational and Industrial Dermatoses. M. Beau¬ 
dry.—p. 213. 

Barriers to Surgery in Mitral Stenosis. L. D. Wilcox and A. J. Grace. 

—p. 218. 

Clinical Results of Prefrontal Lobotomy (Leucotomy). G. H. Steven¬ 
son and H. D. Wilson.—p. 222. 

Hypertension in Two Cases of Renal Artery Occlusion. L. J. Adams, 
M. Notkin and J. E. Pritchard.— p. 224. 

Patients with Emotional Difficulties. F. W. Hanley.— p. 228. 
Barbiturate Poisoning Treated with Modified Electrotherapy. C. Pinch 
and J. J. Geoghegan.—p. 233. 

Use of Trichlorethylene in Obstetrical Analgesia and Anaesthesia. J. J. 
Scales and R. F. Ohlke.—p. 235. 

Relationship of Fibrinogen B to Thromboembolic Phenomena. E. A. 
Ryan.—p. 237. 

Primary Carcinoma of Liver. C. B. Ripstcin and G. G. Miller.—p. 240. 
Suture-Ligation of Patent Ductus Arteriosus in Infancy. W. T. Mus¬ 
tard.—p. 243. 

Intrathoracic Tumours. R. C. Laird.—p. 244. 

Allergy to Aspirin.—The drug most commonly causing severe 
allergic reactions is acetylsalicylic acid (aspirin). The most fre¬ 
quent symptom is asthma, but urticaria, angioneurotic edema 
and rhinitis are fairly common. The occurrence of definite sensi¬ 
tivity to acetylsalicylic acid was observed in 22 of 830 patients 
wilh asthma. All 22 patients manifested asthma when given 
small amounts of acetylsalicylic acid. Several also had urticaria, 
angioneurotic edema, and rhinitis. In addition, three were allergic 
to antihistamines. All the patients were adults, seven men and 
15 women, between the ages of 27 and 64. Half of them had a 
severe degree of asthma as compared to only 13% of the entire 
group of 830. Five of the 22 patients died in the four year study 
period. Necropsy was performed in three, who showed the char¬ 
acteristic changes of fatal bronchial asthma. Clinical reactions 
to acetylsalicylic acid are usually violent and rapid. 

Cortisone and ACTH in Rheumatic Fever,—Twenty-three chil¬ 
dren between the ages of 3 and 14 with rheumatic fever were 
treated with either cortisone or pituitary adrenocorticotropic 
hormone (ACTH). Cortisone was administered twice daily. The 
total daily dose was 100 to 200 mg. in 24 hours. Pituitary adreno¬ 
corticotropic hormone was given every four hours in a total daily 
dose of 40 to 80 mg., depending on body weight. Most children 
were treated for four to six weeks. When evidence of a relapse 
occurred, treatment was resumed and continued for two to three 
additional weeks. Fever and arthritis were promptly relieved. 
The sedimentation rate was restored to normal in most patients 
in three weeks. There was an increase of body weight by an 
average of IV 2 lb. (0.73 kg.) a week during treatment. Gallop 
rhythm frequently disappeared. Subcutaneous nodules dis¬ 
appeared in approximately three weeks in three patients. Chorei¬ 
form movements ceased in three weeks in four cases. There was 
usually an appreciable rise in hemoglobin and hematocrit dur¬ 
ing treatment. There was no significant change in heart murmurs. 
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Changes in heart size were not significantly different from those 
observed in children treated with bed rest and salicylates The 
sedimentation rate frequently rose after administration of the 
hormone was discontinued, but usually the rise was transient 
In other cases administration of the drug had to be resumed 
for an additional period. Patients with chronic heart failure 
were not improved by such treatment, and in one patient the 
failure became more pronounced during treatment. Two patients 
with acute heart failure in the first attack of rheumatic fever 
were quickly and dramatically improved when hormone therapy 
was instituted. " 

Surgical Treatment of Coronary Artery Insufficiency._When 

the internal mammary artery of a dog is experimentally im¬ 
planted into the ventricular myocardium it forms new arterial 
branches that anastomose with the left coronary circulation. 
When this occurs the heart is protected against infarction fol¬ 
lowing the ligation of the anterior descending branch of the 
left coronary artery. Those animals that survive such a liga¬ 
tion, however, die or an infarction develops when the implanted 
internal mammary artery is occluded. Thus an internal mam¬ 
mary coronary artery anastomosis has functional value in re¬ 
lieving artificially produced coronary artery insufficiency. These 
experiments suggest that an internal mammary artery implant 
may be valuable in the treatment of human coronary artery 
insufficiency. The internal mammary artery was implanted in 
the ventricular myocardium of three patients with coronary 
artery insufficiency, who were carefully selected and treated by 
a medical-surgical team. The use of quinidine preoperatively 
and postoperatively and of procaine hydrochloride during the 
operation is important in preventing ventricular fibrillation. The 
first patient died two and a half days after operation. Death 
was due to a recent coronary thrombosis, which, according to 
the authors, developed because of the low blood pressure that 
was present throughout the operation. Necropsy revealed that 
the internal mammary artery was completely patent 62 hours 
after the implantation. Despite the burying of an open vessel 
in the myocardium, there was no evidence of hemorrhage or 
intramural hematoma. In the two other patients the blood pres¬ 
sures were maintained above 100 mm. of mercury throughout 
the operation by means of a continuous intravenous drip of 
phenylephrine (neo-synephrine®) hydrochloride. Both patients 
recovered and appeared to have been improved at the time of 
discharge. It is still too early for definite evaluation of the 
operative results. 

Deutsche medizinische Wochenschrift, Stuttgart 

76:229-260 (Feb. 23) 1951. Partial Index 

Menstruation Cycle and Ovulation: Uncertainty of Computation of Fertile 
Period and Hormone Therapy. H. Franken.—p. 229. 

Criticism of Treatment of Climacteric Secondary Phenomena with Ovar¬ 
ian Hormone. H. R. Schmidt-Elmendorff.—p. 232. 

Study of Homologous Serum Hepatitis. K. Franke and G. A. Raven. 

—P. 234. . 

'Psittacosis and Its Treatment with Aureomycin: New Experiences Gaineu 
in Small Epidemic. H. Hamke.—p. 246. 

Aureomycin in Psittacosis.—Eight cases of psittacosis, six of 
them occurring in two families, are reported. The patients were 
between the ages of 21 and 48. The infection was transmitted by 
parrots bred in Germany. The course of the disease was mod¬ 
erately severe or severe in seven patients and mild in the young¬ 
est patient. One patient died. All patients had the characteristic 
symptoms of the disease. Necropsy v as performed in the fata 
case, and the psittacosis virus was isolated. The complemen 
fixation reaction was strongly positive in four patients and dou - 
ful in three. Treatment with quinine and calcium combine , 
sulfathiazole, penicillin and streptomycin failed. Three patients 
were treated with aureomycin. A dose of 500 mg. evcry 
hours was given orally. The total dose administered was 4,uuu 
mg The temperature was restored to normal within 24 hours, 
and all patients recovered. The effect of the drug did not depend 
on the time at which treatment was instituted. The P r0 ?'’. < ?? ,:> 
of-psittacosis has been decisively improved by the possiwii > 
of treatment with aureomycin. 
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Edinburgh Medical Journal 

57:561-630 (Dec.) 1950 

Filariasis. J. H. Bowie, p. 561. 

Surgical Significance of Intestinal Vascular Patterns. J. A. Ross.—p. 572. 
Place of Chemotherapy in Treatment of Pulmonary Tuberculosis: Report 
on 102 Cases. C. Clayson.—p. 5S0. 

Effect of Heparin on Plasma Cholesterol. D. P. Basu and C. P. Steivart. 
—p. 596. 

Gastroenterologia, Basel 

76:127-254 (Nos. 3 & 4) 1950/51. Partial Index 
Gastric Sarcoma, Its Clinical, Roentgenologic and Endoscopic Diagnosis. 

A Frank and W. Naumann.—p. 127. 

Sequelae After Gallbladder Operations and Their Treatment. R. Boiler. 

•Relabons^Betiveen Ulcer Disease and Adrenals: Hormone of Adrenal 
Cortex, Adrenalin, Sodium Chloride and Histamine in Therapy of 
Peptic Ulcer. L. Biro and G. Nagy.—p. 169. 

Peptic Ulcer and the Adrenals.—The following evidence sug¬ 
gests a relationship between peptic ulcer and the adrenals: 1. 
Normal functioning of the adrenal cortex is necessary for main¬ 
taining the mucous membranes of the gastrointestinal tract 
in a healthy condition. 2. Twenty per cent of patients dying 
from Addison’s disease have peptic ulcer. 3. Hypotension, one 
of the most important symptoms of adrenal insufficiency, is 
also frequent in patients with peptic ulcer. These and other 
indications induced a number of investigators to treat ulcer 
patients with desoxycorticosterone acetate. This substance was 
employed in the 133 ulcer patients reviewed here. Many of 
these patients had symptoms characteristic of adrenal insuffi¬ 
ciency; for instance, 42.1% had asthenia, 50% had low blood 
pressure and about 60% had a positive reaction to the (Cutler) 
potassium and water tolerance test. The 17-ketosteroids were 
determined in 14 ulcer patients, and in 10 the values were ab¬ 
normal. It was found that treatment with desoxycorticosterone 
acetate caused rapid disappearance of the peptic ulcer, particu¬ 
larly in patients who had signs of adrenal insufficiency. Treat¬ 
ment with sodium chloride and epinephrine produced similar 
therapeutic results. There was a parallelism between the healing 
of the ulcer and the disappearance of the signs of adrenal hypo- 
function. Extracts of the adrenal cortex are far less efficacious. 
Histamine treatment is successful mainly in gastric ulcer. 
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mortem examination revealed existence of hemosiderin. The 
authors concluded that the case was one of cirrhosis of the liver 
in association with diabetes mellitus and melanoderma of un¬ 
known origin. The suprarenal cortex was found to be normal 
by necropsy. 

Journal of Clinical Pathology, London 

4:1-128 (Feb.) 1951. Partial Index 

Review of Modern Methods in Histochemistry. A. G. E. Pearse.—p. 1. 
Normal Platelet Count in Man. A. W. Sloan.—p. 37. - 
Plasmacytosis an Bone Marrow in Rheumatoid Arthritis. F. G. J. 
Hayhoe and D. R. Smith.—p. 47. 

•Emergency Methods for Rhesus Group Determination. J. C. F. Poole 
and G. C. J. Williams.—p. 55. 

Estimation of Dicoumarin in Blood. M. Lubran.—p. 63. 

Improved Culture Methods for Detection of Ps. Pyocyanea. E. J. Low- 
bury.—p. 66. 

Excretion of Pregnanediol and 17-Ketosteroids During Menstrual Cycle 
in Benign Hirsutism. W. H. H. Merivale.—p. 78. 

Methods for Rli Group Determinations.—According to Poole 
and Williams, the most reliable method for Rh group determi¬ 
nation is probably the standard tube method. This technique 
has only one serious disadvantage: it may take as long as two 
hours to perform, although occasional high avidity anti-D serums 
will give clearcut results in 30 minutes or less. For emergency 
Rh typing quicker procedures are desirable. This report com¬ 
pares three methods. In 917 determinations of Rh groups by 
the Chown capillary tube method, 20 erroneous results were 
obtained, nine being false positive and 11 false negative. At the 
same time, observations were made with the standard tube 
method, which gave no false results in this series. False positive 
Chown tests appear to be due to rouleau formation when sus¬ 
pensions of cells in serum are used; this can be avoided by the 
use of saline suspensions. False negative results can be obtained 
by the Chown test if insufficient time is allowed for the develop¬ 
ment of a positive result. Factors delaying its appearance arc 
dilution, the use of saline as opposed to serum suspensions and 
the use of blood specimens more than five days old. A rapid 
method, which gave no discrepancies in 450 tests carried out 
concurrently with the standard tube method, consisted of the 
incubation of the tube for 10 minutes at 37 C. followed by 
centrifugation for five minutes at 2,000 to 2,500 rpm. 


Hospital, Rio de Janeiro 

39:165-296 (Feb.) 1950. Partial Index 
•Cervical Vertebral Syndrome. P. Nava.—p. 195. 

•Interesting Clinical Syndrome: Melanodermia, Cirrhosis of the Liver and 
Diabetes Mellitus. W. Saad Hossnc and J. E. Dutra de Oliveira. 
—p. 275. 


Cervical Vertebral Syndrome_Nava reports on two patients 

with a malformation of cervical vertebrae that results in contact 
of two or more spinous processes on extension of the neck 
(kissing spine). This was associated with local and radiating pain. 
A similar condition has been described in the lumbar region 
by Michoite. One of the patients, a woman aged 46, had severe 
pain in the neck, contraction of the superior and medium bundles 
of the trapezius, forward projection of the head and limited 
rotation and flexion of the neck, extension of which was im¬ 
possible because of stabbing pain. Roentgen examination showed 
contact of the spinous processes of the fourth, fifth and sixth 
cervical vertebrae. The otfier patient, a man aged 54, com- 
P ained also of pain in the neck radiating to the right shoulder 
joint and shooting pain in the right arm and hand. Roentgen 
examination showed contact of the spinous processes of the 
ourt and fifth cervical vertebrae. These two cases confirm 
tciottes observations and establish the existence of a new 
syn rorne of pain in the neck and shoulders, for which the 

xr i° r S !‘ 8SCSU tbe name of cervical vertebral syndrome or 
Michotte s syndrome. 


Liver ‘“‘“'^ndronie: Melanoderma, Cirrhosis of 

is rare tb.' 3 “ cs — The case described by the autl 

a nrocre«ive P r IClU ’ ^ , S ‘ ri 14 years old > had fr° m the age < 
hepatic cirrh'ns'' 5 ' 3 ^ v, CharaCterizeJ by pigmentation of the s 
lating hematochrn 1 * Sp ! enome Salia and diabetes mellitus si 
S hcmalochr omatosis. Neither biopsy of the skin nor p 


Journal Obstet. & Gynaec. Brit. Empire, Manchester 

58:1-100 (Feb.) 1951. Partial Index 

Antidiuretic Activity of Saline Extracts of Normal and Toxaemic 
Placentas. F. B. Byrom.—p. 1. 

Antidiuretic Substance in Urine During Pregnancy and Its Frequent 
Association with Bacterial Growth. V. I. Krieger, H. M. Butler and 
T. B. Kilvington.—p. 5. 

Therapeutic Effect of Subsequent Pregnancy in Simmonds* Disease: 

Case Report. R. Murdoch and A. D. T. Govan.—p. 18. 

Geometries of the Pelvic Outlet. H. C. H. Bull.—p. 22. 

•Premature. Separation of Normally Situated Placenta Due to Foetal 
Suicide. J. A. Chalmers.—p. 33. 

•Abnormal Lactation. G. L. Foss and D. Short.—p. 35. 

Uterovenous and Uterolymphatic Intravasation in HysterosaJpjngography. 
A. Drukman and S. Rozin.— p. 73. 

Experiences with Di-Hydro-Ergotamine in Treatment of Primary Uter¬ 
ine Inertia. R. C. Gill and J. M. Farrar.—p. 79. 

Bilateral Renal Cortical Necrosis in Obstetric Practice. I. MacGiilivray. 
—p. 92. 

Premature Separation of Placenta: Fetal Suicide.—A primi- 
gravida, 17, was hospitalized with mild toxemia of pregnancy. 
With bed rest and sedatives, the blood pressure fell in a few 
days and the edema disappeared. Discharge from the hospital 
seemed justified when suddenly, following particularly violent 
fetal movements, she complained of severe abdominal pain and 
vaginal bleeding. She was in moderate shock, and the uterus 
was stony hard and tender. No fetal heartbeat could be heard. 
After a rapid labor she was delivered of a well-preserved, still¬ 
born fetus, followed immediately by the placenta and a mass 
of retroplacental clot. The umbilical cord was wrapped once 
around the right ankle of the child, then twice round the right 
wrist and once around the right hand. The length of the cord 
was 23 in. (60.96 cm.) but, because of the turns around the 
limbs, only 4 in. (10.16 cm.) of cord remained free between the 
right hand and the placental insertion, which was eccentric. 
The separation of the placenta was probably due to avulsion of 


970 


MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., July 7, 19 5I 


the placenta as a result of traction on the cord by the fetus 
itself. It seems probable that the mechanism that Duff (1950) 
described as a possible cause of antenatal separation of the cord 
has been operative in this case. The mild toxemia may have been 
associated with some decidual deterioration, which may have 
made the placenta more liable to separation as a result of traction 
by the fetus. 

Abnormal Lactation.—Five cases of abnormal lactation are re¬ 
ported, one in a young virgin and the rest in women who had 
borne children. In one case lactation followed hysterectomy, 
in two there was evidence of pituitary overactivity, and in one 
there was pituitary deficiency. It is known that nursing may 
prolong lactation almost indefinitely in women who have pre¬ 
viously breast-fed children. Nursing in combination with strong 
psychogenic stimuli or even psychotic symptoms may initiate 
lactation in nulliparas or virgins. Possibly, organic brain dis¬ 
ease affecting the mesencephalon or hypothalamic nuclei may 
occasionally be responsible. In another group, endocrine influ¬ 
ences, due to pituitary tumors with excessive output of anterior 
lobe hormones, or adrenal cortical tumors, may stimulate lacta¬ 
tion. The only point of possible significance in the 16 year old 
girl whose case is reported is that the output of 17-ketosteroids 
had increased. If this is confirmed during further observation 
it is possible that lactation may be due to pituitary hyperfunc¬ 
tion or some hypercorticoid syndrome. The almost complete 
amenorrhea suggests combinations of endocrine imbalance lead¬ 
ing to persistent lactation and uterotubal atrophy. 

Klin. Monatsbl. fur Augenheilkunde, Stuttgart 

118:1-112 (No. 1) 1951. Partial Index 

The Process of Vision and Visual Substances. G. von Studnitz.—p. 1. 
Treatment of Strabismus. F. Hentschcl.—p. 23. 

Form of Strabismus and Surgical Treatment. H.-F. Piper.—p. 33. 

'Eye Complications in Benign Leptospiroses. M. Doret and A. Rohm. 

-p. 51. 

Toxoplasmosis with Special Consideration of Ocular Symptoms. W. 

Straub.—p. 66. 

'Corneal Dystrophy and Cataract as Sequel of Thyroidectomy. H. Pau. 

-P. 75. 

Ocular Complications in Leptospiroses.—The following benign 
leptospiroses are briefly discussed: (1) harvest, field or mud 
fever, in which Leptospira grippotyphosa, L. sejroe and L. aus¬ 
tralis have been isolated; (2) canicola fever (L. canicola) and 
(3) swineherd’s disease (L. pomona). The histories of eight pa¬ 
tients are presented in whom ocular symptoms developed, during 
infection with L. canicola in three cases, L. pomona in four 
cases and L. australis in one case. Six of the patients had irido¬ 
cyclitis and two had temporary papilledema. It is assumed that 
the papilledema was directly connected with the meningitic 
process that characterized the leptospirosis. The iridocyclitis 
that develops in the course of leptospirosis may be either a 
benign form, which heals without sequelae and causes only 
slight opacities in the vitreous humor, or a more serious form, 
which is resistant to treatment, causes a great decrease in visual 
acuity and generally causes a characteristic membranelike 
opacity in the vitreous. One of the eight patients here reviewed 
had four successive attacks of iridocyclitis in the course of 18 
months. As far as the authors were able to ascertain, this was 
the first case of this type that occurred in connection with 
leptospirosis. They also concluded that the severe forms of 
leptospiroses were the ones most likely to produce ocular symp¬ 
toms. On the other hand, there was apparently no connection 
between the occurrence of ocular symptoms and the type of 
Leptospira. 

Corneal Dystrophy and Cataract After Thyroidectomy.—Severe 
tetany developed in a woman aged 55, who had been subjected 
to thyroidectomy on account of toxic goiter. Her blood calcium 
content decreased to 8 mg. per cent, and she had tetanic attacks. 
Tetanic cataracts became evident six months after operation, 
and somewhat later parenchymatous opacities of the cornea 
developed in both eyes with the characteristics of an epithelial 
corneal dystrophy. Whereas the lenticular opacities were prob¬ 
ably the result of lesions of the parathyroids, the inflammation 
of the cornea was presumably caused by lesions of the thyroid, 
parathyroids, and cervical sympathetics and by sympathetic 
.changes incident to the menopause. 


Lancet, London 


1:481-538 (March 3) 1951 

Theory Cerebral Localisation. W. Gooddy and W. McKissock 

•Role of Adrenals in Production of Renal and Cardiovascular Damir, 
by Anterior Pituitary Preparations. H. Selye.—p. 483. 1 

•Female Carrier of Haemophilia: Clinical and Laboratory Study c 
Merskey and R. G. Macfarlane.—p. 487. 

Effect of Aminophylline in Emphysema. A. G. W. Whitfield, W. »i 
Arnott and J. A. H. Waterhouse.—p. 490. 

Production of Hypochlorhydria by Beta Radiation of Stomach. D. M. 
Douglas, VV. R. Ghent and S. Rowlands.—p. 492. 

Neurological Complications of Undulant Fever: Clinical Picture A 
Nelson-Jones.—p. 495. 

Local and General Treatment of Acute Extensive Burns: Open-Air 
Regime. T. G. Blocker Jr,—p. 498. 

Exposure Treatment of Burns. A. B. Wallace.—p. 501. 

Alkali-Dissolved Diphtheria Toxoid-Antitoxin Floccuies Adsorbed on 
Aluminum Carriers: Immunisation of Adults. J. H. Mason.—p. 501. 

Cumulative Action of Decamethonium Iodine. C. T. Barry, J. Straton 
and A. R. Sutherland.—p. 507. 

Trial of Tween 80 in Patients with Loss of Weight After Partial Gas¬ 
trectomy. J. Badenoch, S. C. Truelove and J. N. Ward-McQuaid. 
—p. 508. 


Cirrhosis of Liver in Refrigeration Engineer Attributed to Methyl 
Chloride. M. W. W. Wood.—p. 508. 

Use of Transparent Film Envelopes for Syringe Service. J. E. Mc¬ 
Cartney.—p. 509. 

Streptomycin in Postdysenteric Arthritis. R. N. Chaudhuri, H. Chakra- 
varti and M. N. Rai Chaudhuri.—p. 510. 


Adrenals in Collagen Disease.—Simultaneous treatment with 
lyophilized anterior pituitary and cortisone produces the picture 
of “collagen disease” or “hyalinosis” in the rat, characterized 
by eventually fatal malignant nephrosclerosis with myocarditis 
(resembling that seen in acute rheumatic fever) and periarteritis 
nodosa. Adrenalectomy completely prevents these renal and 
cardiovascular lesions. It is concluded that the active factor in 
lyophilized anterior pituitary exerts its principal toxic effects 
only in the presence of functioning adrenal tissue. The so-called 
growth hormone, or somatotropic hormone, accurately repro¬ 
duces the hyalinosis syndrome caused by lyophilized anterior 
pituitary. This effect of somatrotropic hormone can be inhibited 
by cortisone but only under conditions that permit the latter 
to induce pronounced adrenocortical atrophy. Cortisone fails 
to cause adrenal involution in rats treated with lyophilized 
anterior pituitary, since the latter is rich in pituitary adreno¬ 
corticotropic hormone. This agrees wiih the view that lyophil¬ 
ized anterior pituitary preparation causes hyalinosis by virtue 
of the somatotropic hormone it contains and that the patho¬ 
genicity of somatotropic hormone depends largely on the func¬ 
tional capacity of the adrenal cortex. In many respects pituitary 
adrenocorticotropic hormone and the glucocorticoids (such as 
cortisone), on the one hand, and somatotropic hormone and the 
mineraiocorticoids (such as desoxycorlicosterone), on the other, 
have diametrically opposed effects. Hence, the requirements for 
pituitary adrenocorticotropic hormone or cortisone in ciimea 
medicine are probably also largely dependent on the presence 
of somatotropic hormone and of mineraiocorticoids in the 
organism. 


i'emale Carrier of Hemophilia.—A clinical and laboratory stu y 
if the female carrier of hemophilia was made in an attempt to 
onfirm the claims that a demonstrable coagulation defect exists 
i these women. The carriers, as a group, were more liable o 
bnormal hemorrhage, especially after tooth extraction. Occa- 
ional abnormal results were also obtained with laboratory te 
ar coagulation time and prothrombin consumption during 
oagulation. These results were too indefinite and inconsls 
a be of diagnostic value. The methods at present aval a c 
leasuring the efficiency of blood coagulation do not seem o 
snsitive enough to unmask the relatively slight defect tha 
e present in the female carrier of hemophilia. In no’ cast 
le female carrier group did the clinical history and la °° y _ 
bservations bear more than a superficial resemblance t 
hilia in the male. In view of the abnormalities found 
f these carriers it is hoped that future work may revea s 
onstant characteristic that will allow their recogmt 
arly life. 
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Medical Journal of Australia, Sydney 

1:105-136 (Jan. 20) 1951. Partial Index 

•Aetiology of Diabetes MeUtWS- E- Derate P n3. 

Pathological Aspects ol 

Why Diet the DiabeUc. B. u ■ W 0 Lancaster ._p. 117. 

“■ J - Bornstein and 

P. Txewhejla.—P..H9. 

1:137-172 (Jan. 27). 1951. Partial Index 

Nursery Infections. &• rf P ' C Me." 1 . Nattrass.-p. 142. - 

Ovarian Pregnancy, with Report p ojsooin g in-Children. W. B. 

MetlraemoglobinMmia Resuitins 

Macdonald.—p. 145. 

, n-..hMellitus.—The etiology of diabetes mel- 
Etiology of complicated problems.-The isolation 

litus P r “ enls f its incalculable value in clinical medi- 
of insulin, p ■ am0U nt of clinical and experimental 

cine ^™“' a f no a Jfuming opinion away from Allen’s concept 
work, w i oancr eatic origin of diabetes and even from the 
1 ihrt T is a single disease entity. Autopsy material from 
l( k? )lV> e, lVL . ajed from diabetes has failed to show char- 
patiens w the islet cells in many instances. Diabetes 

aC Mnm occurs either during the course of or as a sequel to acute 
pancreatitis- Assays of the insulin content of the pancreas from 
diabetics have on occasion yielded normal values. Dowme con¬ 
cludes that the experience of the past 30 years has swung medt- 
eil thought and opinion awayfrom the view 
as a result of a primary pancreatic deficiency. The one essential 
feature of diabetes mellitus is hyperglycemia, which may arise, 
at least in'soWe instances, from increased utilization, destruc¬ 
tion, or inhibition of insulin rather than from a primary de¬ 
crease in its'production. Much remains to be discovered, but at 
present diabetes mellitus is better regarded as a symptom com¬ 
plex resulting from any of several causes than as a disease 
sui generis. 

1:173-208 (Feb. 3) 1951. Partial Index 

Systemic Mycosis Due to Monilia Albicans. J. V. Duhig and M. Mead. 

Effect of ^Minute Preliminary Doses of Methylcholamhiene upon Sub¬ 
sequent Carcinogenic Doses in Mice. C. P. O’Flynn, p. 18-- 
Changing Place of Caesarean Section. J. W. Johnstone, p. 188. 


1:209-244 (Feb. 10) 1951. Partial Index 
Intrauterine Foetal Abnormalities. D. G. Maitland, p. 214. 

Cutaneous Melanoma. D. Yeates.—p. 215. 

Arteriosclerosis Obliterans Involving Upper Limbs: Case Report, r. 
Rundle.—p. 224. 

Polyradiculoneuritis in a Child, D. C. Henchman.—p. 225. 


1:245-280 (Feb. 17) 1951 

“Destruction and Death: Can We Apply the Brake?” R. Southby. 
—p. 245. 

Acute Anterior Poliomyelitis. S. G. Bradfield.—p. 250. 

Treatment of Anterior Poliomyelitis. W. D. Sturrock.—p. 252. 

Some Problems in General Practice. L. Hurley.—p. 254. 

Cysts and Diverticula in Region of Caecum, with Report of Two Cases. 
K. V. Smith.—p. 259. 

1:281-316 (Feb. 24) 1951 

Some Medical Aspects of Atomic Warfare. S. R. Burston.—p. 281. 
Recent Advances in Rheumatology, Physical Medicine and Rehabilita¬ 
tion. P. Alpers.—p. 286. 

Preventive Orthopaedics and the Physiotherapist. J. Macnamara.—p. 293 
Some Observations on Undergraduate Training in Obstetrics and 
Gynaecology, G. S. Adam.—p. 293. 

Study of Significance of Rh Antibody Titration During Pregnancy. 
«. L Arnold, R. J. Walsh and R. Herzger.—p. 301. 


Aledizinische Klinik, Munich 

■46:289-316 (March 9) 1951. Partial Index 

Sjmpathetic Functions of Children with Tuberculous Meningitis Dur- 
g an Allcr Treatment with Streptomycin, Thiosemicaibarone and 
Aci ?- w - Leulerer and G. Lull.—p. 289. 
v CS e* n ^^ieremial Diagnosis and Its Action on Sympathetic 
‘Venous System. H. Book.—p. 294. 

Treatmrm ■ Aureom l;' c in in Urinary Infections. A. Brettler.—p. 297. 
Legal ti»l Strc P t ° n ')'ein-lnduced Eczema. H. A-_Oerleke.—p. 302. ’ 

S Aspects of Medical Licensure. F. Neukamp.—p. 303. 

iherinemf 0 10 ^ rinar} Jnfertions.—Aureomycin has a wide 
of eram.nn!h^ trum in t!lat i[ “ active against a large number 
ponance'bi i,m? a - S T" 35 gram-negative organisms. Its im- 
logic therapy is due to the fact that it is active 
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During prolonged treatment with aureomycin i 

do not show a tendency to become resistant as ,s the casemt 

ing treatment with penicillin and streptomycin. Aureomycmrt 

almost nontoxic; daily oral doses of from -5 6 . , 

up to 300 mg. per kilogram of body weight are tolerated It has 

no harmful effects on liver function, hematopoiesis, ’ 

or nervous functions. Nausea, vomiting, and a sensation p 
sure in the upper abdomen are occasionally observed, lne l 
tories are presented of several patients who had urinary infection 
and who were treated with aureomycin. Most of these patien s 
could be discharged with sterile urine; their fever rapidly sub¬ 
sided, and duration of treatment and of hospitalization was short¬ 
ened. Control examinations in two patients one month later 
revealed that the urine was still sterile. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
95:333-428 (Feb. 3) 1951 

Benign Acute Pericarditis. A. C. M. Lips and A. Kooman.—p. 363. 
Protoporphyrin Content of Red Blood Corpuscles in Diagnosis of 
Anemia. C. D. de Langen.—p. 368. 

• 'Cause of Hemorrhages During Treatment with Aminopterin. S. van 
Creveld, M. M. P. Paulssen and S. K. Teng.— p. 374. 

•Mercury Poisoning as Cause of Acrodynia. H. J. Peters.— p. 378. 

Cause of Hemorrhages During Use of Aminopterin.—Since van 
Creveld and his associates were unable to explain the hemor¬ 
rhages occurring in patients receiving 4-aminopteroylglutamic 
' acid (aminopterin) for leukemia or other diseases on the basis 
of changes in the blood platelets or heparinlike substances, they 
investigated other factors-that play a part in coagulation, par¬ 
ticularly the Ac-globuiin (accelerator globulin). Their studies 
in'two patients indicated that a decrease in this clotting factor 
is probably responsible for the hemorrhages that frequently oc- 
. cur during treatment of leukemia with aminopterin. 

Mercury Poisoning as Cause of Acrodynia.—In the 2 year old 
- boy whose case is reported acrodynia developed as the result 
of treatment with mild mercurous chloride (calomel). Patch tests 
proved hypersensitivity to mercury, and the urine contained 
large amounts of mercury. The symptoms of acrodynia sub¬ 
sided following treatment with dimercaprol (BAL). The author 
cites several other reports from the literature in which children 
in whom acrodynia developed following treatment with mer¬ 
cury preparations were effectively treated with dimercaprol. 

95:429-496 (Feb. 10) 1951. Partial Index 

Testosterone Propionate for Palliative Treatment of Patients with 
Metastases of Carcinoma of Breast. A.- Hofmans.—p. 437. 

•Genital Tuberculosis in Women. L. I. Swaab.— p. 442. 

•Pulmonary Changes in Brucellosis. N. G. M. Orie and E. H. van 
Embden "Andres.—p. 447. 

Megaloblastic Anemia in Presence of Intestinal Strictures and Anasto¬ 
moses. M. C. Verloop and E. Florijn.—p. 454. 

Genital Tuberculosis in Women.—Tuberculosis of the female 
genitalia, usually develops by the hematogenic route from foci 
■ in other organs; the uterine tubes are nearly always involved, 
whereas the ovaries are involved in only about a third of the 
cases and the uterus (endometrium) in from one-half to three- 
fourths of the cases. Clinically, tuberculous salpingitis does not 
differ from other forms of adnexitis. Of the various methods 
used to establish the definite nature of the adnexitis, curettage 
is the one most widely used, although exploratory laparotomy, 

. salpingography, and culdoscopy are also occasionally employed. 
Curettage is occasionally followed by exacerbation of the tuber- 
• culous process, and a case is cited to illustrate this. Inoculation 
of menstrual blood into guinea pigs is a harmless method, which 
can be valuable in' establishing the tuberculous nature of sal¬ 
pingitis, as is demonstrated by a case report. Paraaminosalicylic 
■acid seemed to be of no particular value in tuberculous 
salpingitis. 


Pulmonary Changes in Brucellosis.-A man, 24, had pulmonary 
- symptoms and roentgenologic signs of pulmonary involvement 
He had had contact with cattle infected with brucellosis and 
his pulmonary symptoms could be traced to no other cause than 
the brucellosis. This case induced the authors to investigate the 
occurrence of pulmonary changes in nine other cases of br.irel 
lots m their records. In six of these cases cough was an im 
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Ioeic examination. Patients with indolent ulcers were excluded. 
After the production of a moderate pneumothorax, roentgen 
examination was done so that it might be ascertained whether 
the layers of the pleura were free. With the patient under local 
anesthesia and with the aid of a trocar, the thoracoscope then 
was pushed into the pleural cavity, within the anterior to median 
axillary line through the fifth to the sixth intercostal space. 
The entire course of the sympathetic nerve and the branching 
off of both the splanchnic nerves could be seen in the posterior 
thoracic cavity. A simple device, consisting of a bicycle spoke 
whose end had been bent at an angle of 130 degrees and ground 
to a point, was inserted with the aid of a second trocar puncture. 
A slight incision was made easily in the pleura, and the 
splanchnic nerve was wound around the point of the spoke. The 
patient felt a characteristic pain in the gastric region on either 
the left or the right side, and microscopic examination of the 
removed nerve provided additional proof that the proper nerve 
had been removed. After the intervention the patients were fol¬ 
lowed up for five to 21 months. All the patients had immediate 
pain relief. Some had vomited seven to eight times a day before 
the intervention. No vomiting occurred after the intervention. 
Increases in weight up to 40 pounds (19 kg.) were observed 
within one year. All patients were placed on a normal diet and 
remained free of complaints. Ten days to six weeks after the 
intervention the ulcer niche could no longer be demonstrated 
on roentgenological examination. The regular presence of two 
to three myelinated fibers was revealed by systematic examina¬ 
tion of the removed splanchnic nerve, and thus again physio¬ 
logical proof was provided of the presence of vagus fibers in 
the splanchnic nerve. An alternate functional play between the 
apparently antagonistic systems of vagus and sympathetic nerve 
is suggested. Overstimulation of the sensitive sympathetic nerve 
in connection with emotion causes secondary stimulation of the 
vagus. The splanchnicectomy eliminates pain, and thus the 
stimulating impulses from the center to the neuromotor-secre¬ 
tory system of the vagus are abolished. 


Intravenous Administration of Paraaminosaiicylic Acid.—Con¬ 
tinuous intravenous drip of paraaminosaiicylic acid solution has 
been used satisfactorily for the treatment of tuberculous men¬ 
ingitis. Intermittent intravenous administration of a solution 
of sodium paraaminosaiicylic acid in distilled water was used 
in the treatment of 40 tuberculous patients, in 14 of them before 
and after excision of the lung or decortication, in nine during 
acute exudative tuberculosis of the pleura, in seven following 
recent hematogenous or bronchogenous dissemination and in 10 
after pneumonolysis or plastic operations. Every day for 10 to 
12 days 500 cc. of a 4% solution were administered slowly 
(30 drops per minute) within 3 to 595 hours. The advantage of 
the intravenous over the oral administration of paraamino¬ 
saiicylic acid consists in the high concentration of the drug in 
the blood and in its independence of the gastrointestinal tract. 
The drug was well tolerated. Nausea, vertigo or tendency to 
collapse were observed only if the solution was administered 
in less than three hours. The prothrombin time did not diminish, 
and the incidence of distant thrombosis was not increased. Intra¬ 
venous administration of paraaminosaiicylic acid has proved 
particularly valuable after extensive surgical procedures on the 
ungs, because the site of the operation is constantly washed 
y a pleural exudate containing large amounts of the drug. With 
a single daily intravenous infusion of the drug an effective con¬ 
centration was obtained in the pleural exudate of patients with 
tuberculosis of the pleura, thus making repeated intrathoracic 
injections of irritating hypertonic solution unnecessary. Massive 
ematogenous dissemination was controlled with six intravenous 
m usions of 20 gm. of paraaminosaiicylic acid combined with 
penicillin and sulfamethazine. Patients who hardly responded 
o t le oral administration of the drug responded well to inter¬ 
mittent intravenous administration. This method proved par¬ 
ticularly effective in those cases in which a most intensive 
bacicriostasis had to be obtained over a short period. Intermit- 

should be' e e° U V ad | nini ? lrati0n ° f P araan,, nosalicylic acid 
poSe “’'"h' 1 *' 1 W " h therapy whenev„ 


Semairte des Hopitaux de Paris 

27:753-786 (March 6) 1951. Partial Index 

•Transmission of Malaria. J. Lebon and G. Senevet.—p. 753. 

Treatment of Acute Malaria. J. Lebon and M. Fabregoule.—p. 755. 

Transmission of Malaria.—Malaria may be transmitted not only 
by the bites of infected mosquitoes but also by blood trans¬ 
fusion, contaminated hypodermic syringes, and prenatally. The 
possibility of the passage of plasmodia from the mother to the 
fetus is to be considered as established by the demonstration 
of plasmodia in the blood of the umbilical cord or in the organs 
of a newborn infant. Further proof of this mode of transmis¬ 
sion has been provided by the occurrence of attacks of malaria 
in newborn infants several days after birth in countries in which 
malaria is not endemic. Transmission of malaria by blood trans¬ 
fusion may be intentional, as in fever therapy. Involuntary inocu¬ 
lation by blood transfusions, on the contrary, is a regrettable 
complication, which may be prevented by blood tests performed 
on the donors before the transfusion, although it must be ad¬ 
mitted that often parasites could not be demonstrated even in 
thick films obtained from donors with malaria. Plasmodium 
malariae was the pathogenic agent observed most frequently 
by occidental authors in cases of this type. It seems that the risk 
of transmission has not been reduced by the use of preserved 
blood because of the maintained vitality of the plasmodia. More 
than 200 cases of transmission of malaria by contaminated hypo¬ 
dermic syringes, 47 of them fatal, have been listed in world 
literature. The authors emphasize the great sensitivity to the 
malarial parasites, and particularly to P. falciparum, of the 
persons to whom the disease has been transmitted in this way. 
The mortality rate is to be considered 20 times higher than in 
other patients. Recent investigations on “normal” transmission 
of malaria by bites of infected mosquitoes revealed that P. vivax 
may be transmitted to man more easily than P. falciparum and 
the latter more easily than P. malariae. P. vivax within the 
mosquito does not suffer from low temperatures during the 
night, and that partly explains the exclusiveness of this para¬ 
site in spring and its distribution as far as to the 60th northern 
parallel. The sporogenic cycle of P. falciparum does not occur 
at a nocturnal temperature below 16 C., and, therefore, except 
for the tropics, it is limited to several weeks or months of sum¬ 
mer in the temperate zone. P. malariae develops only in a small 
number of anopheles. The life cycle of P. vivax requires 15 to 
18 days, that of P. falciparum 18 to 20 days, and that of P. 
malariae 31 days. The anopheles, although it may be a carrier 
of plasmodia, will transmit them to man only if the sporozoites 
are living and capable of development in man. 


ugeshxm ior caeger, Copenhagen 

113:223-252 (Feb. 22) 1951. Partial Index 

* C1 H c n *j* p crienccs " ilh ACTH Treat mcnt in Certain Skin Diseases 
H, Brodthagen, F. Reymann and M. Schwartz.—-p 223 

B^clou^a, Operation in Hydronephrosis. P. Fogh-Andersen. 

* °!L P " oneal Muscular Paralysis (Charcot-Marie-Tooth Type) 
in Siblings. O. Qstergaard Jensen.—p. 229. 'P / 

Clinical Experiences with ACTH in Certain Skin Diseases.-The 
authors state that their experiences to date allow no definite con¬ 
clusions as to the field of indication for pituitary adrenocortico¬ 
tropic hormone (ACTH). The effect of the substance in pem¬ 
phigus patients calls for further trial; one patient with pemphigus 
vegetans ,s symptom-free two months after treatment anTa sec 
ond patient, with pemphigus vulgaris, had a recurrence a few 
days after a month’s treatment. In psoriasis the results are dis 
couraging, but investigations will be continued, especially with 
regard to acute erythroderma. Transitory improvement was Teen 
m a patient with exfoliative erythroderma and moderate im 
provement in one of two patients with scleroderma dTff usa A 

treatment!^ ‘’““‘“H*” n ° d ° Sa is un ™proved despite prolonged 
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portant symptom. There was also another case in which 
roentgenologic evidence of pulmonary changes was mentioned. 
“Atypical pneumonia” is fairly frequent in brucellosis, and 
hemoptysis also is not uncommon in this disease. 

Nordisk Medicin, Stockholm 

45:117-152 (Jan. 24) 1951. Partial Index 

Metabolism of Glutamine and Glutamic Acid: Relations in Nervous 
Tissue and in Psychiatric Affections. P. Astrup and I. Munkvad. 
—p. 117. 

Duration of BCG Allergy. T. Gedde-Dahl.—p. 122. 

Tuberculous Apical Fibrosis. T. W. Aas.—p. 125. 

♦Pneumoperitoneum. O. K. Thomassen.—p. 127. 

Culture of Tubercle Bacilli: Comparison Between Culture from Laryn¬ 
geal Swabbings and Gastric Lavage. A. Giije.—p. 129. 

Papillary Cystadenoma in Parotid Gland. H. V. A. Heikel.—p. 135. 

Pneumoperitoneum.—From the preliminary results of pneumo¬ 
peritoneum in 34 patients with pulmonary tuberculosis having 
cavities in the basal portions of the lungs, Thomassen believes 
that pneumoperitoneum is more valuable in such cases than 
pneumothorax and recommends that it be tried before more 
extensive surgical interventions, such as total thoracoplasty and 
lobectomy, are resorted to. 

Paris Medical 

41:157-176 (March 24) 1951. Partial Index 

Diseases of Respiratory Apparatus in 1951. M. Bariety and R. Lesobre, 
—p. 157. 

•Objective Results of Treatment with Streptomycin in 1,000 Cases of 
Pulmonary Tuberculosis in Adults. C. C. Mattei.—p. 163. 

Streptomycin in Pulmonary Tuberculosis.—This is a report on 
1,000 adults with pulmonary tuberculosis treated with strepto¬ 
mycin during the last four years. Two grams of the drug daily 
were administered intramuscularly in six divided doses. A total 
dose of 250 to 400 gm. proved effective in patients with fibro- 
caseous or caseating lesions and a total dose of 600 to 800 gm. 
was effective in patients with miliary tuberculosis. Combined 
penicillin and streptomycin were given to patients with hectic 
fever and with large open and secondarily infected lesions. Treat¬ 
ment was discontinued 20 days after temperature was restored 
to normal but was reinstituted 10 days before the institution 
of pneumothorax or surgical intervention and continued for 10 
days thereafter. Preoperative treatment with streptomycin re¬ 
quired an average total dose of 60 to 100 gm., and maintenance 
treatment then required about 250 to 400 gm. Toxic reactions 
to the drug were not observed, except for a transient morbilli¬ 
form eruption about the ninth day of treatment and the occa¬ 
sional occurrence of eczema (five cases per thousand). Deafness 
lasting six months and then disappearing completely occurred 
in only one patient. Three patients had temporary vertigo. Benign 
icterus occurred in 80 male patients after the administration of 
more than 200 gm. of the drug. This untoward reaction was not 
observed when dihydrostreptomycin was used. Streptomycin 
resistance of certain strains of Koch’s bacillus was observed in 
vitro, but clinical resistance was negligible. Patients who already 
had received total doses of 150, 200, 400, and 800 gm. during 
a first course of treatment with streptomycin with excellent 
results were benefited to the same extent by a second course of 
the drug. Rapid defervescence and clearing of the pulmonary 
fields in patients with acute miliary tuberculosis was spectacular 
but often only temporary. Rapid clearing of the lungs in these 
patients was an unfavorable prognostic sign, since 40 of 130 
died even though treatment was not discontinued prematurely. 
In patients with miliary tuberculosis who recovered, clearing of 
the lungs required at least three months. Highly satisfactory 
permanent results were obtained in 32 of 60 patients with gen¬ 
eralized extensive bronchopneumonia. Streptomycin therapy 
made it possible to extend the indications for collapse therapy 
and to improve and accelerate its results. In patients with 
bilateral pulmonary tuberculosis, streptomycin therapy made 
possible effective collapse therapy on the less involved side. Com¬ 
bined treatment with penicillin and streptomycin reduced the 
size of the cavities by one third or more in 40% of 650 patients 
in whom collapse therapy was not feasible, by one half or more 
in 25% of these patients, and caused the cavities to disappear 
completely in 15% of these patients. 


Practitioner, London 

166:107-208 (Feb.) 1951. Partial Index 
Induction of Labour. M. Fairlie.—p. 111. 

Treatment of Threatened Abortion. 1. StaUwonhy—p U 8 
Recognition and Trealment of Toxaemias of Pregnancy. K. Bovs 

The Elderly Primigravida. E. W. L. Thompson.—p. 133 
Care of the Diabetic Expectant Mother. J. H. Peel.—p.’ 143 
Obstetric Anaesthesia. E. A. Pask.—p. 149. 

Air Transport of Pregnant Women. H. E. Whiuingham—p, 156 
Approach to Surgery and Anaesthesia in Old Age. T. N. Rudd-Ip 159 


Progres Medical, Paris 

79:105-136 (March 10) 1951. Partial Index 

•Amicrobic Urethritis of Venereal Origin in Men: Its Treatment wth 
Chloromycetin. J. Tissot.—p. 107. 

Amicrobic Urethritis in Men.—While highly satisfactory, per¬ 
manent results may be obtained with penicillin in gonccoccic 
infections of the urethra in male patients, there has been in 
France an increased incidence of amicrobic urethritis in men 
that proved resistant to penicillin and sulfonamide compounds. 
This type of urethritis was described by Waelsch in 1901, and 
Harkness recently insisted that this infection is caused by a 
virus. Seventeen men with amicrobic urethritis, associated with 
prostatitis in three and with epididymitis in one, were treated 
with a French brand of chloramphenicol (tifomycine). A dose 
of 1.50 gm. was given daily by mouth in six divided doses, one 
tablet of 0.25 gm. every three to four hours. The drug was well 
tolerated. Treatment was continued for four to six days accord¬ 
ing to the localization of the condition and its duration before 
treatment was instituted. All the patients made a complete re¬ 
covery, but local treatment may occasionally be necessary. 


Revista Argentina de Reumatologia, Buenos Aires 
15:224-246 (Feb.) 1951. Partial Index 

♦Treatment of Rheumatic Fever with Rutin and Ascorbic Acid. M. 

Schnir.—p. 232. 

Treatment of Rheumatic Fever.—Schnir administered rutin and 
ascorbic acid to 15 patients of either sex between the ages of 
10 and 60 with rheumatic fever. Four patients were seen during 
the first month in the first attack of the disease. They had nor¬ 
mal hearts. Eleven patients were seen during a recurrence of 
rheumatic fever. The number of recurrences in these patients 
varied between one and six. Ten of the patients had a cardiac 
lesion that was clinically and/or roentgenologically demon¬ 
strated. Rutin was given every four hours in five fractional doses 
varying from 60 to 250 mg. each. Ascorbic acid was given in 
two fractional doses of 250 or 500 mg. morning and night. The 
total dose of rutin varied between 5 and 60 gm. The total dose 
of ascorbic acid varied between 8 and 60 gm. Cure was ob¬ 
tained in all patients, as manifested by control of fever and 
of cutaneous, visceral, and articular symptoms, reduction of the 
erythrocyte sedimentation rate, and stabilization or disappear¬ 
ance of clinical, roentgenologic, and electrocardiographic evi¬ 
dence of cardiac disease. Within the first three months after 
discontinuation of treatment the patients had a recurrence that 
was controlled by repeated treatment up to a total dose ot 5uu 
mg. of rutin and 500 mg. of ascorbic acid. Rutin and ascorbic 
acid are not followed by toxic reactions or unpleasant late re¬ 
sults. The substances potentiate the effect of each other, diminish 
the permeability of the tissues, and act favorably on the hear 
disease. 


ichweizerische medizinische VVochenschriff, Basel 
81:247-270 (March 17) 1951. Partial Index 
Differential Diagnosis of Transient Infiltrations of Lungs with Increase 
of Eosinophilic Leukocytes in the Blood (Ldffler’s Syndrome!. 
Essellier and B. J. Koszewskj.—-p. 247. . p . .. w j{j| 

Intrathoracic Endoscopic Exeresis of Splanchnic Nerve m raw 
Gastroduodenal Ulcer. H. Picard.—p. 250. , PA ^x p 

Intravenous Administration of Paraammosaiicybc Acid * 

berg.—p. 255. 

ixeresis of Splanchnic Nerve in Gastroduodenal LJccr.--Ex- 
ensive exeresis of the splanchnic nerve down to an . 

iaphragm was performed on 29 patients m w 0 . 

astric or duodenal ulcer had been demonstrat 
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logic examination. Patients with indolent ulcers were excluded^ 
After the production of a moderate pneumothorax, totng^ 
examination was done so that it might be ascertained whether 
tbeTayers of the pleura were free. With the patient under local 
anesthesia and with the aid of a trocar, the thoracoscope then 
was pushed into the pleural cavity, within the anterior J° median 
axillary line through the fifth to the sixth intercostal space. 
The entire course of the sympathetic nerve and the branching 
off of both the splanchnic nerves could be seen in the posterior 
thoracic cavity. A simple device, consisting of a bicycle spoke 
whose end had been bent at an angle of 130 degrees and ground 
to a point, was inserted with the aid of a second trocar puncture. 
A slight incision was made easily in the pleura, and the 
splanchnic nerve was wound around the point of the spoke. The 
patient felt a characteristic pain in the gastric region on either 
the left or the right side, and microscopic examination of the 
removed nerve provided additional proof that the proper nerve 
had been removed. After the intervention the patients were fol¬ 
lowed up for five to 21 months. All the patients had immediate 
pain relief. Some had vomited seven to eight times a day before 
the intervention. No vomiting occurred after the intervention. 
Increases in weight up to 40 pounds (19 kg.) were observed 
within one year. All patients were placed on a normal diet and 
remained free of complaints. Ten days to six weeks after the 
intervention the ulcer niche could no longer be demonstrated 
on roentgenological examination. The regular presence of two 
to three myelinated fibers was revealed by systematic examina¬ 
tion of the removed splanchnic nerve, and thus again physio¬ 
logical proof was provided of the presence of vagus fibers in 
the splanchnic nerve. An alternate functional play between the 
apparently antagonistic systems of vagus and sympathetic nerve 
is suggested. Overstimulation of the sensitive sympathetic nerve 
in connection with emotion causes secondary stimulation of the 
vagus. The splanchnicectomy eliminates pain, and thus the 
stimulating impulses from the center to the neuromotor-secre- 
tory system of the vagus are abolished. 

Intravenous Administration of Paraaminosalicyiic Acid.—Con¬ 
tinuous intravenous drip of paraaminosalicyiic acid solution has 
been used satisfactorily for the treatment of tuberculous men¬ 
ingitis. Intermittent intravenous administration of a solution 
of sodium paraaminosalicyiic acid in distilled water was used 
in the treatment of 40 tuberculous patients, in 14 of them before 
and after excision of the lung or decortication, in nine during 
acute exudative tuberculosis of the pleura, in seven following 
recent hematogenous or bronchogenous dissemination and in 10 
after pneumonolysis or plastic operations. Every day for 10 to 
12 days 500 cc. of a 4% solution were administered slowly 
(30 drops per minute) within 3 to 5‘A hours. The advantage ol 
the intravenous over the oral administration of paraamino¬ 
salicyiic acid consists in the high concentration of the drug in 
the blood and in its independence of the gastrointestinal tract. 
The drug was well tolerated. Nausea, vertigo or tendency to 
collapse were observed only if the solution was administered 
m less than three hours. The prothrombin time did not diminish, 
and the incidence of distant thrombosis was not increased. Intra¬ 
venous administration of paraaminosalicyiic acid has proved 
particularly valuable after extensive surgical procedures on the 
ungs, because the site of the operation is constantly washed 
y a pleural exudate containing large amounts of the drug. With 
a sing e daily intravenous infusion of the drug an effective con¬ 
centration was obtained in the pleural exudate of patients with 
u crculosis of the pleura, thus making repeated intrathoracic 
injections of irritating hypertonic solution unnecessary. Massive 
icmatogenous dissemination was controlled with six intravenous 
n,nvm S ° ,7° E 1 1 ?' of P ara aminosalicylic acid combined with 
to the n" r . Sulfame,hazine ' P^ients who hardly responded 

mittem n rav Stra !i° n - ° f lh£ drUg res P° nded weI > inter- 
tTcuhr V ff r n0US ad ™ nistrat i°n. This method proved par- 
s, 2; n / h T CaSeS !n Which a m ° st intensive 
.enV . had l ° be . Stained over a short period. Intermit- 
should be^enmh' ad [ rilni5 ' ratlon of paraaminosalicyiic acid 
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Semaine des Hopitaux de Paris - 

27:753-786 (March 6) 1951. Partial Index 

•Transmission of Malaria J.. Lebon and G '53. 


Transmission of Malaria-Malaria may be transmitted not only 
by the bites of infected mosquitoes but also by blood trans¬ 
fusion, contaminated hypodermic syringes, and prenatally. I he 
possibility of the passage of plasmodia from the mother to the 
fetus is to be considered as established by the demonstration 
of plasmodia in the blood of the umbilical cord or in the organs 
of a newborn infant. Further proof of this mode of transmis¬ 
sion has been provided by the occurrence of attacks of malaria 
in newborn infants several days after birth in countries in which 
malaria is not endemic. Transmission of malaria by blood trans¬ 
fusion may be intentional, as in fever therapy. Involuntary inocu¬ 
lation by blood transfusions, on the contrary, is a regrettable 
complication, which may be prevented by blood tests performed 
on the donors before the transfusion, although it must be ad¬ 
mitted that often parasites could not be demonstrated even in 
thick films obtained from donors with malaria. Plasmodium 
malariae was the pathogenic agent observed most frequently 
by occidental authors in cases of this type. It seems that the risk 
of transmission has not been reduced by the use of preserved 
blood because of the maintained vitality of the plasmodia. More 
than 200 cases of transmission of malaria by contaminated hypo¬ 
dermic syringes, 47 of them fatal, have been listed in world 
literature. The authors emphasize the great sensitivity to the 
malarial parasites, and particularly to P. falciparum, of the 
persons to whom the disease has been transmitted in this way. 
The mortality rate is to be considered 20 times higher than in 
other patients. Recent investigations on “normal” transmission 
of malaria by bites of infected mosquitoes revealed that P. vivax 
may be transmitted to man more easily than P. falciparum and 
the latter more easily than P. malariae. P. vivax within the 
mosquito does not suffer from low temperatures during the 
night, and that partly explains the exclusiveness of this para¬ 
site in spring and its distribution as far as to the 60th northern 
parallel. The sporogenic cycle of P. falciparum does not occur 
at a nocturnal temperature below 16 C., and, therefore, except 
for the tropics, it is limited to several weeks or months of sum¬ 
mer in the temperate zone. P. malariae develops only in a small 
number of anopheles. The life cycle of P. vivax requires 15 to 
18 days, that of P. falciparum 18 to 20 days, and that of P. 
malariae 31 days. The anopheles, although it may be a carrier 
of plasmodia, will transmit them to man only if the sporozoites 
are living and capable of development in man. 


Ugeskrift for Laeger, Copenhagen 

113:223-252 (Feb. 22) 1951. Partial Index 

•Clinical Experiences with ACTH Treatment in Certain Sirin n.v 
H. Brodthagen, F. Reymann and M. Schwartz.-p. 223 Dlseases - 
Plastic ^Pyetourcterat Operation in Hydronephrosis. p. Fogh-Andersen 

Three Cases of Peroneal Muscular Paralysis (Charcot-Marie-Tooth Tv„ s 
in Siblings. O. Qstcrgaard Jensen.—p. 229. Type) 

Clinical Experiences with ACTH in Certain Skin Diseases_Th 

authors state that their experiences to date allow no definite co^ 
elusions as to the field of indication for pituitary adrenocorticn" 
tropic hormone (ACTH). The effect of the substance in pern" 
phigus patients calls for further trial; one patient with pemphm," 
vegetans is symptom-free two months after treatment, and a s S 
ond patient, with pemphigus vulgaris, had a recurrence a few 
days after a month’s treatment. In psoriasis the results are di 
couraging, but investigations will be continued, especially with 
regard to acute erythroderma. Transitory improvement was seen 
in a patient with exfoliative erythroderma and moderate im 
provement in one of two patients with scleroderma diffusa a' 
patient with periarteritis nodosa is unimproved despite prolong 
treatment. B,:a 
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General Psychotherapy: Dynamics and Procedures. By D. Ewen 
Cameron, M.D., D.P.M., F.R.C.P., Professor of Psychiatry, McGill 
University, Montreal. Cloth. $5. Pp. 304. Grune & Stratton, 381 Fourth 
Ave., New York 16, 1950. 

The author has had extensive experience in treating patients, 
as well as in teaching students in psychotherapeutic technics. 
The book is an outstanding example of organization and sys¬ 
tematic presentation of a subject that is generally difficult to 
reduce to a workable classification. The author’s viewpoint is 
not primarily that of the orthodox ego-psychiatrist, but is highly 
colored by a mechanistic behavioristic point of view with em¬ 
phasis on conditioning as a most potent factor in determination 
of human reactions. 

The author starts with five basic premises regarding human 
behavior. These are as follows: (1) that the organism seeks a 
point of equilibrium between itself and its environment (home¬ 
ostasis); (2) that the person is incomplete and must therefore 
seek completion in relation with others; (3) that the organism 
responds as a whole to any stimulus no matter where applied; 
(4) that concepts of causality or event sequences must be 
broadened in order to understand human behavior, and (5) that 
the problems of behavior are relative to the social and cultural 
environment of the person. 

In speaking of the dynamics of psychotherapy, the author 
reduces the whole structure of psychotherapy to three pivotal 
concepts that are based on the preceding premises, and that deal 
with normalization and adaptability of the nonunitary organism. 
There is a detailed discussion of the dynamics of psychotherapy 
and, finally, of the technics of psychotherapy, illustrated with 
excerpts from tape recordings, which are extensively used by 
the author. The sections on integrative and directive psycho¬ 
therapy are well written, logical, and complete. There is an 
informative chapter on the use of adjuvants of psychotherapy, 
as well as excellent chapters on group and nursing psycho¬ 
therapy. 

The book is extremely well written and follows a literary style 
with a logical clear presentation of the material. The printing 
and format are of good quality. The book should be valuable not 
only to the general practitioner who is seeking a short intro¬ 
duction to psychotherapy, but also to the teacher of psychiatry 
who is seeking an organized logical presentation of the subject. 
There are, naturally, statements by the author that are of a 
controversial nature, but on the whole the book can be recom¬ 
mended as being one of the best, concise textbooks on psycho¬ 
therapy. 

Psychosurgery in the Treatment of Mental Disorders and Intractable 
Pain, By Walter Freeman, M.D., Ph.D., F.A.C.P., Professor of Neurology, 
George Washington University, Washington, D. C., and James W. Watts, 
M.D., F.A.C.S.. F.I.C.S., Professor of Neurological Surgery, George 
Washington University, Washington, D. C. Second edition. Cloth. $10,50. 
Pp. 598, with 156 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
49 Broad St., Oxford, England; The Ryerson Press, 299 Queen St., W., 
Toronto 2 B, 1950. 

This edition of this monograph on psychosurgery is greatly 
enlarged over the first edition, which appeared in 1942. The 
authors’ experience with the treatment of mental illnesses by 
surgery on the frontal lobes has been greatly extended. Only 80 
patients had been operated on at the time of their first edition. 
They now have performed frontal lobotomy on 617 patients and 
transorbital lobotomy on 262 patients. 

In the interval between the publication of the two editions of 
this monograph, various new techniques of psychosurgery have 
been devised, and operations on the frontal lobes have been used 
in the treatment of patients with intractable pain. The new tech¬ 
niques of removal of selected areas of the frontal cortex 
(topectomy), undercutting of the frontal cortex, thalamotomy, 
and open frontal lobotomy are discussed briefly. The authors 


The reviews here published have been prepared by competent authorities 
and do not represent the opinions of any official bodies unless specifically 
stated. 


have continued to use their original technique of frontal lobot¬ 
omy. One of the authors, Dr. Freeman, has performed the 
majority of the transorbital operations. Dr. Watts expresses 
the opinion that any procedure involving cutting of brain tissue 
is a major surgical operation and should be performed only by 
those schooled in neurosurgical techniques, and that disability 
should constitute the indication for transorbital lobotomy, as 
well as for other types of psychosurgery. 

The monograph is well written. Abstracts of case histories 
are scattered throughout the text. These, together with the 
numerous illustrations and tables, add greatly to its value. There 
are several hundred references to the important publications 
that have appeared on the subject since 1942. There is a brief 
but adequate index. 

The authors have performed a monumental task in following 
the nearly 1,000 patients who have been subjected to operation. 
The operative procedures, management of the patient in the 
immediate postoperative period, and the treatment after dis-' 
charge from the hospital are considered in detail. The final re¬ 
sults, grouped according to diagnostic categories, are discussed 
fully and also presented in tabular form. Complications of the 
operations, fatalities, and unfavorable sequelae are discussed 
fully. Possible reasons for failure of the operations are con¬ 
sidered, as well as the factors that are of importance in the 
determination of whether the operation is indicated and whether 
it is likely to be successful. 

Psychosurgery is still a controversial subject. Ardent advocates 
and antagonists are still debating the subject. The final role of 
psychosurgery in the treatment of mental illnesses and in the 
relief of intractable pain has not been definitely settled. This 
edition of this monograph by the two physicians who have pio¬ 
neered this work in this country and who have had the greatest 
experience in this field will always be a milestone and will serve 
as a guide to others who are seeking an ultimate solution to the 
problem. 


Nitrous Oxide-Oxygen Anesthesia. By F. W. Clement, M.D. Third 
edition. Cloth. $6.50. Pp. 369, with 129 illustrations. Lea & Febiger, 600 
S. Washington Sq., Philadelphia 6, 1951. 


The author is widely known as an authority on the subject 
because of his work and teaching. Nitrous oxide anesthesia is 
thoroughly discussed from the standpoint of pharmacology, 
physiology, and practical administration. The signs of anesthesia, 
the techniques of administration, and the dangers incident to tbe 
administration of anesthesia are clearly presented. 

This edition has been considerably enlarged, and there is a 
more detailed discussion of important factors in tbe adminis¬ 
tration of nitrous oxide anesthesia. A chapter is devoted to tbe 
use of curare, and there is a discussion of the use of other anes¬ 
thetic agents as a supplement to nitrous oxide. Because of the 
widespread interest in and use of combinations of nitrous oxide, 
curare, and thiopental (pentothal®) sodium, considerably more 
space might have been allotted to a discussion of this form ot 
combined anesthesia. The characteristics of nitrous oxide anes¬ 
thesia, as presented in this volume, are so modified by the use o 
combinations of drugs that new descriptions are called for. 

This volume is also valuable, because it presents information 
on many subjects, other than nitrous oxide, of interest to t e 
anesthesiologist. It discusses the classification of patients as o 
operative risk, premedication, and the causes, signs, and trea - 
ment of circulatory and respiratory disturbances during opera¬ 
tion. Endotracheal anesthesia and the technical features^ 
anesthetic gas administration are described. The ‘®P 0 . r ^ nc 
oxygen and abnormalities in oxygen and carbon dioxide ie 
are discussed. Anesthesia for dental operations is very 

^This volume is excellent because of its clarity of d “ cr !^°" 
and its wealth of detail. Some portions are P« mar ' ,y ° f ”' 
cal interest. The book should be read and studied by all P 
who administer anesthetics. 
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Adsorption and Chromatograph!'. By Harold Gomes Cassidy. Associate 
Professor in Chemistry, Yale University, New Haven. Volume V, Tech¬ 
nique of Organic Chemistry. Arnold Weissberger, editor. Cloth. $7. Pp. 
360, with illustrations. Intersciencc Publishers, Inc., 250 5th Ave., New 
York 1; 2a Southampton Row, London, W.C.l, 1951. 

The stated objective of the book is to describe and explain 
by discussion of principles the various means by which adsorp¬ 
tion may be used in organic chemistry for the separation of 
mixtures. This purpose is admirably achieved in spite of the 
enormous quantity of work in this field that has been reported 
in the literature. Limiting his discussion to types of manipu¬ 
lations and the principles involved rather than giving detailed 
procedures for specific separations, the author has been able to 
indicate the wide applicability of adsorption to organic separa¬ 
tions. He has emphasized liquid-vapor, liquid-liquid, and liquid- 
solid interfaces, since they are of prime interest to the organic 
chemist. References to the literature on other interfaces are 
nevertheless given. Adsorbents, their properties and sources are 
discussed fully. Little discussion is included .on biochemical im¬ 
plications, surface active agents, wetting, detergency, or indus¬ 
trial applications, although references to the literature are given 
where possible. 

The subject of adsorption in the separation of mixtures is of 
such great importance to the chemist and biochemist that even 
a mediocre treatise on the subject would generate considerable 
interest. A work as comprehensive and lucid as this one will 
unquestionably become an essential of any serious chemical 
library. 

Dlarreas por defiriencia de la nutricion: Sprue y otros smdromes 
digestlvo-anemicos similares. Por el Dr. Fernando Milanas Alvarez, pro- 
fesor de la Facultad de medicina de la Univcrsidad de la Habana. Cloth. 
Pp. 329, with 39 illustrations. Editorial Libreria Selecta, O’Reilly 357, 
La Habana, 1950. 

In this volume, the author following a methodical order dis¬ 
cusses the clinical characteristics for identification of the diar- 
rheic syndromes due to deficiency of nutrition; its differential 
diagnosis with diarrheas not due to deficiency of nutrition; the 
importance of general information as to the habits of nutrition 
and pathological antecedents; the clinical aspect with symptoma¬ 
tology, subjective and objective, and the complementary labora¬ 
tory examinations; radiological and endoscopic studies, and 
biopsies. There is a chapter on the differential diagnosis of the 
different types of diarrheas due to deficient nutrition with its 
anatomical and histological pathology, physiopathology, and 
etiopathogenesis. Later there is a chapter dealing with evolution, 
complications, prognosis, treatment, prophylaxis, and rehabili¬ 
tation. 

The work presented is based on studies carried out in Cuba on 
Cuban patients who follow a type of nutrition that differs from 
that prevalent in this country because of economic and cli¬ 
matic conditions. Nevertheless, the principles are the same, and 
the conclusions should prove worth while to the practitioner and 
the specialist in the field. 

The language used throughout the book is Spanish, but at the 
end of the volume there is an extensive bibliography in which 
mention is made of numerous articles published in English. 
There are many illustrations, some in color, and numerous 
charts and statistics which complement the discussions. 

My Six Convicts: A Psychologist’s Three Years in Fort Leatenworth. 
a Powell Wilson. Cloth. $3.50. Pp. 369. Rinehart & Company, 
me.. „32 Madison Ave., New York 16, 1951. 

The author of this book is a professor of psychology. He was 
ormerly at the University of Redlands and is now at Los 
ngcles State College. He was asked by the United States Public 
calth Service to undertake a research project in drug addiction 
and criminality at Fort Leavenworth Penitentiary and for three 
>ears devoted himself to the study which forms the basis of the 
present book. 

f Th> t, °°^ ' S wr ‘ tten ‘ n seminarrative form. It is not a record 
o he research project, but is a “reminiscent impression of the 
umors, whimsies and tragedies" of his six convict assistants, 
re ates his winning the good will of the hardened and often 
criminals, the obstacles he met, and the accomplishments. 
■ i tough the names of the characters are fictitious, all the events 
e . wcr ' b « ac tually occurred. Just a few of these are the 
tur er of a fellow convict under the very eyes of the guards, an 


attempted prison break when the convicts saved the author's life, 
and the time when a Negro convict hypnotized his guard, 
hanged himself with the guard’s belt, was declared dead by a 
physician, and came out of his three day trance on the autopsy 
table as the knife was poised over him. 

In addition, the book tells something of how a psychologist 
carries out his testing and the reasoning behind it. It also sup¬ 
plies information about penal conditions in this country. It con¬ 
tains both pathos and humor. Every page is good reading. 


The Low Fat, Low Cholesterol Diet: What to Eat and How to Prepare 
It. By E. Virginia Robbin, Senior Dietitian, E. V. Cowell Memorial Hospi¬ 
tal, University of California, Berkeley, and others. Introduction by Thomas 
P. Lyon, M.D., Research Associate in Medical Physics, Donner Laboratory, 
University of California, Berkeley, and John \V. Gofman, Ph.D., M.D., 
Associate Professor of Medical Physics, Donner Laboratory, University 
of California, Berkeley. Cloth. $3.45. Pp. 371, with illustrations. Double¬ 
day & Company, Inc., Garden City, New York; 14 W. 49th St., New 
York 20, 1951. 


The growing concern which has developed recently relative 
to the relation of cholesterol intake and metabolism to athero¬ 
sclerosis has created an unusual need for a reliable source of 
information about dietary sources of cholesterol and the prac¬ 
tical management of low cholesterol diets. This need has been 
admirably filled by the volume “The Low Fat, Low Cholesterol 
Diet” by Dobbin, Lyon, and Gofman. 

This book is written for both the physician and the layman 
by a group of capable dietitians and one physician. It is filled 
with useful information concerning the fat and cholesterol con¬ 
tent of various foods and with dozens of carefully prepared 
menus which are applicable to conditions of slight,-moderate, 
or extreme dietary restriction of fat or cholesterol, or both. The 
exact manner of use of special purpose foods, the sources of 
such foods, and the actual recipes for their use in the diet are 
all included. Indeed, it is impossible to imagine any combination 
of dietary circumstances related to the main problem under 
consideration that is not covered in its practical aspects in this 
volume. No attempt has been made to produce a textbook on 
cholesterol metabolism or on the pathology or clinical aspects of 
arteriosclerosis. The appendix does contain, however, a brief but 
reliable section on nutrition in general, sufficient for a considera¬ 
tion of the adequacy of special diets. 

There is no obvious criticism of the book itself, but in regard 
to the underlying philosophy on which it is based, it is justifiable 
to point out that the validity of low cholesterol, low fat diets as 
a practical means for control of the atherosclerotic process re¬ 
mains to be proved. On the basis of present evidence, the gene¬ 
tically determined manner of handling cholesterol by the 
metabolic machinery of the person probably is of far greater 
importance than the magnitude of the exogenous source of that 
steroid compound. If ,n the future some practical way is devised 
by which cholesterol-susceptible persons may be identified then 
a practical volume of this sort will take on added meaning for 
it is clear that certain persons will show a pronounced slowing 
of vascular cholesterol deposition when their intake of tha^ 
substance is restricted. To many others it apparently makes little 
difference. It is impractical, even if scientifically sound to at- 
empt t° change the dietary habits of a whole popuh ion at 
least until the evidence is more persuasive. ’ 

These considerations, however, do not detract from this excel 
lent volume .tself, and it is to be recommended without anv' 
qualifications to dietitians, physicians, and laymen who need 

cholesterol dietf “ S ° WinS ““ PraCliCal proble ™ of the low 
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Elements of Bacterial Cytology. By Georges Knaysi, Professor of 
Bacteriology, Cornell University, New York.i Second edition. Cloth, $5. 
Pp. 315, with 169 illustrations. Comstock Publishing Company, Inc., 124 
Koberts Place, Cornell Heights, Ithaca, New York, 1951. 

This edition of Professor Knaysi’s monograph, the first edition 
of which appeared in 1944, has been greatly expanded and re¬ 
vised to include new knowledge resulting from the current 
revival of activity in the cytology of microorganisms. The book 
can be recommended as indispensable background and reference 
reading for the serious and discriminating student of the sub¬ 
ject, whether he be a mature investigator or graduate student. 

Professor Knaysi’s book is not clinically oriented. For the 
medical reader seeking orientation- in microbiology, this treatise 
is recommended only with reservations arising from the follow¬ 
ing considerations. Biochemically the basic similarities of all 
living organisms, including bacteria, are well established. Recog¬ 
nition of fundamental biochemical processes common both to 
microorganisms and to the cells of higher organisms is proving 
exceedingly fruitful in that it permits analysis, through more 
experimentally controllable populations of microorganisms, of 
processes that can be verified as occurring in the metabolism of 
the cells of higher forms, including man. Appreciation of similar 
common elements in the structure and organization of the cells 
of bacteria and of higher forms is just now in process of 
emergence. The details are highly controversial. No general 
treatise, including Professor Knaysi’s, could possibly keep 
abreast of this rapidly developing new insight. Areas of bacterial 
cytology in which the rapid chances in the subject have rendered 
obsolescent even the treatment in Professor Knaysi’s recent 
monograph are as follows: the organization of the nucleus, 
nuclear division, sporulation, bacterial cytogenetics, the organ¬ 
ization of the cytoplasm, the biology of spirochetes and bac¬ 
terial flagella. 

The very defects of the book are cogent evidence of the 
process of maturation which bacterial cytology is currently 
undergoing, and to which Professor Knaysi has contributed 
enormously through his personal investigations, his scholarly 
and critical reviews, and his teaching. “Elements of Bacterial 
Cytology” is illustrated well and profusely, and includes many 
original electron micrographs. The style is clear and readable 
and the bibliography valuable. The book is an essential contri¬ 
bution to its field. It should stimulate all concerned to seek 
clearer insight into this challenging subject. 


Human Physiology. By Bernardo A. Houssay, M.D., Professor of 
Physiology, Buenos Aires, Argentina, and others. Translated by Juan T. 
Lewis, M.D., and Olive T. Lewis. Foreword by Herbert M. Evans, M.D. 
Cloth. $14. Pp. 1118, with 499 illustrations. McGraw-Hill Book Company, 
Inc., 330 W. 42nd St., New York 18; Aldwych House, Aldwych, London, 
W.C.2, 1951. 

This new textbook of physiology is edited by Houssay, well- 
known endocrinologist and Nobel laureate in physiology, and 
written by him and other South American physiologists. It gives 
a well-balanced presentation of the various parts of human 
physiology, without undue overemphasis of those areas of physi¬ 
ological research in which the writers are particularly interested. 
The book will be of great value to beginning medical students 
who find other standard textbooks too difficult. The book is 
amply illustrated, and each chapter is provided with a small 
number of additional references for further study. There is an 
extensive index. Printing and binding are excellent. 

Methods of Vitamin Assay. Prepared and edited by Association of 
Vitamin Chemists, Inc, Second edition. Cloth. $5.50. Pp. 301, with illus¬ 
trations. Interscience Publishers, Inc., 250 Fifth Ave,, New York 1, 1951. 

With the strides made in both vitamin technology and therapy 
and the advent of new vitamins, this edition of a widely accepted 
and used book is warmly welcomed. Assays for members of the 
vitamin B complex family, newly included in this edition, are 
those for pantothenic acid, pyridoxine, folic acid, biotin, vita¬ 
min B,., and a chemical analysis for nicotinic acid (niacin). Both 
suggestions from interested persons and information from cur¬ 
rent literature have been utilized in the revision of the methods 
included in the first edition. 

The chapter on vitamin Bn should be of special interest be¬ 
cause of the world-wide attention which has been focused on 


this, important newcomer to the field since the announcement 
of its discovery in 1948. 

The book includes time-tried analytical procedures only. The 
methods included have been successfully applied to a variety 
of foods or other materials by several committee members. 

The main merit of the book lies in the great job that has been 
done in the incorporation in one cover of those analytical 
methods that will be of most utility to the vitamin chemist and 
the inclusion of sufficient explanatory material with each method 
so that no difficulty should be experienced in application of the 
method, there being no necessity for recourse to the original 
source. 


The Abnormal Pneumoencephalogram. By Leo M. Davidoff, M.D , Di¬ 
rector of Neurological Surgery, Beth Israel Hospital, New York!'and 
Bernard S. Epstein, M.D., Associate Radiologist, Jewish Hospital of 
Brooklyn, Brooklyn. Cloth. $15. Pp. 506, with 695 illustrations. Lea * 
Febiger, 600 S. Washington Sq., Philadelphia 6, 1950. 

This book is a fitting and valuable companion to “The 
Normal Encephalogram,” by the same author. In the intro¬ 
duction, the technic, examination, and interpretation of plain 
roentgenograms of the skull are discussed. Following this is a 
chapter on pathology of brain tumors, which compresses some 
excellent photomicrographs and brief descriptions of the great 
majority of brain tumors into less than 20 pages. 

The brain tumors are classified properly according to their 
anatomic location. Each group is covered in ideal fashion as 
follows: The introduction is a presentation of the clinical picture 
with the usual signs and symptoms. This is followed by a brief 
review of the literature; then the authors list their own material. 
The plain roentgenograms of the skull are discussed, and then 
the pneumoencephalographic studies, with the characteristic 
deformities taken up in detail. Positive and pertinent negative 
findings are summarized and the differential diagnosis discussed. 

This excellent work on brain tumors accounts for at leas! 
60% of the material in the text. There are two other sections. 
One, under the heading of Non-Neoplastic Tumors, covers 
subdural hematoma, brain abscess, syphilis of the brain, vas¬ 
cular anomalies of the brain, intracranial aneurysms, and 
cerebral hemorrhage and thrombosis. The second, titled Non- 
Tumorous Lesions of the Brain, includes lesions of the septum 
pellucidum; lesions of the aqueduct of Sylvius, spontaneous 
pneumocephalus; cerebral atrophy, agenesis of the corpus cal¬ 
losum, platybasia, Arnold Chiari malformation, meningo¬ 
encephalocele and craniolacunia; congenital hydrocephalus; 
amaurotic family idiocy; optic chiasm and posterior fossa 
arachnoiditis; serous meningitis; encephalitis, encephalopathies 
and rare infections of the nervous system, and tuberous 
sclerosis. These subjects are discussed in the same manner as 
the brain tumors. 

There is an excellent index of illustrative cases. The whole 
book is so arranged as to be most valuable to the neuroradi¬ 
ologist as a reference work, stressing as it does the anatomic 
approach to the problems of interpretation. 


The Normal Encephalogram. By Leo M. Davidoff. M.D,, Director 
Neurological Surgery, Belli Israel Hospital, New York, and Cornelius • 
Dyke, M.D. Third edition, revised by Leo M. Davidoff. Cloth. So.FP-* • 
with 190 illustrations. Lea & Febiger, 600 S. Washington Sq., Fhuaaeipnw 
6, 1951. 


As stated in the preface this book is chiefly concerned wit 
encephalographic anatomy. It remains the outstanding wor in 
this field, brief and easily readable. The addition of plamgrap y 
has aided considerably in clarifying the anatomy of mid m 
structures. There is little change in the organization o 
material. Additional excellent illustrations have been mclu e , 
and the bibliography is more extensive. . 

Under "General Considerations” are grouped history, m 
tions and contraindications for encephalography, technique 
encephalography, roentgen technique, and reactions jo 
cephalography. Following are separate chapters, entitled __ 
Ventricles, Interventricular Foramina and Aqueduct of by’ > 

“The Cerebral Convolutions and Sulci,” "The ub “ - an d 
Cisterns and Their Contents,” and “Intracranial Structures 
Their Related Fluid Spaces.” This last chapter is of part 
value in correlating certain solid structures with the ove > 
and adjacent air shadows as seen on the roentgenogram. 
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SLEEPING PILLS CONTAINING AN EMETIC 

To the Editor: —It has been suggested that some drug be incor¬ 
porated in sleeping pills which would make the patient vomit 
if he took an overdose. What is that preparation called? What 
is the emetic most suitable for this purpose, and in what dosage 
is it used so it will not cause any symptoms in normal dosage 
but will cause vomiting in doses of a lethal nature? It seems 
like an excellent way of preventing suicide by overdoses of 
sedatives. H. Curtis Wood, M.D., Philadelphia. 

Answer.— Combinations of barbituric acid derivatives and 
an emetic drug, designed to produce emesis when dangerous dos¬ 
age levels of the barbiturate are reached, have been on the 
market for two years or more. Mixtures of this type, containing 
ipecac as the emetic drug, have been supplied under such trade 
names as sed-ems® fa capsule sold' by Wm. A. Spencer, Inc., 
Chicago, and stated to contain 100 mg. of pentobarbital sodium 
and 30 mg. of powdered ipecac), cm kaps® (pentobarbital sodium 
and powdered extract ipecac) and em tabs® (phenobarbital plus 
powdered extract ipecac). The latter two preparations have been 
supplied by the Dahl Pharmacal Company of Minneapolis. 

The report of the animal experiments of Miskimon and Mis- 
kimon (A Method for the Prevention of Suicidal Deaths Caused 
by the Barbituric Acid Derivatives, Virginia M. Monthly 77:119 
[March] 1950) suggests that zinc sulfate might be preferable to 
ipecac in such preparations. Ipecac is not free of systemic toxic¬ 
ity. It produces vomiting by a combination of central and local 
action. If the emetic component of such a drug combination must 
be absorbed in order to be effective, ample time will elapse for 
simultaneous absorption of much of the barbiturate. Zinc sulfate 
is faster in producing emesis, and, should no emesis occur, it is 
not absorbed. 

In December 1949 the Council on Pharmacy and Chemistry 
gave consideration to a barbiturate-ipecac combination and of¬ 
fered the following objections to such mixtures: 1. Emetics such 
as ipecac are not harmless drugs but potential poisons, even 
though the amount included with ordinary hypnotic doses of the 
barbiturate probably would not injure the majority of patients. 
2. It is questionable whether the emetic would accomplish the 
object intended, as toxic doses of barbiturates that are rapidly ab¬ 
sorbed would probably narcotize the emetic center. 3. If the 
emetic is effective, vomitus might be aspirated into the bronchi 
of a partially narcotized patient and kill rather than save the 
patient. 


THE FENESTRATION OPERATION 

To the Editor:- — Does the fenestration operation for otosclero¬ 
sis have any effect on auditory nerve degeneration? Is nerve 
deafness apt to occur in otosclerosis whether or not one has a 
fenestration operation? M.D., Pennsylvania. 

Answer.—A recent study suggests that a successful fenestra- 
lon operation with a maintained hearing improvement may 
a ord a partial protection against progressive auditory nerve 
cgcneration. This finding, based on a study recently published 
y in and Shambaugh in the Archives of Otolaryngology, 

arc , 1951, of 390 ears observed for five to 10 years, needs 
by < ’ ltle , 1 ' observers before it can be accepted con- 
onerminn ‘■‘ >rc! 'cally, one would not expect the fenestration 
including the av .l any effect on the underlying sclerotic lesion, 
in otosclerosis' 111 ' ^ nerVe dc 8 enerat 'on which so often occurs 

They^not^hTOCTcr"^ hl ' C bC “ pcep3r<:d b T competent authorities, 
specifically stated ; n ,2 r , !hc opinions of any official bodies unless 
Postal cards cnnn„i id rcply ‘ Anonymous communications and queries on 
name and Every leUer must contain lh = writer's 

but thcse WU1 be omitted on request. 


HAPTENS AND BLOCKING ANTIBODIES 

To the Editor: —Please discuss attempts to produce haptens to 
neutralize antibodies in the Rh-negative pregnant woman and 
explain blocking antibodies. Please give references to the liter¬ 
ature. A. Pirrone , M.D., Cleveland. 

Answer. —The idea of preparing Rh hapten to neutralize Rh 
antibodies in sensitized Rh-negative women was first proposed 
in 1944 (Wiener, Sonn and Belkin: J. Exper. Med. 79:235 
IMarch] 1944). Belkin and Wiener (Demonstration of the Prop¬ 
erties A, B, M, N, and Rh in Red Cell Stromata, Proc. Soc. 
Exper. Biol. & Med. 56:214 [June] 1944) showed that the Rh 
factors, as well as the M-N and A-B factors, are located in the 
red cell stromas, but were unable to extract the Rh substance 
from the stromas. These observations have been confirmed 
(Calvin, Evans, Behrendt and Calvin: Proc. Soc. Exper. Biol. 
& Med. 61:416 [April] 1946). Carter (J. Immunol. 61:79 [Jan.] 
1949) claimed to have isolated the Rh hapten in alcoholic ex¬ 
tracts of red cells and asserted that injection of her preparation 
reduced the Rh antibody titer in vivo. Wiener (J. A. M. A. 
141:1330 [Dec. 31] 1949) and Unger (Am. J. Obst. and Gynec. 
58:1186 [Dec.] 1949) showed, however, that Carter’s prepara¬ 
tion was inert serologically both in vitro and in vivo. Recently 
Moskowitz, Dandliker, Calvin and Evans (J. Immunol. 65:383 
[Oct.] 1950) also reported their inability to confirm Carter’s 
work. By a complicated physical procedure involving multiple 
separations from aqueous suspensions by high speed centrifuga¬ 
tion, they obtained a water-soluble fraction which they desig¬ 
nated as elinin, which contained the Rh and A and B factors 
from red cell stromas. The Rh activity of the elinin was de¬ 
stroyed after five minutes at 56 C., but the A activity yvas not di¬ 
minished after 30 minutes at 56 C. Moreover, the Rh activity was 
rapidly lost even in sterile solutions in the refrigerator after as 
short a period as two weeks. Thus, this new technic is not suita¬ 
ble for the preparation of Rh hapten for clinical use. In sum¬ 
mary, the claims of Carter are based on faulty observations and 
there is no immediate prospect of a practicable method of pre¬ 
paring Rh hapten; nor is there any assurance, should a method 
be devised for preparing Rh hapten, that such preparations 
would be effective in clinical work. 

The term blocking antibody is applied to Rh antibodies that 
are incapable of clumping Rh-positive red cells in saline medi¬ 
ums. The earlier work on Rh typing was done with Rh-aggluti- 
nating serums active in saline mediums. When cases with 
clinical evidence of Rh sensitization were encountered in which 
Rh antibodies could not be demonstrated in the patient’s serum 
by the usual agglutination technic, Wiener postulated the exist¬ 
ence of a second type of Rh antibody capable of combining with 
Rh-positive cells in saline mediums hut without clumping them. 
He devised a test (blocking test) for demonstrating these anti¬ 
bodies, and showed that, when Rh-positive cells are treated 
with serum containing strong Rh-blocking antibodies, they be¬ 
come coated by Rh antibody and can no longer be clumped 
by Rh-agglutinating serum. Later, the Rh-blocking antibodies 
were encountered independently by Race and Diamond, who 
pooled anti-Rho and anti-rh' serums in an attempt to produce 
polyvalent anti-Rh'„ serum. When the pooled serum still acted 
as anti-rh', they traced this to the presence of anti-Rh„-b!ocking 
antibodies, which Race called “incomplete” Rh antibody. Sub¬ 
sequently, more sensitive and direct methods for demonstrating 
Rh„-blocking antibodies were developed, namely, the conglu¬ 
tination test of Wiener, the antiglobulin test of Coombs and 
co-workers and the tests with trypsinated red cells of Morton 
and Pickles. However, all these tests appear to detect the same 
antibody, which, because of its in vitro and in vivo behavior, is 
designated univalent Rh antibody to distinguish it from the 
Rh agglutinins, which are designated bivalent antibodies. This 
concept, of Rh-blocking antibodies as univalent antibodies, ex¬ 
plains their blocking action, and it would be expected that 
univalent antibodies are of smaller molecular size than bivalent,; 
or agglutinating antibodies. In fact, Wiener has shown (/Jilin 
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Allergy 6:293 [May-June] 1948) that univalent-blocking anti¬ 
bodies readily pass through the intact placenta while bivalent 
antibodies (agglutinins) are held back by the normal placental 
barrier. Thus, it is the blocking or univalent antibody that causes 
erythroblastosis rather than the agglutinating antibody as orig¬ 
inally postulated by Levine. Nowadays, in antenatal Rh antibody 
tests, therefore, emphasis is placed on tests to detect univalent 
Rh antibodies rather than Rh agglutinins. Diagrams to explain 
the action of blocking antibodies in the blocking test, con¬ 
glutination test, antiglobulin test and test with trypsinated cells 
have been prepared by Wiener (Rh Glossary, Lab. Digest 6:1 
[Nov.] 1950). 

LOCALIZED FAT ACCUMULATIONS 

To the Editor: —A 19 year old girl has abnormal distribution 
of fat from the waist line to 4 inches above the knees. It has 
spared the buttocks but is very thick in the lateral aspects of 
the hips and thighs. Her breasts are normal, her basal meta¬ 
bolic rate is + 4 and urine and blood findings are normal. 
She has extremely irregular menses with severe cramps before 
and during the menstrual period. Her liver is palpable I cm. 
below the costal margin. She has had infectious hepatitis. 
She has been on a strict diet for two years (2,000 calories), 
although the strictness of the diet might be on paper only. 
In two years she has gained 24 pounds. She has coarse hair 
on the body and is developing a mustache. Please tell me 
what to look for. Is there any treatment? Would you consider 
a pituitary tumor? j ames A . Craig, M.D., Naples, Fla. 

Answer. —While this patient has a number of the signs and 
symptoms of an endocrine disorder, such as localized fat accu¬ 
mulation between the hips and knees, irregular menstrual cycles 
and hirsutism, it is suggested that for the present this be treated 
as a case of exogenous obesity in view of the impracticability 
of a detailed endocrine analysis in your locality. It is suggested 
that she be placed on a 1,000 calory diet, with the use of appe¬ 
tite-curbing drugs, such as the amphetamines, if necessary. The 
dosage of such drugs would be preferably 5 mg. of racemic 
amphetamine sulfate or phosphate three times a day, one hour 
before meals. If necessary the dosage may be increased at those 
times during the day when the patient has difficulty with food 
restriction. A small dose of a barbiturate may be required with 
the evening dose temporarily. It is probable that with weight 
loss the menstrual cycle will become normal. Even with the 
irregular menses it would seem that the patient is ovulating, 
since functional dysmenorrhea is usually associated with ovula¬ 
tion. In considering a pituitary tumor, one might find this type 
of fat distribution if there were involvement of the hypothala¬ 
mus, but this is more often than not associated with amenor¬ 
rhea. It is advised, however, that a roentgenogram of the skull' 
be obtained to rule out the possibility of this lesion. 

HEART DISEASE AND RADIOACTIVE IODINE 

To the Editor: —An Arizona newspaper, on about March 1, 
1951, published an article referring to work done by Drs. 
Herrman L. Blumgart and A. Stone Freedberg, of Harvard 
Medical School, in which they used radioactive iodine in the 
treatment of angina pectoris. Has anything been published 
in medical literature on this subject? 

George A. Barnett, M.D., Riverside, 111. 

Answer.—A comprehensive report of the treatment of pa¬ 
tients with chronic heart disease who have normal thyroid func¬ 
tions by Blumgart and associates has appeared in Circulation 
(1:1105, 1950). Other articles by these authors are as follows: 
Treatment of Euthyroid Cardiac Patients by Producing Myx¬ 
edema with Radioactive Iodine ( Proc. Soc. Exper. Biol. & Med. 
67:190, 1948) and The Treatment of Euthyroid Cardiac Patients 
with Intractable Angina Pectoris and Congestive Failure with 
Radioactive Iodine (J. Clin. Endocrin. 10:1270, 1950). 

The application of this method of treatment has been reserved 
for those who have remained incapacitated because of severe 
attacks of angina pectoris despite the use of all accepted medi¬ 
cal measures. This method of treatment is being employed in 
several centers where radioactive iodine is available and is said 
to be helpful in selected cases. A report from the University of 
Pennsylvania has appeared in the Pennsylvania State Medical 
'ournal, April 1951. 


IMMUNIZATION AGAINST TETANUS 

To the Editor: —A boy now aged 11 was given an injection of 
tetanus toxoid by another physician in 1946, following which 
it is said he was unconscious for 24 hours. He also has a his¬ 
tory of fever and local swelling from an injection of diphtheria 
toxoid given at the age of 4. There is asthma and hay fever 
on both sides of his family; he too has asthma. Recently he 
came in for immunization against tetanus. Tetanus toxoid,, 
fluid, was tried in the following ways: 1. An injection of 0,02 
cc. was given intradermally and resulted in the development 
locally of a wheal about 10 by 15 mm. surrounded by an area 
of erythema about 4 cm. in diameter. 2. A few days later he 
was given the same amount subcutaneously. Two days after 
this he was found to have an area of redness and swelling 
about 5 by 10 cm. surrounding the site of the injection. The 
usual single dose of this material is 0.5 cc. This child is said 
to be sensitive to penicillin. What efforts, if any, should be 
made to immunize this boy against tetanus? It was learned that- 
at one time he had been given tetanus antitoxin for an injury 
with no ill effects. M.D., Florida. 

Answer. —This patient’s blood serum should be titrated so 
that the existing level of immunity against both tetanus and 
diphtheria may be determined. If the injection given in 1946 was 
alum-precipitated tetanus toxoid, it is probable that this acted 
as a sensitizing dose, so that later injections could function in 
the manner of booster doses. The intracutaneous injection of 
amounts of tetanus toxoid as low as 1/250th cc. can elicit a 
satisfactory immunologic response in adequately prepared sub¬ 
jects. Moreover, an interval of five to 10 years does not militate, 
against satisfactory response to recall injections of such small, 
magnitude. Presuming that the usual initial dose, followed by 
repeated small intracutaneous injections, in this subject has not 
resulted in an adequate level of immunity, it is recommended 
that repeated minute volumes of tetanus toxoid (0.01 cc. or 
less) at intervals of one or more weeks, the number to be de¬ 
termined by blood titrations, be utilized. The Children’s Bureau,’. 
Washington, D. C., has a list of laboratories engaged in studies 
on active immunization against tetanus. The mailing of speci¬ 
mens of blood serum to any one of these laboratories would 
assist in expediting immunization of your patient. 

VAGINAL ORGASM 

To the Editor: —Please explain what is meant by the term 
-vaginal orgasm" Q_ Lombard Kelly, M.D., Augusta, Ga. 

Answer.—A distinction has been made between clitoral, 
orgasm and vaginal orgasm, but this distinction is controversial 
because some authorities deny that a “vaginal orgasm” exists. 

J. P. Greenhill (Office Gynecology, ed. 5, Chicago, Year Book 
Publishers, 1948, p. 123) says, “I should like to emphasize .a 
point about which almost nothing has appeared in gynecologic 
literature. This is that in women there are actually two sexual • 
organs. The first is the clitoris, which plays the dominant role in 
childhood and in masturbation during adulthood. The second 
organ is the vagina, which psychologically is unimportant until 
puberty. Whereas in the child the clitoris can and does give 
sexual satisfaction, in the normal adult woman it is the vagina 
which is the principal sexual organ. In frigid women, however, 
the transfer of sexual excitement and satisfaction from the 
clitoris to the vagina does not take place. 

“E. Bergler (Psychiat. Quart. 18:374 [July] 1944) maintains 
that a typically frigid woman suffers not from a deficiency or 
the libido but from a neurosis, that is, an illness of the uncon¬ 
scious. For this reason, hormone therapy is unsuccessful m 
typical cases. Bergler believes that the involuntary contraction 
of pelvic and perineal muscles at the end of the sex act is t 
one and only sure criterion that a man can use to determine 
whether a woman is frigid. Although the absence of g an u ar 
lubricating secretion during coitus is a sure sign of frigidity, tn 
converse is not necessarily true; presence of the secretion doe 
not exclude the possibility that frigidity in a mild form may 
exist.” 

Helene Deutsch in “The Psychology of Women” (Gnine i & 
Stratton, 1944, p. 233) says, “The awakening of the vagina to tu 
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sexual functioning is entirely dependent upon the mans activity; 
and this absence of spontaneous vaginal activity constitutes the 
physiologic background of feminine passivity. The competition 
of the clitoris, which intercepts the excitations unable to reach 
the vagina, and the genital trauma then create the dispositional 
basis of a permanent sexual inhibition, i. e., frigidity.” 

Sandor Rado, in his chapter on “An Adaptational View of 
Sexual Behavior” in “Psychosexual Development in Health and 
Disease" (edited by Paul H. Hoch and Joseph Zubin, Grune & 
Stratton, 1949), says (p. 162), "Physiologically, coition may be 
described as a patterned sequence of mutual stimulatory activ¬ 
ities designed to elicit the reflex of orgastic peristalsis in both 
male and female. Orgastic peristalsis of the penile urethra effects 
the ejection of the semen; orgastic peristalsis of the vaginal 
walls facilitates this function by ‘milking’ the penis. The spread 
of excitation to adjacent structures and beyond may involve 
muscles of the entire body in orgastic convulsions, thereby pro¬ 
ducing a generalized “push and pull” toward the union of sperm 
and egg. Orgastic peristalsis is the insemination phase of 
reproduction.” 

Gustav Bychowski, in his chapter on “Some Aspects of Psycho¬ 
sexuality in Psychoanalytic Experience,” says (page 200), “As 
a manifestation of feminine-sexuality the difference between the 
vaginal and the clitoral orgasm is of paramount importance. 
In cases where only the latter is possible there is always a deep 
denial of the feminine role and a morbid masculine 
identification.” 


HELIUM AND ALUMINUM WELDING 
To the Editor:— In aluminum welding operations helium is 
blown onto the metal around the electric arc to facilitate the 
welding quality. Certain workers have complained of a "big 
head," and others of "pains in the chest." Would the inhala¬ 
tion of helium cause these “symptoms?" M.D., Illinois. 

Answer.— Both helium and argon arcs, improperly used, may 
produce physiological damage not produced by ordinary atmos¬ 
pheric electroarcs but not necessarily more injurious. Oxygen 
being essentially absent, neither nitrogen oxides nor metallic 
oxides are produced. In the absence of an atmospheric shield 
that absorbs ultraviolet rays near to the arcing area, more ultra¬ 
violet rays reach the general atmosphere. Since oxygen is absent 
from the arc point, ozone is not there created but is created in 
those zones adjacent to the welding area in which the oxygen 
of the atmosphere is present. Ozone in a concentration of 1 ppm 
has been detected around heli-arc welding, and this level may be 
physiologically significant. There is reason to believe that ozone 
formed along with nitrogen oxides behaves more actively as an 
irritant than when ozone is formed alone, but synergistic actions 
may be involved. The-unadmixed ozone, a less immediate irri¬ 
tant, is said to cause less obvious symptoms, such as chest 
oppression. No proper use of the noble gas arcs will lead to 
oxygen deficiency. Seventy-five per cent mixtures are deliberately 
introduced into artificial atmospheres designed for breathing. 
However, no arc welding should be conducted in closely con¬ 
fined spaces without adequate protection of the worker. The 
resulting oxygen deficiency would characterize any form of 
welding, including helium. Helium is an inert gas, becoming 
important in respiration only when the quantity present dis¬ 
places oxygen below that level requisite to normal respiration. 


HAY FEVER AND CORONARY DISEASE 
To the Editor. '1 46 year old patient had a coronary occl 
sion and myocardial infarction four months ago. I would li 
to give him pyribenzamine * in the spring, which had giv 
him good relief for hay fever in previous seasons, if not co 
tramdicated. Would other liistaminics be preferable? 

Elizabeth G. Brings, M.D., Cumberland, Md. 

Cfftf WER ,T ThCrC iS ap P arcm 'y no evidence of a deleterio 
' C °, r ° na u ry c,rculatl °n from antihistaminic dru 
Iripclennamine (pyribenzamine*) hydrochloride is probably 

minw ?' “ any ’ an . d lf 11 has been us ed in the past withe 
untoward symptoms there is no reason why it may not be 

peated this year, despite the myocardial infarct of four morn 


RHEUMATIC FEVER-AND INFLUENZA 
To the Editor: — A 41 year old woman with rheumatic heart 
disease, who developed rheumatic pleuroniediastinitis with, bi¬ 
lateral, pleural effusion, auricular fibrillation, low grade fever, 
and chest pain which required either narcotics or meperidine 
hydrochloride several times a day for relief, showed no ameli¬ 
oration of signs or symptoms for two months. She then had an 
attack, of influenza, epidemic in this area this winter. During 
the first day of this superimposed illness, the chest pains 
ceased, and in less than a week most of the pleural effusion 
had been absorbed. The influenza went through the usual 
stages observed in this epidemic — fever, sore throat, nasal 
catarrh, bronchitis and cough with greenish yellow sputum. 
Have other physicians observed instances in which the course 
of active rheumatic fever has been influenced by an attack of 
influenza? A/ox Dobrin, M.D., Miami Beach, Fla. 

Answer.— Cases are on record in which there is a temporary 
amelioration of active arthritis, rheumatic or otherwise, during 
active infections of other sorts or indeed during infarction, but 
there are no adequate statistics about this phenomenon as yet. 
Whether the spontaneous (increased endogenous) production of 
cortisone by the body in response to the acute complicating dis¬ 
turbance may be responsible for this is not known. 

HISTAMINE AND HEADACHES 

To the Editor: — I would appreciate information concerning his¬ 
tamine desensitization for headaches: (1) type of product to be 
used, (2) dosage schedule and (3) duration treatment may be 
given and (4) contraindications for using histamine. 

M.D., South Dakota. 

Answer.— Experimental and clinical observations indicate 
clearly that, by repeated injections of histamine, only a slight, 
if any, increased tolerance to histamine is produced. There is 
certainly no evidence for the claim of histamine desensitization. 
Histamine treatment may possibly be effective in some instances 
of headache, but the basis of such results is not understood. There 
are many techniques for the use of histamine and different routes 
of administration. One of the commonest procedures is as fol¬ 
lows: Histamine diphosphate or hydrochloride or other histamine 
salt is used. The initial dose is 0.1 cc. of a 1:100,000 dilution. In¬ 
jections are given frequently, at first daily or twice daily. Incre¬ 
ments of about 25 to 50 per cent are made until the patient 
shows evidence of a reaction (headache, flushing of the face). 
After two or three weeks of frequent injections the intervals are 
lengthened to every other day and finally to once a week. The 
usual duration of treatment is two to three months. The contra¬ 
indications for histamine injections are cardiovascular disease, 
peptic ulcer and some types of allergy. 

EKG PATTERN IN CORONARY INSUFFICIENCY 

To the Editor:— Do electrocardiographic leads taken at the 
left sternoclavicular junction or the left supraclavicular space 
demonstrate coronary insufficiency? If so, what is the pattern? 

F. C. Ganyard, M.D., Wooster, Ohio. 

Answer. —A V lead from the sternoclavicular junction oi 
the supraclavicular groove is, theoretically, expected to reflecl 
potentials derived mainly from the cavities of both auricles and 
ventricles. However, depending on the anatomic and/or “elec¬ 
trical” position of the heart, the type of thorax, and other fac¬ 
tors, the resultant electrocardiographic pattern may represent a 
mixture of endocardial and epicardial potentials, the latter de¬ 
rived from various surface areas of the heart. Thus, a QS, Qr, 
qSr, or other combinations may be obtained, usually paired with 
an inverted T wave. 

Acute or chronic coronary insufficiency will produce S-T-T 
variations depending on (a) the part of the heart which is mainly 
reflected in the lead under question and (b) the localization ol 
the anatomic or functional lesion within the myocardium. The 
resultant pattern of coronary insufficiency may, therefore, con¬ 
sist of S-T elevation or S-T depression, and of upright T waves 
as well as of inverted T waves. Neither or both, atypical leads 
may provide more or better evidence of coronary insufficiency 
than a routine electrocardiogram including standard leads, aV 
limb leads and precordial leads in the six standard positions. 
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NUMBNESS AND TINGLING OF FINGERS 

To the Editor: — Please send information on “numbness and 
tingling of fingers of the upper extremity in middle age per¬ 
sons on arising in the morning," 

Herbert A. Mulholland, M.D., New York. 

Answer. —Numbness and tingling of fingers is a frequent 
toniplaint and may arise from a variety of causes. The fact that 
t occurs on arising would indicate that its cause is not circula- 
;ory, although the correspondent does not state whether the 
symptom lasts throughout the day or subsides with motion. 
Arthritis and periarthritis of the small joints must be looked for. 
Neuritis due to vitamin deficiency, excessive alcoholic intake, 
)r other toxic poison, such as lead or arsenic, must be consid- 
* ered. Pressure on the nerve trunks due to cervical rib, anterior 
scalenus muscle, cervical disk, or osteoarthritis of the spine 
is by far the most frequent cause of such complaints. Neuro¬ 
logic disorders of the cord and of the central nervous system 
must be excluded. If the fingers are not only numb but cold and 
cyanotic and the palpable arteries pulsate, arteriolar sclerosis 
may be present. Nervous fatigue and emotional tension often 
cause numbness and tingling in different parts of the body. 

DAMAGE FROM TOXIC INDUSTRIAL SUBSTANCES 
To the Editor: — According to J. A, Zapp Jr. (Human Biol. 
19:27, 1947), an early variation in the health of an industrial 
worker may be detected by frequent blood pressure readings. 
It is stated a diastolic rise and blood pressure index change 
are expected with the worker experiencing a toxic accumula¬ 
tion. Has this work been confirmed and would this be a 
method of value in the detection of early absorption of mer¬ 
cury or dimethylformamide?' 

Barnwell R. Baker, M.D., Waynesboro, Va. 

Answer. —Foulger and his associates have long maintained 
that demonstrable vascular deviations constitute the earliest in¬ 
dication of damage from toxic substances found in industry and 
that such changes are nearly universal. The patterns encoun¬ 
tered are not constant and vary with the extent or degree of ex¬ 
posure. The deviations are not profound, and the examinations 
require exactness. One requisite appears to be that the group 
of workmen tested are so accustomed to cardiovascular exami¬ 
nations that emotional responses would be no more likely to 
arise than from the commonplace lacing of shoes. Manifestly 
this will not usually be true for occasional examinations. For 
extended studies the method invites wide utilization. For the 
emergency examination of groups of workmen, practical diffi¬ 
culties may arise. Opportunity for application after exposure to 
the two substances mentioned is dependent on the universality 
of the response said to occur. It may be too early to accept uni¬ 
versality in any phenomena of this character. Repeatedly, Foul¬ 
ger has observed that fatigue, malaise, malnutrition, exertion, 
alcohol, and some medicaments induce the same cardiovascular 
manifestations as industrial chemicals. 

REACTIONS TO PENICILLIN 

To the Editor: — A patient, whom 1 have been treating with 
100,000 units of penicillin three times daily by the aerosol 
method and 300,000 units of procaine penicillin parenterally 
daily for chronic bronchiolitis and bronchiectasis, developed 
a . magenta tongue which " burned ” and mild cheilosis after 
about nine days of therapy. The patient was also receiving 
small doses of codeine sulfate to control an exasperating 
cough. Did the penicillin therapy, which, l may add, was 
accompanied by multivitamin capsules three times daily, cause 
a riboflavin deficiency? j. B. Wager, M.D., Bronx. 

Answer. —In about 6 per cent of patients receiving penicillin 
aerosol therapy there will develop one or more of the following 
reactions: burning of tongue and mucous membranes, black 
tongue, inflammation of tongue and mucous membranes, cheil¬ 
osis and in some rare instances, generalized urticaria. The major¬ 
ity of these reactions are believed to be due to local (contact) 
penicillin sensitivity. The manifestation of a black tongue is 
thought to be due to predominance of other organisms which 
appear after the penicillin-sensitive organisms are diminished as 
a result of aerosol therapy. This type of black tongue is not due 
to a riboflavin deficiency. 


BERYLLIUM POISONING 

To the Editor:—/! metallurgical firm is about to begin a 
process in which wire brush abrasion of an alloy of 2 per 
cent beryllium and 98 per cent copper is employed. The dust is 
heavy and immediately settles to the floor, where it is oiled 
and promptly removed. What hazards are likely to arise?' 
Should the workers be required to wear masks? 

Leonard W. Hill, M.D., Attleboro, Mass. 

Answer. —Beryllosis is at present a threat because of lack 
of precise information as to circumstances leading to poisoning. 
In a few instances fatal involvement has followed minute trace 
exposure. But some entire groups have undergone exposure at 
high levels without apparent deleterious effects. Individual sus¬ 
ceptibility is pronounced. Cases have arisen from the founding 
of alloys of the character mentioned, and it is believed that at 
least one case ensued after the mere cutting of alloy rods. It 
may not be assumed that no fine dust will be produced in a 
wire brush operation or that the fine dust will not oxidize. Both 
lung and cutaneous lesions are potentialities. Well functioning 
and well maintained exhaust units may be requisite. In addition, 
the wearing of suitable respirators may be necessary. The final 
test is the absence of beryllium in the atmosphere as breathed. 
Toward the best planning, it is suggested that the chief of the 
Laboratory Division of Occupational Hygiene of Massachusetts 
Department of Labor and Industries be consulted as to plans 
or installations. 

ALLERGIC DISEASES IN ISRAEL 

To the Editor: — In Queries and Minor Notes in The Jour¬ 
nal of March 10, 1951 (page 773) Dr. Aubie Porligal asks 
for literature on the incidence of allergic diseases in Israel, 
especially bronchial asthma. Your answer that “no figures 
have been published on incidence" takes no notice of my 
article “Allergic Diseases in Palestine," published in Harofe 
Haivri (2:70, 1946). On the basis of statistical figures of the ' 
General Sick Fund (covering then one third of the Jewish 
population in Palestine) it has been found that during the 
years 1936-1944 0.98% of all new patients suffered from 
bronchial asthma. This percentage proves that bronchial 
asthma is as common in Israel as in other countries, including 
the United Stales. Doctors who have practiced previously in 
Europe maintain that the incidence of asthma in Israel is even 
higher than in other countries. This might be due to the fact 
that the greatest part of the population are immigrants, thrown 
into new climatic conditions and exposed to new plants and 
foods. A special problem in this country is the high incidence 
of bronchitis spastica among children up to the age of 3 to 4 
years. 

Contrary to your opinion, 1 consider the climate here gen¬ 
erally unfavorable for asthma, especially in coastal regions. 
Practically, this question has to be decided for every patient 
individually. AT. Lass, M.D., 

Hadassa Municipal Hospital, Tel-Aviv. 


FOUR OPERATIONS FOR GALLSTONES 
To the Editor: —In Queries and Minor Notes in The Journal, 
May 19, page 297, is a question about the prevention of gall¬ 
stones in a patient who had been operated on four times for 
stones in the common duct. The answer failed to mention that 
excessive hemolysis is of prime importance in the formation 
of gallstones. Either congenital or acquired hemolytic anemia 
should be suspected in such a case, especially if the panel 
was a male or if the first attack of biliary colic occurred m a 
young person. In such cases, one should search carefu 7 1 
splenic enlargement, by physical examination and, in case oj 
doubt, by roentgen visualization. In addition, the various la o- 
ratory studies that indicate increased hemolysis or increase 
fragility of the erythrocytes should be employed, it shou e 
remembered that hyperhemolysis may occur in paroxysms, 
so that at times the patient may show neither /aim ice i 
anemia, though these may appear at subsequent examinations 
In cases of hemolytic anemia, splenectomy may be the best 
prevention of further gallstone formation. 

M.D., 104 S. Michigan Ave., Chicago 3. 
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